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From  the  Editor’s  Desk 


Malpractice 
A New  Crisis  Ahead? 


Count  on  it.  Sometime  during 
your  professional  career,  you  will 
be  sued. 

Experts  now  predict  that  the 
ratio  of  physicians  sued  to  those 
not  sued  (currently  eight  out  of 
every  100  physicians  are  sued  in 
this  country)  will  rise  so 
dramatically  in  the  next  several 
decades,  that  few  will  be  able  to 
escape  the  scourge  of  our  litigious 
society. 

During  the  1970s,  such  a 
prediction  would  have  sounded  a 
death  knell,  as  insurance 
companies  hastily  pulled  the  rug 
of  malpractice  protection  out  from 
underneath  thousands  of 
physicians’  feet.  At  that  time,  a 
crisis  of  availability  occurred, 
resulting  in  the  formation  of 
numerous  physician-owned 
insurance  companies.  The  Ohio 
State  Medical  Association’s  own 
Physicians  Insurance  Company  of 
Ohio  (PICO)  was  a result  of  the 
mid-’70s  crisis. 

Now,  as  malpractice  suits 
continue  to  increase,  the  crisis  is 
no  longer  one  of  availability,  but 
affordability  — not  just  for 
physicians,  but  for  patients. 

Certainly  insurance  is  costing 
the  physician.  According  to  the 
report  recently  published  by  the 
American  Medical  Association’s 
task  force  on  professional  liability, 
malpractice  premiums  have 
increased  by  more  than  80% 
between  1975  and  1983.  Many 
high-risk  physicians  are  being 
driven  from  practice  as  annual 
premiums  reach  $20,000,  $30,000, 
even  as  high  as  $70,000. 

And  think  what  this  is  costing 


the  patient,  because,  somehow  or 
other,  those  costs  must  be  passed 
on.  Not  only  is  the  patient  paying 
higher  bills  as  a result  of  those 
high  liability  premiums,  but  he  or 
she  is  also  taking  it  on  the  chin  as 
more  and  more  physicians  feel 
forced  to  assume  a defensive 
stance,  ordering  extra  tests,  x-rays 
and  whatever  else  may  be 
necessary  to  make  sure  all  their 
bases  are  covered  should  a liability 
suit  be  brought  against  them. 

In  this  issue  of  the  Journal,  we 
explore  the  malpractice  climate  in 
Ohio,  and  take  a look  at  this 
“crisis  of  affordability”  that  is 
gripping  the  medical  community. 
We  take  a look  at  “defensive 
medicine”  to  see  how  it  is 
affecting  health  care  costs,  then 
catch  a glimpse  at  arbitration,  as 
well  as  task  forces  at  both  the 
state  and  national  levels  which  are 
attempting  to  meet  the  problem. 

Will  the  crisis  disappear? 
Probably  . . . but  not  totally,  and 
not  without  making  changes,  the 
same  way  that  the  ’70s  crisis  left 
its  mark  on  the  health  care 
community.  Just  how  those 
changes  will  manifest  themselves 
over  the  next  few  years  has  yet  to 
be  determined  — but  as  the 
AMA’s  Task  Force  points  out  in 
its  report  . . . “(although)  there 
are  no  easy  solutions,  it  is  by 
physicians  themselves  that  the 
primary  action  will  have  to  be 
taken.” 

All  we  hope  to  accomplish  with 
this  issue  is  to  make  you,  our 
reader,  aware  of  the  problem  — 
its  size  and  its  scope. 

— Karen  S.  Edwards 
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Letters  to  the  Editor= — = — 


The  problem  with  Medicaid 


To  the  Editor: 

In  the  November  1984  edition  of 
THE  OHIO  STATE  MEDICAL 
JOURNAL,  Patricia  K.  Barry, 
Director  of  the  Ohio  Department 
of  Human  Services,  was 
interviewed  in  an  article  entitled 
“Medicaid’s  Future:  ‘It’s  Up  to 
You’  ” in  which  she  attempts  to 
place  the  burden  of  guilt  for  the 
poor  quality  of  medical  care 
received  by  the  indigent  of  the 
state  onto  the  medical  community 
or,  to  be  specific,  the  private 
primary  care  physician. 

Ms.  Barry  seems  to  be  very 
naive  when  she  tries  to  analyze 
why  the  private  practitioner  is 
resistant  to  include  Medicaid 
patients  into  his  every-day 
practice.  As  an  example,  The 
Department  of  Human  Services 
refuses  to  accept  a Standard  AMA 
form  as  its  claim  form  but  finds  it 
necessary  to  use  an  archaic  type  of 
form  which  requires  even  an 
efficient  computerized  modern 
office  to  fill  in  these  forms 
individually  on  a typewriter, 
making  sure  every  digit  fits  into 
the  required  box  and  does  not 
dare  to  intrude  into  the  shaded 
area.  This  adds  cost  to  an  office. 
Secondly,  to  even  obtain  these 
forms,  one  must  write  a letter  to  a 
particular  address  (each  area  of 
the  Department  of  Human 
Services  has  its  own  address  and 
own  phone  number)  for  the  order 
form  in  order  to  order  the  forms. 
Bureacracy  in  its  worst  form. 

Also,  these  forms  only  have  room 
in  their  non-shaded  areas  for  CPT 
and  ICDA  codes.  No  English 
explanation  of  the  code  used  shall 
dare  besmirch  the  form.  And  so, 
if  your  secretary  should  perchance 
use  the  incorrect  code,  the  entire 
claim  is  voided  and  must  be 
refiled.  It  also  must  be  noted  at 
this  time  that  using  an  incorrect 
CPT  code  is  made  very  easy 
because  the  Department  does  not 
recognize  all  the  codes  listed  in  the 


CPT4  code  book,  but  constantly 
sends  a barrage  of  MAL  (Medical 
Assistance  Letters)  listing  the 
codes  it  accepts  no  matter  what 
the  practitioner  lists  in  his  annual 
profile  which  he  registers  with 
Medicare  and  with  Blue 
Cross/Blue  Shield  of  Ohio.  The 
Department  must  have  its  own 
standards  ...  I guess. 

In  her  interview,  Ms.  Barry 
berates  the  physician  for  not 
treating  the  indigent  patient 
without  consideration  for 
reimbursement.  If  we  do  that,  can 
we  expect  you  and  your 
Department  to  do  the  same?  And 
if  we  do  that,  then  our  paying 
patients  would  have  to  cover  the 
cost,  which  is  how  the  hospitals 
cover  the  costs  of  their  clinics  and 
why  the  hospitals  which  treat 
indigent  patients  have  a more 
expensive  per  diem  charge.  Again 
Ms.  Barry  states  that  “Medicaid  is 
an  expensive  program  because  her 
patients’  real  access  to  health  care 
is  through  large,  costly 
institutions.”  I was  not  aware  that 
out-patient  clinic  visits  by  a 
patient,  which  could  equal  an 
office  visit  charge  in  a private 
physician’s  office,  were  any  more 
than  $4  an  office  visit.  That  $4 
payment  does  not  cover  my  cost 
for  filing  the  form  necessary  for 
me  to  recover  that  $4. 

Ms.  Barry  also  tries  to  make  a 
point  in  her  interview  that 
Medicaid  should  be  reorganized  in 
an  HMO  or  PPO  format.  She 
again  misses  the  point.  An  HMO 
or  PPO  requires  a broad  spectrum 
of  patient’s  health  needs  in  order 
for  it  to  be  financially  acceptable 
to  the  physician.  You  cannot 
corilpare  the  patient  base 
represented  in  a Medicaid  program 
to  a private  sector  HMO  or  PPO, 
since  the  Medicaid  patient  needs 
more  constant  and  intensive 
medical  care  due  to  personal 
health  abuses  (increased  use  of 
alcohol  and  other  drugs)  plus  poor 


nutrition.  Of  course,  the 
Department  refuses  to  recognize 
this  need  and  so  limits  the  amount 
of  medical  care  it  is  willing  to 
compensate  the  physician  for  to  a 
set  number  of  office  visits  and 
hospital  visits  per  month  or  maybe 
a year.  Who  can  remember  all  the 
rules? 

There  are  just  a few  more 
problems  which  should  be 
mentioned  at  this  time  and  then  I 
shall  have  finished  stating  my 
case.  For  one,  there  are  no  local 
provider  phone  lines  available  to 
the  practitioner’s  office  staff  who 
might  have  a problem  with  a form 
or  an  explanation  for  rejection  of 
the  practitioner’s  claim.  Any 
information  the  physician’s  office 
staff  needs  to  properly  complete 
the  Department’s  form  requires  an 
expensive  long-distance  phone  call, 
and  it  might  require  more  than 
one  phone  call  since  each 
department  of  the  Department  has 
its  own  individual  phone  line. 
Secondly,  if  a client  of  the 
Department  so  happens  to  give  the 
physician  an  incorrect  case 
number,  the  physician’s  secretary 
cannot  request  this  information 
over  the  phone,  but  must  write  a 
letter  to  the  correct  department 
requesting  the  information.  Of 
course,  one  finds  out  that  one  has 
the  wrong  case  number  after  the 
form  has  been  filed,  processed  for 
at  least  three  months  and  then  a 
Department  computer  printout 
sheet  is  mailed  to  the  physician 
stating  that  this  client’s  case 
number  is  incorrect  and  the  claim 
must  be  refiled.  Of  course,  the 
original  form  is  not  returned  so 
that  all  the  original  office  work 
must  be  redone.  All  this  for  $4.  I 
rest  my  case. 

Very  truly  yours, 

Norman  L.  Pearl,  MD 

Beachwood,  Ohio 
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Second  Opinion 

The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


Nurse  Practitioners:  A Prediction 

By  Leonard  B.  Greentree,  MD 


It  is  predicted  that  nurse 
practitioners  will  win  their  battle 
against  the  medical  profession  to 
examine  and  treat  patients  within 
the  law.  Far  too  many  American 
doctors  are  determined  to  prevent 
nurse  practitioners  from 
performing  pelvic  examinations 
and  “Pap”  tests  when  physicians 
are  not  readily  available.  This 
essay  puts  the  topic  at  hand  into 
proper  perspective.  If  nurse 
practitioners  are  not  permitted  by 
law  to  perform  pelvic 
examinations  and  “Pap”  tests  in 
this  country,  this  ruling  will 
conceivably  prevent  maternity 
room  nurses  from  continuing  to 
perform  repeat  pelvic  examinations 
on  patients  in  active  labor  for 
obstetricians  busy  at  another 
locale. 

If  this  law  is  enforced, 
maternity  room  nurses  will  be 
prevented  from  assessing 
continuous  electrical  monitoring 
for  obstetricians  on  a seemingly 
distressed  fetus,  after  these  nurses 
had  expertly  attached  bipolar  scalp 
electrodes  to  the  presenting  part  in 
the  dilated  cervix  for  the  attending 
obstetrician.  If  these  regulations 
are  strictly  enforced,  American 
Board  certified  obstetricians  will 
have  to  restructure  their  method 
of  practicing  midwifery  whereby 
they  will  be  compelled  to  be  at  the 
bedside  throughout  labor  of  each 
and  every  patient  admitted  to  the 
hospital  for  that  purpose. 


Obstetrical  residents  are  far  too 
few  in  number  in  this  country  to 
be  of  much  help  in  improving  the 
disturbing  maternity  problem  now 
at  hand. 

A reaffirmation  of  the  State  of 
Ohio,  The  State  Medical  Board’s 


If  these  regulations 
are  enforced, 
certified 

obstetricians  will 
be  compelled  to  be 
at  the  bedside 
throughout  labor  of 
each  and  every 
patient  . . . 


position  on  breast  and  pelvic 
examinations  states  in  part  as 
follows: 

“Section  4723.06,  Ohio  Revised 
Code,  prohibits  acts  of  medical 
diagnosis  or  prescription  of 
medical,  therapeutic,  or  corrective 
medical  measures  by  a nurse. 

“Breast  and  pelvic 
examinations,  with  an  associated 
Papanicolaou  smear,  are 
performed  for  the  purpose  of 
determining  the  presence  or 
absence  of  disease  which,  if  left 
undetected  and  untreated, 


constitute  a serious  health  threat 
to  the  patient.  That  vital 
determination,  so  dependent  upon 
individual  experience  and  medical 
judgment,  is  inherently  an  act  of 
examination  and  medical 
diagnosis  upon  which  further 
diagnostic  and  therapeutic 
procedures  depend. 

“Section  4723.06,  Revised 
Code.  It  is  in  the  areas  of 
diagnosis  and  prescription  that 
there  is  the  greatest  danger  of 
unwarranted  claims  (of 
malpractice).  A nurse  by  the  very 
nature  of  her  occupation  is 
prohibited  from  exercising  an 
independent  judgment  in  these 
areas  and  thus  is  not  subject  to 
such  claims. 

“The  passage  quoted  above,  as 
well  as  the  statutes  previously 
cited,  shed  some  light  on  nurse 
practitioners  writing  physician 
progress  notes  and  standing 
orders.  Since  progress  notes  and 
standing  orders  inherently  reflect 
the  physician’s  exercise  of 
judgment  in  diagnosing  and 
treating  patients,  such  activity  by 
non-physicians  is  prohibited.  To 
be  distinguished,  however,  are 
nurses’  notes,  which  are 
traditionally  kept  and  reflect  the 
nurse’s  observations  of  patients’ 
symptoms,  in  order  to  facilitate 
the  physician’s  exercise  of  medical 
judgment. 

“Any  determination  by  the 
Board  that  an  individual  is 
practicing  medicine  without  a 
license  depends  on  the  facts  of  the 
particular  case,  although  the 
statutory  provisions  and  analysis 
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referred  to  in  the  preceding 
paragraphs  would  undoubtedly  be 
employed. 

“Action  against  individuals  not 
licensed  to  practice  medicine  may 
be  taken  in  either  of  two  ways. 
First,  criminal  proceedings  may  be 
initiated  pursuant  to  Sections 
4731.41  and  4731.99  (A),  Revised 
Code.  While  criminal  complaints 
for  the  illegal  practice  of  medicine 
may  be  filed  by  Medical  Board 
investigators,  these  actions  may 
also  be  brought  by  local 
prosecutors  and  law  enforcement 
authorities  with  or  without  the 
Board’s  assistance.  Second, 
injunctive  relief  may  be  sought 
pursuant  to  Section  4731.341, 
Revised  Code.  The  Code  provides 
that  such  an  action  may  be 
brought  by  the  Attorney  General, 
local  prosecutors,  the  Board,  or 
“any  other  person”  having 
knowledge  of  a person  engaged  in 
the  unlicensed  practice  of 
medicine.” 


If  the  present  Ohio  law  is 
extrapolated  to  regulate  nurse 
practitioner  performance  in  a life- 
threatening  situation  in  the 
emergency  room,  coronary  and 
surgical  intensive  facility  of  an 
accredited  hospital  (for  which  they 
previously  had  been  provided 
superb  instruction  and  clinical 
experience  by  highly  qualified 
medical  specialists),  health  care 
problems  of  the  greatest  dimension 
will  promptly  occur  in  the  state  of 
Ohio.  In  this  instance  nurse 
practitioners  would  be  prevented 
by  law  to  make  a clinical 
judgment  and  then  attempt  to  save 
lives  of  sudden  gravely  ill  patients 
before  physicians  arrive  on  the 
scene  for  that  purpose.  I doubt 
this  is  the  true  intent  of  Ohio  law 
as  passed  by  the  State  legislature 
years  ago. 

Considering  the  facts  of  the 


problem  at  hand,  it  is  predicted 
that  nurse  practitioners  will  be 
permitted  to  perform  examinations 
and  “Pap”  tests  to  detect  cancer 
after  they  had  been  properly 
examined  and  certified  by  State 
authorities  in  this  matter.  It  is  also 
predicted  that  accredited  nurses 
will  continue  to  provide  the  best 
of  health  care  if  and  when  life- 
threatening  situations  suddenly 
appear  in  the  emergency  room, 
coronary  care  and  surgical 
intensive  care  facilities  until  such  a 
time  as  the  attending  physician 
appears  on  the  scene  for  that  very 
purpose.  This  is  what  the 
professional  practice  of  nursing  is 
all  about!  OSMA 


Leonard  B.  Greentree,  MD,  practices 
obstetrics  and  gynecology  in 
Columbus,  Ohio 
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A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 


For  patient’s  comfort/convenience 
in  choice  of  3 strengths 


Each  time-release  capsule  con- 
tains: 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


immediate  Release 


LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN*/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN*  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


i broIITO  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Credit  card  pays  medical  bills 


a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 

edited  by 
Susan  Porter 


State  Baby 

States  that  do  not  adopt 
“procedures  and  programs”  for 
responding  to  instances  of  medical 
neglect  — including  the 
withholding  of  “medically 
indicated  treatment”  — could  lose 
their  federal  child  abuse  grants, 
according  to  a bill  signed  into  law 
by  President  Reagan  October  9, 
1984. 

The  new  law,  PL  98-457, 
contains  provisions  relating  to 
child  abuse  and  neglect,  sexual 
abuse  of  children,  and  adoption, 


A new  kind  of  credit  card  — 
specifically  designed  for  the 
payment  of  health  care  bills  — is 
currently  being  marketed  in  Ohio 
and  Indiana. 

Called  the  MBC  Chargecard,  it 
allows  the  cardholder  a separate 
line  of  credit  to  be  used 
exclusively  for  the  payment  of 


medical  and  health  care  bills. 

According  to  Stephen  Taylor, 
the  president  of  Medical  Bankcard 
Corporation,  the  Indianapolis 
based  firm  that  introduced  the 
card,  the  MBC  Chargecard 
“provides  flexible  financing  for 
those  expenses  not  covered  by 
insurance,  allowing  health  care 
payments  to  be  spread  over  a time 
and  within  a budget.” 

It  also  offers  a record  for  tax 
and  insurance  purposes,  he  adds. 

To  date,  nearly  500  hospitals, 
emergency  medical  centers, 
professional  medical  clinics, 
physicians  and  other  health  care 
providers  have  agreed  to  accept 
the  card. 

Nearly  200,000  applications  for 
the  credit  card  have  been 
distributed  to  consumers  in  the 
two-state  area. 


Doe  regulations  mandated 


as  well  as  provisions  affecting  the 
treatment  of  seriously  ill 
newborns. 

The  latter,  or  “Baby  Doe” 
amendments,  require  that  for  a 
state  to  qualify  for  federal 
assistance,  it  must  have  in  place 
by  October  9,  1985,  within  the 
state  child  protective  service 
system,  procedures  for  prompt 
notification  of  suspected  medical 
neglect,  including  the  withholding 
of  “medically  indicated 
treatment”  for  disabled  infants 
with  life-threatening  conditions. 

Also  required  is  authority  under 
state  law  to  pursue  legal  remedies 
to  prevent  such  medical  neglect. 

The  amendments  define 
“withholding  of  medically 
indicated  treatment”  to  mean  the 
failure  to  respond  to  the  infant’s 
life-threatening  conditions  by 
providing  treatment  (including 
appropriate  nutrition,  hydration 
and  medication)  which  in  the 
treating  physician’s  or  physicians’ 
reasonable  medical  judgment  will 
be  most  likely  to  be  effective  in 
ameliorating  or  correcting  all  such 
conditions. 

The  term  does  not  include, 


however,  the  failure  to  provide 
treatment  (other  than  appropriate 
nutrition,  hydration  or  medication) 
to  an  infant  when,  in  the  treating 
physician’s  or  physicians’ 
reasonable  medical  judgment: 

a)  the  infant  is  chronically  and 
irreversibly  comatose; 

b)  the  provision  of  such 
treatment  would:  (1)  merely 
prolong  dying;  (2)  not  be  effective 
in  ameliorating  or  correcting  all  of 
the  infant’s  life-threatening 
conditions;  or  (3)  otherwise  be 
futile  in  terms  of  the  survival  of 
the  infant;  or 

c)  the  provision  of  such 
treatment  would  be  virtually  futile 
itself  in  terms  of  the  survival  of 
the  infant  and  the  treatment  itself 
under  such  circumstances  would  be 
inhumane. 

Although  the  legislation  does 
not  authorize  direct  federal 
intervention  in  individual  cases,  it 
does  require  the  Department  of 
Health  and  Human  Services  to 
publish  the  implementing 
regulations,  along  with  model 
guidelines  to  encourage  the 
development  of  infant  care 
committees  in  hospitals. 
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A $500,000  grant  from  the  State 
of  Ohio  currently  is  being  used  to 
develop  an  HIO  — Health 
Insuring  Organization  — in 
Montgomery  County. 

The  HIO,  which  is  a variation 
of  the  more  commonly  known 
HMO  — Health  Maintenance 
Organization  — is  an 
experimental,  cost-containment 
project  designed  to  provide  health 
care  for  Medicaid  patients  in  the 
Dayton  area. 

The  HIO  differs  from  an  HMO, 
however,  in  that  it  utilizes  existing 
health  care  providers  in  the 
community,  rather  than 
establishing  a separate  facility  and 
staff. 

Developed  by  the  Dayton 


Hospital  Association,  the  program 
is  scheduled  to  go  into  effect  July 
1. 

Montgomery  County  Medicaid 
recipients  currently  receive  $90 
million  in  state-paid  health  care. 

Under  the  plan,  the  state  will 
pay  a flat  monthly  rate  for  each 
Medicaid  recipient  in  the  program. 
The  HIO  will,  in  turn,  purchase 
health  care  from  participating 
hospitals,  physicians,  pharmacists 
and  other  health  care  providers. 

The  pilot  project  is  one  of  many 
to  be  financed  through  a $4.4 
million  allocation  set  aside  by  the 
state  to  fund  alternative  health 
care  delivery  and  financing 
systems. 

The  HIO  promises  to  save  the 


state  5%  of  its  normal  allocation 
for  Montgomery  County  Medicaid 
recipients  during  its  first  year  in 
operation.  A 10%  savings  is 
anticipated  for  subsequent  years. 

If  the  program’s  costs  rise  above 
the  state  cap,  the  providers  will 
have  to  absorb  the  loss.  Any 
savings,  however,  will  be  shared 
by  the  providers. 

Along  with  the  effort  to  trim 
the  state’s  $1.6  billion  Medicaid 
bill,  the  HIO  also  hopes  to 
encourage  more  physicians  to  treat 
Medicaid  patients. 

Since  the  state  froze  Medicaid- 
related  physician  fees  at  1972 
levels,  only  18%  of  physicians  in 
Montgomery  County  currently 
accept  Medicaid  patients. 


Medical  show  debuts 

A weekly  medical  series  titled  “Medi-Scene” 
debuted  recently  in  the  Cleveland  area  on  public 
television  station  WVIZ  (Channel  25). 

The  locally-produced  and  directed  show  is 
designed  to  provide  viewers  with  a wide  range  of 
information  related  to  health  care,  from  historical 
segments  outlining  the  progress  of  modern 
medicine,  to  up-to-date  surgical  techniques  and 
state-of-the-art  technology. 

It  also  will  focus  on  the  local  scene,  informing 
Cleveland-area  residents  about  medical  advances 
taking  place  in  their  area  and  the  special  resources, 
tests  and  procedures  available  in  northeastern 
Ohio. 

Past  episodes  have  focused  on  the  use  of 
computers  and  electronic  implants  to  help 
paraplegics  walk,  the  history  of  medicine  in  the 
Western  Reserve  and  the  experiences  of  Cleveland- 
area  patients  and  physicians. 

The  show  is  broadcast  on  Thursday  nights  at  8 
p.m. 
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ADMNC 

PLAN. 


The  symbol 

more  than  3 million  people 
are  looking  for 

Join  the  overwhelming  majority  of  Ohio  medical  professionals  who  are  work- 
ing to  make  health  care  more  affordable  for  3 million  Blue  Cross  and  Blue 
Shield  subscribers. 

These  physicians  and  other  health  care  providers  have  voluntarily  joined 
ADVANCE  Plan,  helping  to  save  subscribers  millions  of  dollars  since  the 
program  began.  They  are  demonstrating  their  commitment  to  fee-for-service 
medicine,  ensuring  its  future  as  an  affordable  and  viable  means  of  deliver- 
ing health  care. 

ADVANCE  Plan  is  a plus  for  our  customers,  for  our  subscribers,  for  health 
care  providers  and  for  us.  If  you  would  like  more  information  about  the 
benefits  of  ADVANCE  Plan,  contact  your  local  Professional  Relations  office 
or  call,  toll-free,  1-800-282-1016. 


Blue  Shield 

Ohio  Medical  Indemnity  Mutual  Corp. 
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LEGISLATIVE  REVIEW: 


By  the  OSMA  Department  of  Legislation 


On  January  7,  1985,  the  Ohio 
legislators  convene  in  Columbus 
for  the  beginning  of  the  116th 
General  Assembly. 

As  in  previous  years,  Ohio 
physicians  will  be  faced  with 
several  pieces  of  legislation  which 
seek  to  expand  the  scope  of 
practice  for  the  various  allied 
health  practitioners  and  to  increase 
the  governmental  regulation  of 
health  care  delivery  in  Ohio. 

The  1985-1986  biennium  should 
also  see  an  increase  in  legislation 
pertaining  to  child  abuse  and  child 
health  care. 

The  political  make-up  of  the 
116th  General  Assembly  will  be 


quite  different  from  that  of  the 
115th.  Although  the  Democrats 
still  maintain  control  of  the  House 
of  Representatives,  the 
Republicans  have  regained  control 
of  the  Senate. 

Thus,  in  order  for  any  bill  to  be 
enacted,  the  two  houses  in  the 
legislature  will  have  to  be  willing 
to  compromise  their  differences  on 
legislation. 

Many  speculate  that  the 
composition  of  the  legislature  will 
provide  for  a more  balanced 
political  make-up  during  the 
1985-1986  biennium. 

The  following  briefly 
summarizes  the  major  legislative 


issues  that  most  likely  will  be 
raised  in  the  Ohio  Legislature 
during  the  116th  General 
Assembly: 

Nurse  Practice  Act 

A coalition  of  17  various 
associations  of  nurses  has  been 
meeting  with  representatives  of  the 
Ohio  Legislature  over  the  past  two 
years  in  anticipation  of  the  Nurse 
Practice  Act.  This  legislation  is 
expected  to  be  introduced  early  in 
the  legislative  session  by  State 
Representative  Judy  B.  Sheerer  (D- 
Shaker  Heights). 

The  proposed  Nurse  Practice 
legislation  is  expected  to  greatly 
expand  the  functions  a nurse  may 
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When  the  116th  General 
Assembly  convenes  this  month,  the 
control  of  the  Ohio  House  of 
Representatives  will  remain 
Democratic  (59-40),  but  control  of 
the  Ohio  Senate  will  swing  to  the 
Republicans  by  a three-seat 
majority  (18-15). 

Three  incumbent  Democratic 
senators  were  defeated,  along  with 
one  incumbent  Republican,  a net 
gain  of  two  seats  for  the  GOP, 
clearing  the  way  for  an  income  tax 
rollback  designated  during  the 
election  as  Senate  Bill  1.  The 
Republican  victories  were 
attributed,  in  part,  to  President 
Reagan’s  landslide;  a record  voter 
turnout  in  Ohio  (4,690,678);  and 
the  negative  voter  reaction  to  the 
permanent  90%  increase  in  the 
state  income  tax  enacted  by  the 
Democrats  last  year. 

The  Senate  Republican’s  only 
loss  was  William  Ress  of  New 
Philadelphia,  who  was  defeated  by 
Robert  Burch  of  Dover  by  15,000 
votes. 

Senator  Michael  Schwarzwalder 
(D-Columbus)  was  narrowly 
defeated  by  Eugene  Watts  (R),  an 
associate  professor  at  the  Ohio 
State  University. 

Senator  Steve  Maurer 
(D-Botkins),  who  won  his  seat 
four  years  ago  by  78  votes,  lost  by 
29,000  votes  to  Allen  County 
Commissioner  Robert  Cupp  (R)  of 
Lima. 

Senator  Tom  Talbot  (D-Dayton) 
who  was  appointed  last  March  to 
replace  Tom  Fries,  lost  by  10,000 
votes  to  Charles  Horn  (R)  former 
mayor  of  Kettering  and  a 
Montgomery  County 
Commissioner. 

In  the  Ohio  House,  the 


Republicans  gained  three  seats  by 
defeating  the  Democratic 
incumbents.  David  Leland  (D- 
Columbus)  was  defeated  by  E.J. 
Thomas  (R-Columbus),  formerly 
an  aide  to  Governor  Rhodes,  by  a 
margin  of  6,000  votes. 

Dominic  Basile  (D- Akron),  who 
was  appointed  to  replace  Tom 
Sawyer,  lost  to  Thomas  Watkins 
(R-Stow)  by  4,000  votes. 

Walter  Fortener  (D-Cold water), 
another  appointee,  was  defeated 
by  James  Davis  (R-St.  Marys)  by 
5,000  votes. 

In  the  only  statewide  races  this 
fall,  the  Republicans  emerged 
victorious  in  the  two  races  for  nev 
six-year  terms  on  the  Ohio 
Supreme  Court,  cutting  the 
Democratic  majority  from  6-1  to 
4-3  beginning  this  month. 

Franklin  County  Common  Pleas 
Court  Justice  Craig  Wright 
received  54.5%  of  the  vote  in  his 
upset  victory  over  Supreme  Court 
Justice  James  Celebrezze,  the 
brother  of  Chief  Justice  Frank 
Celebrezze. 

Appeals  Court  Justice  Andrew 
Douglas  of  Toledo  received  52.8% 
of  the  vote  in  defeating  Cuyahoga 
Common  Pleas  Justice  John 
Corrigan  for  the  seat  being 
vacated  by  Democratic  Justice 
William  Brown,  who  has  reached 
the  mandatory  retirement  age. 

The  two  Republican  judges  went 
into  the  race  as  underdogs, 
because  both  of  their  opponents 
were  from  heavily  Democratic 
Cuyahoga  County  where  the 
names  “Celebrezze”  and 
“Corrigan”  had  high  voter 
recognition.  However,  the  Court’s 
decision  to  mail  gas  and  electric 
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perform  and  include  such  activities 
as  health  screening,  well-patient 
care,  health  appraisal  (diagnosis), 
evaluation,  referrals  to  other 
practitioners,  counseling  and 
prescribing  authority. 

It  is  anticipated  that  the 
proposed  legislation  will  seek  to 
eliminate  current  prohibitions  on 
nurses  practicing  medicine.  It  will 
also  seek  to  eliminate  current 
exemptions  from  nurse  licensure 
for  services  rendered  by 
technicians  and  medical  assistants 
under  the  direction  and  control  of 
a licensed  physician,  as  well  as  for 
persons  employed  as  nursing  aides, 
attendants,  orderlies,  or  other 
auxiliary  workers  in  patient 
homes,  nurseries,  nursing  homes, 
hospitals  or  other  similar 
institutions. 

The  legislation  to  be  introduced 
is  also  expected  to: 

•expand  the  authority  of  the 
Nursing  Board 

•require  detailed  employer 
reporting  requirements  when  a 
nurse’s  employment  is  terminated 
(voluntarily  or  involuntarily) 

•allow  for  certification  in  nurse 
specialty  areas, 

•mandate  continuing  education 
requirements,  and 

•empower  the  Nursing  Board  to 
petition  for  an  “injunction  to 
enjoin”  any  person  who  practices 
nursing  without  a license  and  any 
person,  firm,  corporation, 
institution  or  association 
(including  physicians)  from 
employing  any  person  to  practice 
nursing  without  a license. 

Other  Allied  Health  Practitioners 

As  with  the  nurses,  other  allied 
health  practitioner  groups  can  be 
expected  to  seek  legislative  changes 
in  the  116th  General  Assembly  to 
expand  their  scopes  of  practice 
and  to  seek  third  party 
reimbursement  rights. 

The  Physical  Therapists,  after 
an  unsuccessful  try  at  proposing 
rules  to  include  pre-screening 
evaluations  and  referrals  to 
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physicians  under  their  scope  of 
practice,  are  among  groups 
expected  to  try  for  legislative 
changes  in  the  116th  General 
Assembly. 

The  pharmacists  are  expected  to 
try  to  obtain  the  statutory 
authority  to  administer  and 
prescribe  medication;  to  provide 
therapeutic  substitutions;  to  review 
a patient’s  drug  regimen;  continue 
or  discontinue  medication  and 
request  laboratory  testing  through 
standing  protocols  in  an 
institutional  setting. 

After  being  shut  out  in  the  rule- 
making  area  and  in  the  courts,  the 
chiropractors  also  can  be  expected 
to  attempt  to  expand  their  scope 
of  practice  to  include  such 
functions  as: 

•unlimited  diagnosis  authority, 

•determining  the  physical 
condition  of  a patient  (especially 
for  student  and  pre-employment 
physical), 

•using  diagnostic  procedures 
and  laboratory  testing. 

They  also  hope  to  be  able  to 
create  specialty  areas  of  practice 
and  to  obtain  third  party 
reimbursement. 

The  psychologists  also  are 
expected  to  bring  forth  legislation 
to  provide  for  third-party 
reimbursement  and  hospital 
admission  privileges. 

After  a previously  unsuccessful 
attempt  in  rule-making,  it  is 
anticipated  the  dentists  may  offer 
legislation  this  year  that  would 
permit  licensed  dentists  to  use 
conscious  intravenous  sedation. 

Finally,  after  an  unsuccessful 
attempt  in  the  115th  General 
Assembly,  the  respiratory 
therapists  are  expected  to  again 
propose  legislation  that  would 
create  an  Ohio  Respiratory 
Therapy  Board  to  license 
respiratory  therapists  to  evaluate, 
assess  and  treat  cardiopulmonary 
impairments. 

Hospital  Rate  Setting  Commission 

It  is  anticipated  that  legislation 
will  be  introduced  in  the  House  of 


Representatives  proposing  to 
establish  a Hospital  Rate  Setting 
Commission.’  Such  legislation 
would  require  each  public  and 
private  hospital  to  have  its  rates 
approved  by  the  Commission. 

Each  hospital  would  be  expected 
to  present  its  expenses  to  the 
Commission  and  to  justify  any 
rate  changes  based  on  increased 
costs. 

Nursing  Homes 

A high-level  ad  hoc  committee 
has  been  formed  in  the 
Department  of  Health  to 
formulate  proposals  for  nursing 
home  legislation.  Such  legislation 
might  attempt  to  take  the 
regulation  of  nursing  homes  out 
from  under  the  jurisdiction  of  the 
Public  Health  Council  by  creating 
a Long  Term  Care  Board.  Such 
board  would  govern  the  practices 
of  home  health  care  agencies; 
health  care  facilities  that  provide 
sub-acute  care  (skilled  nursing  care 
for  individual  requiring  life 
support  systems);  skilled  care,  and 
intermediate  care;  hospices;  rest 
homes  and  adult  day  care. 

This  board  would  establish  the 
licensure  requirements,  prescribe 
the  procedures  for  the  placement 
of  residents  of  homes  that  are 
being  closed,  and  set  forth  the 
qualifications  for  all  personnel  and 
inspectors. 

Care  and  Share 

Pursuant  to  the  Governor’s 
Commission  on  Health  Care  Cost 
Containment  recommendations, 
the  Celeste  administration  is 
considering  proposals  for 
subsidizing  indigent  medical  care 
provided  by  institutions.  This 
“Care  and  Share”  proposal  would 
attempt  to  more  equitably  divide 
the  cost  of  indigent  care  between 
hospitals  which  handle  a high 
percentage  of  indigent  people  and 
those  that  don’t. 

Death  With  Dignity 

The  Association  for  Freedom  to 
Die  is  expected  to  have  the 
“Death  with  Dignity”  legislation 
introduced  again  in  the  116th 


General  Assembly.  This  legislation 
is  expected  to  be  introduced  by 
Representative  Nettle  (D- 
Barberton)  in  the  House  of 
Representatives  and  by  Senator 
Snyder  (R-Blanchester)  in  the 
Senate. 

This  legislation  would  permit  a 
physician  to  withhold  or 
discontinue  medical  measures 
pursuant  to  a directive  or  living 
will.  OSMA 

Copies  of  proposed  legislation  will 
be  available  from  the  OSMA 
Department  of  Legislation  after  such 
legislation  is  introduced. 


OSMA ’s  Department  of  Legislation  is 
comprised  of  the  following 
individuals:  Catherine  Costello, 
Director;  Aristotle  Hutras,  Carolyn 
Towner  and  Kent  Studebaker, 
Associate  Directors. 


Election  ’84 

continued 

utility  refund  checks  or  credit 
memos  to  customers  signed  with 
the  name  “Chief  Justice  Frank 
Celebrezze”;  additional  criticism 
of  the  Court’s  continuing  feud 
with  the  Ohio  State  Bar 
Association;  and  heavy  criticism 
from  newspapers  around  the  state 
combined  to  turn  the  tide  for  the 
Republicans. 

In  Ohio’s  congressional 
elections,  controversial  Mahoning 
County  Sheriff  James  Traficant 
upset  incumbent  Lyle  Williams  (R- 
Youngstown)  to  give  the 
Democrats  an  11-10  majority  in 
Ohio’s  congressional  delegation. 
All  other  incumbents  were  re- 
elected. The  Traficant  victory  can, 
in  part,  be  attributed  to  his 
popular  maverick  style  and  the 
fact  that  President  Reagan  failed 
to  carry  Mahoning  and  Trumbull 
counties,  both  suffering  from  high 
unemployment  rates,  particularly 
in  the  steel  industry.  OSMA 
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Ethics 


The  Right  to  Die: 

Your  Rights, 

Your  Patient’s  Rights 


By  Karen  S.  Edwards 


. . .On  the  one  hand  is  your  set 
of  values  — the  moral  and  ethical 
code  you  hold  dear,  both  as  a 
physician  and  a human  being,  as 
well  as  the  medical  oath  you’re 
sworn  to  uphold. 

. . .On  the  other  hand  is  your 
legal  responsibility  — the  statutes 
that  define  your  legal 
responsibilities  and  their 
interpretation  by  the  courts. 

. . .In  front  of  you  is  the 
patient  — an  elderly  woman, 
whose  current  existence  is  owed 
solely  to  the  tenacious  grip  which 
your  hospital’s  support  system  has 
on  her  life. 

. . .And  beside  you  is  your 
patient’s  husband,  pleading  with 
you  to  please,  take  her  off  the 
support  system  and  let  her  go  in 
peace. 

What  do  you  do?  What  are 
your  responsibilities  — morally 
and  legally  — to  your  patient,  and 
to  the  patient’s  family? 

Questions  such  as  these  are 
rising  with  increasing  frequency 
these  days.  As  medicine  continues 
to  make  advancements  in  the  area 


of  prolonging  life,  and  as  more 
and  more  Americans  continue  to 
come  of  age,  the  whole  matter  of 
“whose  life  is  it,  anyway?”  is 
likely  to  be  one  of  the  profession’s 


“There  is  no  living 
will  law  in  Ohio, 
but  a living  will  can 
be  viewed  as  part 
of  the  patient’s 
communication  as 
to  what  type  of 
medical  care 
he/she  wishes.’’ 


most  pressing  issues  in  the  future. 

Perhaps  one  of  the  best  ways  to 
examine  the  “right-to-die” 
situation  — and  your  part  in  it  — 
is  to  examine  its  various, 
component  parts. 


LEGAL  RESPONSIBILITIES 

Certainly  you  will  want  to  be 
aware  of  your  legal  responsibilities 
in  the  area. 

The  law,  under  the  Ohio 
Revised  Code,  is  clear  on  the 
physician’s  responsibility  in 
determining  that  death  has 
occurred.  That  law  (ORC  2108.30) 
states  that  the  event  of  death  is 
determined  by  a physician  and 
that:  “An  individual  is  dead  if  he 
has  sustained  either  irreversible 
cessation  of  circulatory  and 
respiratory  functions  or 
irreversible  cessation  of  all 
functions  of  the  brain,  including 
the  brain  stem,  as  determined  in 
accordance  with  accepted  medical 
standards.  If  the  respiratory  and 
circulatory  functions  of  a person 
are  being  artificially  sustained, 
under  accepted  medical  standards, 
a determination  that  death  has 
occurred  is  made  by  a physician 
by  observing  and  conducting  a test 
to  determine  that  the  irreversible 
cessation  of  all  functions  of  the 
brain  has  occurred.” 

“In  Ohio,  the  responsibility  of 


January  1985 


17 


The  Right  to  Die 

continued 


determining  the  event  of  death  is 
given  to  the  physician,”  says  D. 
Brent  Mulgrew,  JD,  of  the  Ohio 
State  Medical  Association’s 
Department  of  Legal  Affairs,  who 
recently  addressed  the  subject  of 
“Physician  Ethics:  Medicine’s 
Responsibility  in  Caring  for  the 
Elderly”  at  the  Fifth  Annual 
Multidisciplinary  Institute  on 
Aging,  sponsored  by  the  Ohio 
Department  of  Aging. 

But  the  determination  of  the 
event  of  death  (whether  or  not 
death  has  occurred),  and  the 
decision  to  terminate  life  support 
are  different.  When  your  patient 
indicates  to  you  his  or  her  wish 
that  no  extraordinary  medical 
means  be  used  to  keep  him  or  her 
alive,  the  competent  patient  is 
directing  the  type  and  level  of  care 
he/she  desires. 


Mulgrew.  “If  competent,  you  have 
the  right  to  determine  what  should 
happen  to  you  — to  say  ‘don’t 
touch  me’  if  you  wish  not  to 
receive  life-prolonging  treatment.” 
Problems  begin  to  occur, 
however,  when  the  nature  of  the 
illness  or  injury  prevents  your 
patient  from  making  those  kinds 
of  decisions  on  his  or  her  own. 

“In  an  emergency  situation,  for 
example,  the  physician  has  the 
legal  right  to  stabilize  an 
unconscious  adult  until  he  or  she 
is  able  to  make  a decision 
regarding  life-prolonging 
treatment,”  explains  Mulgrew. 

“Until  that  time,  legally,  both 
you  and  the  hospital  have  the 
responsibility  to  provide  care  to 
that  patient.” 

Suppose,  however,  that  the 
patient’s  spouse  or  family  requests 


“When  dealing  with  a hopelessly  ill 
patient,  the  dialogue  with  the  patient’s 
family  must  continue  throughout  the 
patient’s  illness  — changing  as  the  status 
of  the  patient  changes.’’ 


“There  is  no  living  will  law  in 
Ohio,”  says  Mulgrew,  explaining 
that  such  “wills”  are  not  legally 
enforceable  in  the  state,  and  that 
includes  any  decision  the  patient 
may  make,  in  writing,  regarding 
life-prolonging  treatment.  But  a 
living  will  can  be  viewed  as  part 
of  the  patient’s  communication  as 
to  what  type  of  medical  care 
he/she  wishes. 

In  most  cases  to  date,  the  courts 
have  generally  upheld  a competent 
adult’s  decision  to  refuse  life- 
prolonging treatments. 

“The  present  definition  of 
‘competent’  in  Ohio  is  someone 
who  has  not  been  declared 
incompetent  by  the  court,”  says 


that  you  not  provide  life- 
prolonging treatment?  What  are 
your  responsibilities  in  this  case? 

“Legally,  no  one  can  make  a 
‘right  to  die’  decision  for  anyone 
else  — unless  that  person  has  been 
found  incompetent  by  the  courts,” 
says  Mulgrew.  However,  it 
happens  every  day.  And  while  not 
clearly  legal,  it  has  not  been  held 
illegal  either  in  Ohio.  Many 
hospitals  have  developed  guidelines 
for  no-coding  or  withdrawal  of 
life  support. 

If  it  can  be  shown  that  you 
have  significantly  deviated  from 
that  standard,  that  you  have  not 
delivered  the  same  type  of  care  to 
one  patient  that  you  routinely 


provide  to  others,  a malpractice 
suit  might  be  brought  against  you. 

Of  course  a claim  of  malpractice 
is  a civil  problem  unless  the  death 
of  the  patient  occurs,  says 
Mulgrew.  In  that  case,  a charge  of 
murder  might  be  raised. 

Although  this  has  never 
happened  in  Ohio,  it  did  happen 
recently  in  California,  where 
physicians  Robert  Neidl,  MD,  and 
Neil  Barber,  MD,  were  charged  with 
murder  after  disconnecting  life 
support  systems  on  a patient. 

In  its  decision  on  the  case,  the 
Superior  Court  of  California 
noted: 

“.  . .a  murder  prosecution  is  a 
poor  way  to  design  an  ethical  and 
moral  code  for  doctors  who  are 
faced  with  decisions  regarding  the 
use  of  life  support  equipment  . . . 
the  only  long  term  solution  to  this 
problem  is  necessarily  legislative  in 
nature.  It  is  that  body  which  must 
address  the  moral,  social,  ethical, 
medical  and  legal  issues  raised  by 
cases  such  as  the  one  at  the  bench 

Such  legislation  has  been  slow  in 
developing  however,  and 
physicians,  at  least  in  Ohio,  are 
often  making  the  decision  as  to 
whether  or  not  life  support  should 
be  discontinued  with  family 
members  and  without  the 
intervention  of  the  courts. 

Of  course,  that  has  had  its 
disadvantages,  too,  as  indicated  by 
the  case  of  Edna  Leach,  whose 
physician  refused  to  remove  her 
from  life  support.  Her  family  did 
seek  a court  order  for  the  removal 
of  the  equipment,  and,  once  it  was 
received,  they  turned  around  and 
sued  the  physician  for  keeping  her 
on  a support  system.  A trial  court 
upheld  the  physician’s  decision, 
but  a court  of  appeals  reversed  it. 

Today  the  case  continues.  The 
court  of  appeals  held: 

LIFE  SUPPORT:  Civil  liability 
for  failure  to  withdraw.  After  a 
hospital  patient  suffered  cardiac 
arrest,  remaining  in  a chronic 

continued  on  page  20 
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OHIO  GAZETTE 


■TALWINNX...BUIL.T-H 
PROTECTION  AGAINST 
MISUSE  BY  INJECTION 


Major  Analgesic 
Reformulated 

Now  contains  naloxone, 
a potent  narcotic  antagonist 

Extra  security  added 
to  proven  efficacy  and  safety 


No  longer  do  doctors  have  to  deny  patients  the 
benefit  of  an  effective  oral  analgesic  for  fear  of  its 
misuse  by  injection. 

Winthrop-Breon  Laboratories  has  met  a nagging 
problem  by  reformulating  TALWIN®  50  (pentazo- 
cine HC1  tablets)  with  the  addition  of  naloxone, 
equivalent  to  0.5  mg  base.  The  reformulated 
product  is  called  TALWIN®  Nx. 

The  original  formulation  had  been  subject  to  a 
form  of  misuse  among  street  abusers  known  as 
“T’s  and  Blues.”  TALWIN  50  and  PBZf  an  anti- 
histamine, would  be  ground  up  together,  put  into 
solution,  and  injected  intravenously.  The  combi- 
nation produced  a heroin-like  high.  Because 
naloxone  is  a narcotic  antagonist  when  injected 
intravenously,  it  acts  to  nullify  any  high  a “T’s  and 
Blues”  addict  might  expect  from  the  pentazocine 
in  a combination  of  TALWIN  Nx  and  PBZ.  When 
taken  as  directed  orally,  the  naloxone  component 
of  TALWIN  Nx  is  inactive.  Thus,  TALWIN  Nx 
continues  to  be  a safe,  effective,  oral  analgesic  for  The  ref0rmulation  of  Talwin  50  to  Talwin  Nx 

the  relief  of  moderate  to  severe  pain,  now  provid-  involved  the  addition  of  0.5  mg  naloxone  to 

ing  added  security  against  misuse.  help  prevent  misuse  by  injection. 

*Registered  trademark  of  Ciba-Geigy  Corp  for  tripelennamine. 
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©Each  tablet  contains  pentazocine  HCI,  USR 
equivalent  to  50  mg  base  and  naloxone 
HCI,  USR  equivalent  to  0.5  mg  base. 
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Each  tablet  contains  pentazocine  HCI,  USP  equivalent  to 
50  mg  base  and  naloxone  HCI,  USP  equivalent  to  0.5  mg  base. 

Analgesic  for  Oral  Use  Only 

Contraindications:  Hypersensitivity  to  either  pentazocine  or 
naloxone. __ 

TALWIN®  Nx  is  intended  for  oral  use  only.  Severe,  potentially 

lethal,  reactions  may  result  from  misuse  of  TALWIN®  Nx  by 

injection  either  alone  or  in  combination  with  other  substances. 

(See  Drug  Abuse  and  Dependence  section ) 

Warnings:  Drug  Dependence.  Can  cause  physical  and  psycho- 
logical dependence.  (See  Drug  Abuse  and  Dependence.)  Head 
Injury  and  Increased  Intracranial  Pressure.  As  with  other  potent 
analgesics,  respiratory  depressant  effects  of  the  drug  may  elevate 
cerebrospinal  fluid  pressure  due  to  C02  retention;  these  effects  may 
be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions,  or  a preexisting  increase  in  intracranial  pres- 
sure. Can  obscure  the  clinical  course  of  patients  with  head  injuries; 
in  such  patients,  use  with  extreme  caution  and  only  if  deemed 
essential  Usage  with  Alcohol.  Due  to  potential  for  increased  CNS 
depressant  effects,  alcohol  should  be  used  with  caution.  Patients 
Receiving  Narcotics.  Pentazocine  is  a mild  narcotic  antagonist. 
Withdrawal  symptoms  have  occurred  in  patients  previously  given 
narcotics,  including  methadone.  Certain  Respiratory  Conditions. 
Should  be  administered  with  caution  in  respiratory  depression  from 
any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Precautions:  CNS  Effect.  Use  cautiously  in  patients  prone  to 
seizures;  seizures  have  occurred  though  no  cause  and  effect 
relationship  has  been  established.  Therapeutic  doses  have  in  rare 
instances,  resulted  in  hallucinations  (usually  visual),  disorientation, 
and  confusion,  which  cleared  spontaneously  within  a period  of 
hours.  Such  patients  should  be  very  closely  observed  and  vital  signs 
checked;  if  the  drug  is  reinstituted,  it  should  be  done  with  caution 
since  the  acute  CNS  manifestations  may  recur.  Impaired  Renal  or 
Hepatic  Function.  Decreased  metabolism  of  pentazocine  in  exten- 
sive liver  disease  may  predispose  to  accentuation  of  side  effects;  it 
should  be  administered  with  caution  in  renal  or  hepatic  impairment 
In  long-term  use,  precautions  should  be  taken  to  avoid  increases  in 
dose  by  the  patient.  Biliary  Surgery.  Some  evidence  suggests  that 
unlike  other  narcotics  pentazocine  causes  little  or  no  elevation  in 
biliary  tract  pressures;  the  clinical  significance  of  these  findings  is 
not  yet  known.  Information  for  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards.  May  cause  physical  and 
psychological  dependence  taken  alone  and  may  have  additive  CNS 
depressant  properties  in  combination  with  alcohol  or  other  CNS 
depressants.  Myocardial  Infarction.  Use  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea  or  vomiting.  Drug 
Interactions.  Usage  with  Alcohol:  See  Warnings.  Carcinogen- 
esis, Mutagenesis,  Impairment  of  Fertility.  No  long-term  studies 
in  animals  to  test  for  carcinogenesis  have  been  performed.  Preg- 
nancy Category  C.  Should  be  given  to  pregnant  women  only  if 
clearly  needed.  Labor  and  Delivery.  Use  with  caution  in  women 
delivering  premature  infants.  Effect  on  mother  and  fetus,  duration  of 
labor  or  delivery,  need  for  forceps  delivery  or  other  intervention  or 
resuscitation  of  newborn,  or  later  growth,  development,  and 
functional  maturation  of  the  child  is  unknown.  Nursing  Mothers 
Caution  should  be  exercised  when  administered  to  a nursing 
woman.  Pediatric  Use.  Safety  and  effectiveness  in  children  below 
the  age  of  12  years  have  not  been  established. 

Adverse  Reactions:  Cardiovascular:  Hypotension,  tachycar- 
dia, syncope.  Respiratory:  Rarely,  respiratory  depression.  CNS. 
Acute  CNS  Manifestations:  In  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours,  may  recur  if  drug  is 
reinstituted.  Other  CNS  Effects:  Dizziness,  lightheadedness,  seda- 
tion, euphoria,  disturbed  dreams,  hallucinations,  irritability,  excite- 
ment, tinnitus,  tremor.  Gastrointestinal:  Nausea,  vomiting,  con- 
stipation, diarrhea,  anorexia,  rarely  abdominal  distress.  Allergic: 
Edema  of  the  face;  dermatitis,  including  pruritus;  flushed  skin,  includ- 
ing plethora.  Ophthalmic:  Visual  blurring  and  focusing  difficulty. 
Hematologic:  Depression  of  white  blood  cells  (especially  granulo- 
cytes), which  is  usually  reversible,  moderate  transient  eosinophilia. 
Other:  Headache,  chills,  insomnia,  weakness,  urinary  retention. 
Drug  Abuse  and  Dependence:  Controlled  Substance. 
TALWIN  Nx  is  a Schedule  IV  controlled  substance. 

Dependence  and  withdrawal  symptoms  have  been  reported  with 
orally  administered  pentazocine.  Patients  with  a history  of  drug 
dependence  should  be  under  close  supervision.  Possible  abstinence 
syndromes  in  newborns  after  prolonged  use  of  pentazocine  during 
pregnancy  have  been  reported.  In  prescribing  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in  dose  by  the 
patient.  Tolerance  to  the  analgesic  effect  is  rarely  reported;  there  is 
no  long-term  experience  with  oral  use  of  TALWIN  Nx. 

The  amount  of  naloxone  present  (0.5  mg  per  tablet)  has  no  action 
when  taken  orally  and  will  not  interfere  with  the  pharmacologic 
action  of  pentazocine;  however,  this  amount  of  naloxone  given  by 
injection  has  profound  antagonistic  action  to  narcotic  analgesics. 
TALWIN  Nx  has  a lower  potential  for  parenteral  misuse  than  the 
previous  oral  pentazocine  formulation,  but  is  still  subject  to  patient 
misuse  and  abuse  by  the  oral  route. 

Severe,  even  lethal,  consequences  may  result  from  misuse  of  tablets 
by  injection  either  alone  or  in  combination  with  other  substances, 
such  as  pulmonary  emboli,  vascular  occlusion,  ulceration  and  absces- 
ses, and  withdrawal  symptoms  in  narcotic  dependent  individuals. 
Overdosage:  Treatment:  Oxygen,  intravenous  fluids,  vasopres- 
sors, and  other  supportive  measures  should  be  employed  as  indi- 
cated. Assisted  or  controlled  ventilation  should  also  be  considered. 
For  respiratory  depression,  parenteral  naloxone  is  a specific  and 
effective  antagonist. 

Please  consult  full  product  information  before  prescribing. 
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The  Right  to  Die 

continued 


vegetative  state  when  resuscitation 
efforts  restored  her  heartbeat, 
after  the  patient  was  placed  on 
life  support  systems  to  sustain  her 
breathing  and  circulation,  and 
after  she  later  died  when  the  life 
support  systems  were  withdrawn 
pursuant  to  court  order,  the  trial 
court  erred  in  dismissing  a 
subsequent  suit  by  the  patient’s 
estate  and  family  contending, 
inter  alia,  that  the  hospital  and 
attending  physicians  had  acted 
wrongfully  in  utilizing  life  support 
systems  despite  the  patient’s  prior 
express  directions  that  she  should 
not  be  “kept  alive  by  machines.’’ 
The  patient’s  right  to  refuse 
treatment  was  absolute  until  the 
quality  of  competing  interests  was 
weighed  in  a court  proceeding, 
and  the  patient’s  refusal  of 
extraordinary  treatment,  if 
informed,  left  no  room  for 
invocation  of  the  doctrine  of 
implied  consent.  Estate  of  Leach 
v.  Shapiro  (Ohio  App.  1984),  No. 
11238,  5/2/84.  HO  50,  59,  75, 

140,  150,  280,  290,  735,  820,  835, 
885,  985,  1095,  2000,  5321,  5322, 
5540,  6300,  6440. 

YOUR  ETHICAL 
RESPONSIBILITY 

Ethically,  the  same  sort  of  no- 
win  situation  exists. 

“A  discussion  of  this  subject 
would  not  have  been  necessary 
several  decades  ago,”  says 
Leopold  Liss,  MD,  of  the  Ohio  State 
University’s  Department  of 
Gerontology,  also  a speaker  at  the 
Fifth  Annual  Multidisciplinary 
Institute  on  Aging.  “ ‘Thou  shalt 
do  no  harm’  was  the  theory  in 
vogue  at  the  time,  and  it  was 
never  questioned.” 

Now,  however,  both  technology 
and  costs  have  made  decisions 
regarding  medical  care  more 
complex. 

“Today,  we  have  CPR,  dialysis, 
bypass  surgery,  antibiotics  — all 
of  which  prolong  life,  but  at  a 
cost.  Yet  cost  is  a sensitive  issue  in 
the  health-care  arena.  Both  the 
government  and  the  public  want  to 
decrease  costs,  but  you  can’t  do 


that  without  decreasing  the  quality 
of  care.” 

“Perhaps,”  he  adds,  “ we  will 
soon  be  faced  with  making  the 
same  types  of  decisions  they  are 
currently  making  in  England  — 
where  age  becomes  the 
determining  factor  in  who  will 
receive  dialysis,  or  by-pass 
surgery.” 

As  it  stands  now,  physicians  are 
making  their  own  decisions. 
Hopefully,  however,  these 
decisions  are  made  with 
communications  open  to  the 
patient,  if  possible,  and  if  not,  to 
the  patient’s  family. 

“When  dealing  with  a hopelessly 
ill  patient,  the  dialogue  with  the 
patient’s  family  must  continue 
throughout  the  patient’s  illness  — 
changing  as  the  status  of  the 
patient  changes,”  Dr.  Liss 
observes. 

He  offers  the  example  of  one 
patient  who  had  dementia.  Early 
in  the  illness,  his  spouse  had 
indicated  that  no  extraordinary 
means  be  used  which  would  keep 
the  patient  alive,  and  the  doctor 
agreed.  However,  when  the  patient 
developed  difficulty  in  swallowing, 
the  spouse  was  quick  to  agree  to 
the  use  of  a gastric  tube  so  that 
her  husband  would  not  starve  to 
death. 

“In  this  sense,  then,  the 
physician  needs  to  acquaint 
himself  with  the  family’s  sense  of 
guilt,  if  you  will  — especially 
when  the  patient  no  longer  has 
awareness.  He  needs  to  be  aware 
of  the  degree  of  death  the  family 
can  feel  comfortable  with.  In  the 
case  just  mentioned,  the  spouse 
could  accept  the  patient’s  death  — 
but  not  a death  by  starvation.” 

COMMUNICATIONS  AS  A 
MEDICAL  TOOL 

If  communication  with  the 
family  is  open,  the  physician  can 
afford  to  take  some  risks 
regarding  withholding  treatment  — 
without  fear  of  a malpractice  suit, 
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stresses  Dr.  Liss. 

“Often,  the  fear  of  legal 
repercussions  is  responsible  for 
many  of  the  decisions  made  in 
geriatric  care.  Yet  there  is 
generally  a justifiable  reason  for 
withholding  whatever  it  is  the 
family  wants  to  withhold.  As  long 
as  the  patient  is  not  in  any  pain  or 
discomfort,  it  is  often  acceptable 
to  withhold  treatment  — even 
though  that  goes  against  the  old 
‘thou  shalt  do  no  harm’  tenant  of 
medicine.  But  communications  has 
to  be  open,  and  remain  open.” 
Mulgrew  agrees  that 
communication  is  a key  factor  in 
right-to-die  situations. 

“The  largest  number  of 
lawsuits,  including  claims  alleging 
malpractice,  are  due  to  poor 
communications . ’ ’ 

Often,  the  patient  is  only 
hearing  what  he  or  she  wants  to 
hear.  In  other  cases,  the  physician 
is  providing  limited  information, 
perhaps  not  telling  the  patient  all  > 
he/she  needs  to  know  to  assess  the 
situation. 

“In  both  cases,  the  parties  may 
believe  communication  has  taken 
place,  when,  in  fact,  it  has  not,” 
Mulgrew  points  out. 

As  medical  issues  become  more 
complex,  more  physicians  must 
learn  to  become  effective 
communicators,  he  adds. 

“America  is  a country  of  blame- 
givers.  That  is  why  so  many 
malpractice  lawsuits  occur.  There 
is  a general  inability  on  the  part 
of  many  individuals  in  this 
country  to  deal  with  failure.  They 
want  to  blame  someone  when  a 
family  member  or  loved  one  dies, 
rather  than  accepting  that  death  is 
a natural  course  of  events.” 

Yet  death  is  a natural  course  of 
events,  and  more  and  more  people 
are  beginning  to  realize  that. 

Legally,  the  responsibility  for 
determining  death  is  still  the 
physician’s  — and,  despite  clamors 
for  living  wills  and  deaths  with 
dignity,  that  hasn’t  changed  yet  — 


at  least  not  in  Ohio.  But  the  law 
does  grant  each  competent 
individual  the  right  to  determine 
how  long  that  life  — or  death  — 
should  be,  and  it  is  up  to  the 
physician  to  become  sensitive  to 
that  issue  with  his  or  her  patients 
OSMA 


Karen  S.  Edwards  is  Executive  Editor 

of  the  Ohio  State  Medical  Journal. 


Next  month  the  Journal  takes  another 
look  at  ethics  as  it  examines  the  views 
of  David  Jackson,  MD,  Director  of 
the  Ohio  Department  of  Health. 


Clark  County  Announces 
Medical  Society  Officers 

DENNIS  SULLIVAN,  MD,  Springfield, 
will  serve  as  president  of  the  Clark  Coun- 
ty Medical  Society  in  1985,  replacing  in- 
cumbent president  Joel  Vanderglas,  MD. 
Other  officers  of  the  Clark  County 
Medical  Society  include:  CARLOS  O. 
ANDARSIO,  MD,  Springfield,  president- 
elect; WILLIAM  GARRINGER,  MD, 
South  Vienna,  secretary;  PAUL 
BUCHANAN,  MD,  Springfield, 
treasurer;  WALTER  LAWRENCE,  MD, 
Springfield,  delegate  to  the  Ohio  State 
Medical  Association;  and  WILLIAM 
HARPER,  MD,  Springfield,  alternate 
delegate  to  the  OSMA. 
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Malpractice 


When  does  malpractice  occur?  When  doesn’t  it?  And  what  can  you  do  to  prevent  it? 


The  Elements  of  Malpractice 


By  Karen  S . Edwards 


The  medical  profession’s  very 
nature  — its  everyday  dealings 
with  life  and  death  — makes 
liability  a very  close,  very  testy 
bedfellow. 

“The  work  of  the  dynamite 
manufacturer  is  considered  to  be 
so  dangerous  that  if  anything  goes 
wrong  — if  something  should 
blow,  no  matter  whose  fault  it  is, 
the  dynamite  manufacturer  is 
assumed  to  be  responsible.  This  is 
known  as  strict  liability,  and  it  is 
becoming  a growing  factor  in 
malpractice  litigation,”  says 
Thomas  Gutheil,  MD,  JD, 
Associate  Professor  of  Psychiatry, 
Massachusetts  Mental  Health 
Center,  Harvard  Medical  School 
and  Visiting  Lecturer,  Harvard 
Law  School.  Dr.  Gutheil  delivered 
the  Fulton  Memorial  Lecture  this 
past  October  in  Columbus. 

Dr.  Gutheil  points  out  that 
physicians  today  are  practicing  in 
a difficult  environment. 

“The  prevailing  legalism  is 
‘anything  that  is  not  regulated  is 
abused,’  ” says  Dr.  Gutheil. 

As  a result,  the  profession  is 
finding  itself  forced  to  adhere  to  a 
number  of  regulations  that  didn’t 


even  exist  before  — and  that 
opens  up  a whole  new  can  of  legal 
worms  for  most  doctors. 

In  addition,  physicians  no 


“The  average 
lawsuit  is 
approaching  one 
million  dollars.  That 
doesn’t  mean  that 
the  final  settlement 
will  be  this  large, 
but  for  the  $50 
filing  fee,  more  and 
more  people  are 
taking  a chance.’’ 


longer  occupy  the  pedestal  they 
once  did. 

“There  are  few  attorneys  — or 
law  students,  for  that  matter  — 
who  consider  altruism  to  be  a 
motive  for  practicing  medicine,” 


Dr.  Gutheil  says.  Instead,  most  of 
them  feel  that  physicians  are 
motivated  by  money. 

Joe  Ryan,  JD,  an  attorney  with 
the  Columbus  law  firm  of  Porter, 
Wright,  Morris  and  Arthur,  agrees 
that  the  environment  continues  to 
be  a litigious  one  for  most 
physicians. 

“We  continue  to  see  an  increase 
in  malpractice  cases,”  Ryan  told  a 
group  of  medical  residents  this 
past  fall,  at  a seminar  entitled 
“Starting  Your  Practice.” 

“In  1978,  studies  showed  an 
average  of  three  malpractice  cases 
per  100  physicians  a year.  By 
1983,  that  figure  had  changed  to 
an  annual  total  of  eight  cases  for 
every  100  physicians.  Now,  we 
estimate  that  $45  million  worth  of 
doctor  time  and  expenses  will  be 
spent  on  malpractice  this  year.” 

Ryan  attributes  the  increase  in 
malpractice  to  a better  educated 
public.  They  now  question  their 
doctors  instead  of  accepting  every 
word  that’s  said  — “and  they 
expect  to  see  good  results,”  he 
adds. 

The  loss  of  familiarity  is 
another  reason,  says  Dr.  Gutheil. 


22 


The  Ohio  State  Medical  Journal 


“In  earlier  days,  you  knew  your 
physician  and  he  knew  you.  You 
were  friends  — and  you  generally 
don’t  sue  your  friends.  Now, 
however,  when  you  don’t 
remember  which  of  the  eight  faces 
connected  with  your  health  care  is 
your  physician,  then  you  figure 
it’s  OK  to  sue,”  he  explains. 

There  is  also  a prevailing  sense 
of  entitlement  in  this  country,  Dr. 
Gutheil  says  — the  kind  of 
attitude  that  says  “I  got  hurt,  so 
someone  will  pay.” 

How  much  they  pay  is  often 
astounding. 

“The  average  lawsuit  is 
approaching  one  million  dollars,” 
Ryan  says.  That  doesn’t  mean  that 
the  final  settlement  will  turn  out 
to  be  this  large,  he  adds,  but  for 
the  $50  filing  fee  — which  is  all  it 
costs  to  file  a malpractice  suit  in 
the  state  of  Ohio  — more  and 
more  people  are  taking  a chance. 

Of  course,  malpractice  must 
first  be  proven  — but  due  to 
developments  like  strict  liability, 
this  is,  unfortunately,  becoming 
easier  to  do. 

“There  is  a dangerous  trend  in 
the  law  to  view  the  practice  of 
medicine  as  being  fraught  with 
dangers,”  Dr.  Gutheil  says.  The 
same  “captain-of-the-ship” 
doctrine  (known  in  court  lingo  as 
Respondiat  Superior)  which 
applied  to  the  dynamite 
manufacturer,  is  now  being 
applied  to  physicians. 

“Under  the  doctrine  of  strict 
liability,”  says  Dr.  Gutheil,  “No 
matter  what  goes  wrong,  you  pay 
the  freight.  Negligence  by  any 
other  party  is  considered  to  be 
irrelevant.  You  have  the 
responsibility.” 

For  example,  let’s  say  you  have 
an  elderly  patient  who  occasionally 
becomes  confused.  One  day,  he 


Let  the  Physician 

Thomas  Gutheil,  MD,  JD, 
who  delivered  this  year’s  Fulton 
Memorial  Lecture  on  “The 
Elements  of  Malpractice,” 
outlines  some  examples  of 
physician  behavior  it  would  be 
well  to  avoid , as  they  can,  and 
often  do,  end  in  a malpractice 
suit: 

Exploitation  — Care  should  be 
taken  to  assure  the  patient  that 
you  are  not  entering  this 
relationship  for  the  money  only. 
Beware  of  your  “fat  cat”  image. 
Show  that  you  care  about  the 
patient  as  a person. 

Disrespect  — You  have  to 
show  respect  for  your  patient.  If 
you  humiliate  your  patient 
anytime  he  or  she  is  under  your 
care,  or  do  something  to 
“outrage”  the  person,  the  patient 
has  grounds  for  an  “outrage” 
suit. 

Abandonment  — Physicians 
have  the  right  to  refuse  to  treat  a 
patient,  but  if  you  tell  the  patient 


takes  the  wrong  medication  — 
medication  which  you,  as  his 
physician,  prescribed.  Under  the 
doctrine  of  strict  liability,  you  are 
the  one  who  will  be  held 
responsible  for  the  consequences, 
even  though  it  was  obviously  the 
patient’s  mistake. 

Whether  or  not  a malpractice 
case  arises  from  this  incident 
however,  will  depend  to  a large 
extent  on  whether  or  not  four 
elements  are  present.  According  to 
Dr.  Gutheil  all  four  must  exist  for 
malpractice  to  occur. 


Beware  . . . 

you  are  unable  to  treat  him  or 
her,  follow-up  with  a statement 
stating  where  care  is  available. 
Then  follow  that  up  by 
documenting  that  the  statement 
was  made,  by  whom,  for  whom, 
when,  where,  etc. 

Selection  of  patients  — The 
lesson  here  is  to  be  selective.  If 
you  can’t  handle  the  patient’s 
situation,  confer,  refer,  whatever 
— don’t  try  to  handle  it 
yourself. 

Advocate  — Be  careful  about 
giving  out  specific  advice.  When 
you  become  the  advocate  for  a 
certain  treatment  over  others,  for 
example,  you  may  run  into 
problems. 

Collections  — Physicians 
should  make  an  effort  to  reach 
patients  personally,  by  phone 
when  they  are  behind  in  their 
payments.  Negotiate  with  them 
rather  than  simply  turning  them 
over  to  a collection  agency.  — 
Karen  S.  Edwards. 


“Malpractice  is  defined  as  the 
dereliction  of  a duty,  directly 
causing  damages,”  he  explains. 

The  four  elements  constituting 
malpractice  are  found  within  that 
definition. 

“First,  a duty  to  care,  a 
relationship  has  to  be 
established,”  says  Dr.  Gutheil.  If 
it  can  be  proven  the  elderly 
gentleman  in  question  is  indeed 
your  patient,  then  the  first  criteria 
of  malpractice  has  been  met. 

“Second,  negligence  has  to  be 
proven  on  the  part  of  the 
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The  Elements  of  Malpractice 

continued 


“Physicians  run 
into  trouble  when 
they  try  to  practice 
the  law  of  ‘second- 
guess’  medicine 
. . . when  they  try 
to  second-guess 
what  it  is  the 
courts  are  going  to 
want.” 


physician.”  If  the  physician’s 
normal  standard  of  care  has  been 
provided  the  patient,  then  all  is 
well  and  good.  “But  if  a breach 
of  that  care  can  be  proven,  then 
the  second  criteria  of  malpractice 
has  been  met,”  says  Dr.  Gutheil. 

The  third  element  to  prove  is 
causation  — that  it  was  the 
physician’s  action  or  lack  of 
action,  that  created  the  problem. 

Finally,  according  to  Dr. 

Gutheil,  some  harm  or  damage 
must  occur. 

“If  nothing  has  happened  as  a 
result  of  the  action,  or  non-action, 
then  malpractice  has  not  taken 
place,”  he  says. 

But  Ryan  disagrees. 

“You  don’t  always  have  to  have 
damages,”  he  argues.  As 
illustration,  he  cites  a case  where  a 
patient  went  to  see  a physician 
regarding  an  injury  to  his  leg. 
After  examination,  the  doctor 
recommended  amputation,  but 
before  agreeing  to  comply,  the 
patient  sought  a second  opinion. 
Although  the  second  physician 
recognized  the  seriousness  of  the 
injury,  he  felt  that  it  could  be 
treated  successfully,  without 
amputation.  Within  a period  of 
time,  the  leg  was  healed,  and  the 
patient  was  able  to  return  to  a 
semi-normal  lifestyle. 

“The  patient  sued  the  first 
physician  for  recommending 
amputation  — even  though  it  did 
not  take  place,  and  no  damage 
was  incurred,”  says  Ryan. 

One  of  the  biggest  trouble  spots 
for  physicians  seems  to  be  in  the 
area  of  informed  consent,  says  Dr. 
Gutheil. 

The  “informed  consent”  form, 
which  arose  from  a “defensive 
medicine  necessity”  several  years 
ago  is  not  as  useful  as  it  used  to 
be,  he  claims,  adding  that  its 
lengthy  and  often  complicated 
language  is  defeating  to  the 
layman,  and  often  misses  key 
points. 

“The  elements  of  informed 
consent  involved  information,  the 


voluntariness  of  the  patient,  as 
well  as  his  or  her  competency  in 
understanding  the  document,”  he 
says,  adding  that  is  where  much  of 
the  trouble  occurs. 

He  tells  of  one  physician  who 
gives  his  patients  informed  consent 
in  the  form  of  a chant,  recited  by 
rote  for  every  patient  on  whom 
this  doctor  performs  a certain 
examination  procedure.  Aside 
from  the  dehumanizing  effect  it 
has  on  his  patients,  Dr.  Gutheil 
adds  that  most  patients  simply  do 
not  listen  after  the  first  few 
sentences.  Is  that  informed 
consent?  he  asks. 

The  competency  of  the  patient 
must  also  be  taken  into  account, 
says  Dr.  Gutheil,  and  that  often 
raises  some  ethical  considerations. 

“You  find  that  some  people 
would  rather  die  than  have  their 
body  mutilated,”  he  says.  “For 
example,  there  are  those  who 
would  rather  die  from  gangrene 
than  consent  to  an  amputation. 
Would  you  consider  them 
competent  if  they  refused  to  sign 
the  consent  form?” 

Tape  recording  your  oral 
informed  consent  to  the  patient 
can  be  as  much  a waste  of  time  as 
obtaining  a signature  on  the 
consent  form  itself,  he  insists. 

“Will  you  attach  an  EEG  to 


each  tape  to  show  that  the  patient 
was  competent  at  the  time  he 
heard  the  information?”  Dr. 
Gutheil  asks. 

“Physicians  run  into  trouble 
when  they  try  to  practice  the  law 
of  ‘second-guess  medicine,’  ” he 
continues.  “When  they  try  to 
second-guess  what  it  is  the  courts 
are  going  to  want,  they  end  up 
making  their  consent  forms  too 
complicated.” 

According  to  Ryan,  however, 
consent  forms  can’t  say  enough. 

“Your  attorney  would  like  every 
word  of  what  your  patient  is 
consenting  to  written  down. 
Anything  less  is  not  as  good.” 

He  tells  of  a case  of  an  abortion 
clinic  which  neglected  to  state  the 
obvious  in  the  consent  form. 

“The  form  never  said,  if  the 
abortion  does  not  succeed,  the 
patient  could  deliver  a normal, 
healthy  child.  That  is  exactly  what 
happened  to  one  patient,  and 
because  it  was  not  included  on  the 
form,  the  patient  sued  and  the 
clinic  will  probably  lose  the  case.” 

Is  there  anything  a physican  can 
do  to  reduce  the  changes  of 
litigation  besides  informed 
consent? 

Dr.  Gutheil  has  what  he  calls 
the  “Six  C’s  of  Malpractice 
Prevention:” 
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1.  Concentration  to  task 

2.  Concern  for  the  patient 

3.  Communication  (both  to 
patients  and  their  families) 

4.  Consent 

5.  Consultation  and 

6.  Courage  in  participation  (in 
other  words,  “practice  like  a 
clinician,  not  like  an 
attorney.”) 

The  first  two  are  offered 
without  explanation,  but  Dr. 
Gutheil  expresses  concern  over  the 
third  “C.” 

“The  malpractice  suits  of  the 
’60s  and  ’70s  have  resulted  in 
medicine  that  is  too  paternalistic,” 
he  says.  “There  is  no  dialogue 
with  the  patient.” 

Times  have  changed 
dramatically,  though.  The  patient 
is  more  informed,  and  expects  to 
take  part  in  his  or  her  care. 

“Involve  your  patients,  turn 
them  into  observing  individuals,” 
he  advises.  “Don’t  just  let  them 
lie  there  while  you  ‘medicine’  on 
them.  This  is  especially  true  when 
medication  is  prescribed.”  As  with 
the  example  of  the  elderly  patient 
— the  taint  belongs  to  the 
physician  if  anything  goes  wrong. 

“Tell  him  or  her  about  side 
effects  to  watch  out  for,  and  give 
specific  instructions  regarding 
when  to  take  the  medication,  how 
to  take  the  medication  and  so  on. 

“Insist  that  the  patient  share 
with  you  the  uncertainty  of  the 
situation  — that  success  is  not 
guaranteed,  but  here  is  what  we 
are  going  to  do  about  your 
problem.  Let  the  patient  know 
that  the  medicine  is  an 
experimental  approach  — that  it 
will  be  up  to  him  or  her  to  notice 
any  changes  and  report  them  back 
to  you,  and  that  you  will  make 
adjustments  in  the  medication  as 
needed.  Make  sure  the  prescription 
does  not  end  the  interview  but 
begins  the  relationship  between 
you  and  your  patient,”  he 
concludes. 

“You  may  also  wish  to  alert 
your  staff  to  watch  for  trouble 
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If  You’re  Sued  for  Malpractice  . . . 
What  to  Expect 


Your  worst  nightmare  has  been 
realized  . . . someone  has  just 
sued  you  for  malpractice.  Now 
what? 

“The  first  time  you  are  sued, 
you  will  feel  betrayed  and 
persecuted.  You’ll  want  to  quit 
your  practice  and  walk  away 
from  everything.  That’s  a typical 
reaction,  but  your  attorney  — 
even  your  insurance  company 
will  tell  you  it’s  not  that  bad,” 
says  Joe  Ryan,  JD,  of  the 
Columbus  law  firm  of  Porter, 
Wright,  Morris  and  Arthur. 

Statistics  reveal  that  only  eight 
out  of  every  100  suits  filed 
actually  reach  a courtroom. 

“Usually  doctors  won’t  fight  a 
case  in  court  because  of  the 
inconveniences  involved.  A 
physician’s  time  is  very 
expensive,  and  a court  trial  can 
use  up  a lot  of  that  time.  There 
is  also  the  matter  of  the  trial’s 
publicity  — which  often  works  to 
the  detriment  of  the  physician.” 

But  what  happens  if  the  case 
does  come  to  trial?  After  all, 
some  insurance  companies  will 
not  settle  cases  out  of  court. 

“In  Ohio,  a patient  has  one 
year  from  the  discovery  of  a 
problem  to  sue  for  malpractice,” 
says  Ryan.  “That  is  extended  by 
an  additional  six  months,  if  the 
patient  notifies  the  physician  of 
his  or  her  intention  to  sue.  This 
is  the  point  at  which  you  should 
notify  your  insurance  company.” 

The  insurance  company  will 
generally  provide  an  attorney  to 
represent  you  — “and  don’t  be 
afraid  to  assure  yourself  of  his 
or  her  credentials,”  Ryan  says. 

The  attorney  will  ask  you  for 
all  pertinent  records,  charts, 
documentations  and 


consultations.  Have  them  ready, 
and  don’t  alter  anything.  The 
more  you  have,  the  better  your 
case  will  go.  You  are  also  likely 
to  be  asked  to  keep  a diary  of 
the  suit’s  progression  until  such 
time  as  it  actually  comes  to  trial. 

“Juries  have  a tendency  to  like 
doctors  — they  want  to  like 
them,”  says  Ryan,  “and  if  you 
can  show  them  you  have 
established  a rapport  with  your 
patient,  that  you’ve  taken  extra 
steps,  like  follow-up  phone  calls 

— it  can  go  a long  way  toward 
helping  your  case,”  though,  of 
course,  it  doesn’t  guarantee  a 
thing. 

If  you  should  win  the  case, 
however,  Ryan  recommends 
against  a counter  suit. 

“You  would  have  to  prove 
that  damages  occurred  as  the 
result  of  malicious  prosecution,” 
he  says,  “and  that’s  not  always 
easy  to  do.” 

Of  course,  the  best  way  to  win 
a malpractice  suit  is  to  try  to 
avoid  one:  “Keep  good  records, 
establish  rapport  with  your 
patients  and  use  Ohio’s  approved 
consent  form  — it’s  a winner,” 
Ryan  says. 

But  don’t  be  surprised  if 
sometime  during  your  career  you 
get  sued. 

“The  bad  news  is,  if  you’re 
sued  more  than  twice,  you’re  apt 
to  be  sued  often  . . . depending 
on  your  type  of  practice.  Plastic 
surgeons  for  example,  are  sued 
frequently.” 

What  should  you  do  if  you  do 
fall  into  a frequently-sued 
category? 

“I’d  look  for  a malpractice 
company  that  won’t  raise  its 
rates  after  every  suit,”  says  Ryan. 

— Karen  S.  Edwards 


signs  in  your  patients  and  notify 
you  if  they  occur,”  says  Ryan. 
“You  don’t  want  your  office 


nurse  to  push  a note  from  your 
patient  into  a forgotten  file,  or 
forget  about  a phone  call  that  was 

continued  on  page  27 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
tonsils. 


removing 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  well  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Louis  A.  Flaherty,  Vernon  Manor,  Suite  C,  400  Oak  Street,  Cincinnati,  Ohio  45219,  513/751-0657 
JohnE.  Hansel,  1989  West  Fifth  Avenue,  Columbus,  Ohio  43212,  614/486-3939 
Robert  E.  Stalker,  1011  Sandusky  Street,  Suite  H,  RO.  Box  331,  Perrysburg,  Ohio  43551,  419/874-8080 
Stuart  Mitchelson,  Robert  Dowdy,  1 Commerce  Building,  Suite  111,  23200  Chagrin  Blvd. , Beachwood,  Ohio  44122, 


216/464-9950 


26 


The  Ohio  State  Medical  Journal 


The  Elements  of  Malpractice 

continued 


Malpractice  Facts 


•The  number  of  malpractice 
claims  filed  against  US  physicians 
has  more  than  doubled  in  the  last 
five  years  — rising,  according  to 
AM  A Board  of  Trustees  Member 
James  Todd,  MD,  from  3.3  per 
100  physicians  prior  to  1978  to  8 
per  100  since  1978. 

The  problem  is  particularly 
intense  in  some  specialties  and 
states,  however,  and  next  year, 
one  in  three  Florida  ob/gyns  can 
expect  to  be  sued  for  malpractice, 
American  College  of  Obstetrics 
and  Gynecology  representative 
Charles  Gibbs,  MD,  reported. 
Despite  the  fact  that  overall  infant 
mortality  rates  are  declining,  60% 
of  ob/gyns  in  the  United  States 
will  have  a malpractice  claim  filed 
against  them  at  some  stage  of 
their  career,  he  added,  and  in  New 
York  nearly  half  of  all  ob/gyns 
have  been  sued  three  times  or 
more. 

The  size  of  claims  is  also  rising. 
According  to  Robert  Pierson,  a 
vice  president  of  a Hospital 
Corporation  of  America  (HCA) 
insurance  subsidiary,  the  number 
of  claims  per  bed  filed  against 
HCA  owned  or  managed 
institutions  increased  by  50%.  At 
the  same  time,  total  claims  payout 
per  bed  increased  by  297%.  This 
year  in  Florida,  the  average 
payment  per  case  is  expected  to  be 
$23,800. 

The  impact  on  malpractice 
premiums  is  startling  in  some 
specialties.  According  to  Dr.  Gibbs, 
some  ob/gyns  are  now  paying 
$70,000  a year.  Neurologists  in 
New  York  spend  $60,000  a year 
on  malpractice.  Over  the  last  10 
years,  Rep.  Gephardt  reported, 
premiums  have  increased  by 


131%.  Last  year,  they  averaged 
$6,350  per  physician  but  the 
charges  vary  drastically.  Some 
physicians  in  Indiana,  which  has  a 
highly-regarded  malpractice  reform 
law,  pay  only  $1,200  a year  for 
medical  liability. 

The  impact  is  clear  in  the  hard- 
hit  specialties.  Nine  percent  of 
ob/gyns  queried  in  one  survey 
have  given  up  the  practice  of 
obstetrics  entirely;  20%  avoid 
caring  for  high-risk  pregnancies.  A 
Florida  survey  also  found  that 
80%  of  ob/gyns  are  ordering  more 
tests  to  protect  themselves  against 
a malpractice  action;  70%  are 
using  fetal  monitoring  more  often; 
and  50%  are  conforming  more  of 
their  own  findings  through 
referrals. 

• According  to  a recent  report 
released  by  the  Rand  Corporation, 
people  hurt  at  work  or  by 
defective  products  or  medical 
malpractice  receive  up  to  four 
times  as  much  money  in  successful 
lawsuits  as  those  who  suffer 
similar  injuries  in  traffic  accidents. 

“Whatever  their  explanation, 
the  present  results  suggest 
disturbing  inequities  in  the 
compensation  of  injuries,”  says 
Mark  A.  Peterson,  a senior 
analyst  with  the  Rand 
Corporation’s  Institute  for  Civil 
Justice  and  author  of  the  report. 

He  added  that  the  differences  in 
compensation  could  have  resulted 
from  factors  not  yet  examined  by 
Rand.  For  example,  he  said  some 
plaintiffs  might  have  received 
larger  awards  because  they  sued 
“deep  pocket”  defendants  — 
corporations,  doctors  or 
government  agencies  that  jurors 
assumed  were  more  able  to  pay. 


made.” 

“All  of  this  becomes  the 
informed  consent  process,”  says 
Dr.  Gutheil  — “and  in  a more 
clear,  concise,  caring  way  than  the 
written,  ‘cover-everything’  form.” 

However,  documentation  of 
these  steps  is  vital. 

“Documentation  and 
consultation  are  the  twin  pillars  of 
malpractice  prevention,”  says  Dr. 
Gutheil. 

“There  is  no  substitute  for  good 
records,”  Ryan  agrees,  “Chart 
everything,  don’t  rely  on  your 
memory.” 

“Reason  out  loud  in  your 
writing,  and  write  smart,”  suggests 
Dr.  Gutheil.  “Document  your 
thinking  process,  because  the  court 
reasons  that  if  it  wasn’t  written,  it 
wasn’t  thought.  For  example,  if 
you  realize  that  a patient’s  blood 
pressure  is  low,  write  that  down 
along  with  your  reasoning  that  it 
is  an  acceptable  risk  factor  for 


“Documentation 
and  consultation 
are  the  twin  pillars 
of  malpractice 
prevention.” 


your  patient  at  this  time  because 

Consultation,  the  sixth  “C,” 
and  the  second  pillar  of 
malpractice  prevention  is  just  as 
crucial  as  documentation. 

“Your  consultation  with  a 
colleague  does  two  things:  1.  It 
refutes  negligence  by  showing  you 
cared  enough  to  get  a second 
opinion  and  2.  it  strengthens  the 
idea  that  you  are  providing  the 
appropriate  standard  of  care  since, 
in  essence,  two  clinicians  have 
agreed  to  the  prescribed  treatment 
plan,”  says  Dr.  Gutheil. 

“If  you’re  uncomfortable 
involving  a colleague  in  a 
potentially  difficult  case,  you  can 
present  it  as  a hypothetical 


situation,  so  that  there  is  no  duty 
involved  — thereby  making  it 
impossible  for  the  consulting 
colleague  to  be  sued  for 
malpractice,”  he  adds. 

“The  law  is  inherently  an 


adversary  system,”  Dr.  Gutheil 
concludes,  “and  in  a litigious 
situation,  the  physician  must  make 
himself  or  herself  as  prepared  as 
possible,  because  there  are  certain 
continued  on  page  37 
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A NEW  CRISIS  » 


Malpractice 


Is  Ohio  Heading  for 
Another  Malpractice  Crisis? 

By  Susan  Porter 


Three  short  decades  ago,  the 
biggest  problem  facing  the  new 
physician  just  starting  in  practice 
was  finding  office  space  big 
enough  to  accommodate  all  of  the 
patients  he  or  she  would  soon 
have  waiting  outside  the  examining 
room  door. 

Other  major  concerns  were 
purchasing  equipment,  hiring 
office  personnel,  and  devising  a 
record-keeping  system. 

Almost  as  an  afterthought  was 
the  matter  of  buying  insurance  — 
life  insurance,  property  insurance 
and  liability  insurance  — the  latter 
of  which  was  generally  of  the  least 
priority. 

In  fact,  malpractice  insurance 
was  of  so  little  import  that  few 
insurance  carriers  bothered  to 
separate  it  from  the  other  liability 
categories  offered  at  that  time. 

Recent  years,  however,  have 
seen  a dramatic  turn-around,  and 
today’s  physician  just  starting  out 
in  practice  can  expect  to  give 
malpractice  insurance  top  financial 
priority  in  his  or  her  business 
plans. 

“The  cost  of  malpractice 
insurance  is  like  the  cost  of 
equipment,  office  rent  and  staff,” 
says  John  Vance,  Senior  Vice- 
president  of  Physicians  Insurance 


Company  of  Ohio  (PICO),  the 
physician-owned  professional 
liability  company  in  this  state. 
“It’s  all  a part  of  the  cost  of 
doing  business.” 

And  with  good  reason.  For 
while  30  years  ago,  a doctor  could 


“The  cost  of 
malpractice 
insurance  is  like 
the  cost  of 
equipment,  office 
rent  and  staff.  It’s 
all  a part  of  the 
cost  of  doing 
business.” 


comfortably  work  through  his  or 
her  lifetime  without  much  danger 
of  being  sued,  today,  “a  physician 
just  starting  out  in  practice  cannot 
expect  to  get  through  his  career 
without  being  named  in  a 
lawsuit,”  says  Vance. 


PICO’s  figures  for  1983  bear 
out  his  less-than-optimistic 
viewpoint.  That  year,  some  1,100 
claims  were  filed  against  PICO 
policyholders,  as  compared  to  125 
claims  in  1977. 

And  today,  malpractice 
settlements  have  reached  such 
heights  that  “it’s  not  unusual  for 
a physician  to  be  sued  for  a claim 
that  is  far  greater  than  he  or  she 
will  earn  in  a lifetime,”  says 
William  H.  Wells,  MD,  a former 
practicing  physician  in  Newark 
and  now  medical  director  at 
PICO. 

To  date,  the  highest  single  claim 
paid  out  by  PICO  was  $1.1 
million.  Yet,  other  cases  are 
pending,  reflecting  a nation-wide 
trend  in  million-dollar-plus  suits. 
According  to  a special  report  on 
Professional  Liability  in  the  * 80s 
issued  recently  by  the  American 
Medical  Association  Special  Task 
Force  on  Professional  Liability 
and  Insurance  in  October  of  1984, 
“The  latest  figures  show  that  there 
have  been  196  million-dollar 
verdicts  in  medical  cases.” 

Pending  nationwide,  however,  are 
“more  than  four  million-dollar 
verdicts  in  personal  injury  cases 
per  week.” 

And  like  the  size  of  the  claims, 
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Another  Malpractice  Crisis? 
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the  number  of  claims  has  also 
been  on  a steep  incline,  so  that 
one  out  of  five  doctors  nationwide 
now  face  the  prospect  of  a 
malpractice  claim  or  suit,  that 
report  says. 

For  those  in  some  high-risk 
specialties,  including 
obstetrics/gynecology, 
neurosurgery,  general  surgery  and 
other  surgical  specialties,  even  the 
most  careful  and  competent 
physicians  can  look  forward  to 
being  sued  several  times  during 
their  careers. 

Reasons  cited  for  the  recent  rise 
in  malpractice  cases  are  many  and 
range  from  the  increased  number 
of  patients  in  the  health  care 
system  to  advances  in  technology 
and  the  rise  of  public  expectations 
that  have  accompanied  them. 

Most  members  of  the  public  feel 
lawyers  are  to  blame  for  the 
increased  number  of  cases,  says  a 
recent  malpractice  poll  completed 
by  the  Health  Insurance 
Association  of  America.  That 
survey  also  indicates  that  an 
increased  public  awareness  about 
the  ability  to  sue  also  has  led  to 
the  climb. 

“We  have  become  a very 
litigious  society,”  says  Dr.  Wells, 
“and  not  just  in  medical 
malpractice,  but  also  in  product 
liability.” 

A New  Crisis? 

Regardless  of  the  cause,  the 
situation  has  escalated  so  rapidly 
that  special  task  forces  have  been 
formed  by  both  the  AM  A and  the 
OSMA  to  take  a closer  look  at  the 
situation. 

“There’s  no  question  about  it. 
The  professional  liability  market  in 
Ohio  has  worsened  substantially,” 
says  Joseph  Gilmore,  president  of 
PICO.  “Today  we  are  seeing  more 
claims  per  100  doctors,  and  the 
average  payment  per  claim  is  also 
increasing  — both  in  Ohio  and  in 
other  states.” 

“The  medical  professional 
liability  problem  is  again  a serious 
one,  affecting  physicians  and 


hospitals,  patients,  the  delivery 
and  cost  of  health  care,”  says  the 
AMA’s  committee  in  its  October 
report. 

“Claims  and  suits  against 
physicians  and  hospitals  have 
proliferated.  Settlements  and 
awards  have  broken  all  records, 
with  million-dollar  payouts 
becoming  increasingly  common. 

As  a result,  physicians’  costs  for 
professional  liability  insurance 
protection  have  risen  to 
extraordinary  levels  in  many  areas, 
threatening  to  divert  some 
physicians  out  of  their  major 
specialties  and  barring  young 
physicians  from  practicing  in 
places  or  specialties  where 
premiums  are  especially  high.” 

Similarly,  an  Analysis  of 
Medical  Malpractice  Insurance 

“Claims  and  suits 
against  physicians 
and  hospitals  have 
proliferated. 
Settlements  and 
awards  have 
broken  all  records, 
with  million-dollar 
payouts  becoming 
increasingly 
common.” 

Providers  in  Ohio , the  special 
report  commissioned  by  the 
OSMA’s  special  task  force  on 
professional  liability  and  published 
in  June  1983,  quotes  a Bests’ 
Insurance  Management  Report 
which  stated,  “If  there  was  a 
cause  for  panic  in  1974,  1975  and 
1976  over  the  loss  of  ratios  on 
some  of  the  coverages  in  the 
general  liability  line,  1980  offers 
ample  cause  for  turning  on  the 
alarms  again.  The  liability 
coverages  produced  their  largest 
loss  in  history  . . . with  medical 
malpractice  . . . the  chief  culprit.” 


A Repeat  Crisis 

For  those  physicians  in  practice 
10  years  ago,  these  warnings  may 
carry  the  sound  of  an  instant 
replay. 

The  period  just  prior  to  World 
War  II  saw  the  first  real  surge  in 
malpractice  claims  — “a 
development  that  paralleled  the 
birth  of  modern  medicine  and 
sophisticated  technology”  — and 
still  another  rise  can  be  cited  just 
after  the  war. 

However,  no  special  note  was 
given  to  the  problem  until  the  late 
1960s,  when  claims  began  to 
escalate  at  an  unprecedented  rate, 
causing  President  Nixon  in  1971  to 
call  for  a special  Commission  on 
Malpractice. 

This  action  paralleled  yet 
another  new  wave  of  claims  which 
threatened  to  throw  some  insurers 
into  bankruptcy  and  forced  all  of 
them  to  reconsider  the  coverage 
and  rates  they  were  offering. 

Many  opted  to  leave  the 
malpractice  market  altogether, 
leaving  doctors  “bare”  or  without 
insurance.  Those  who  still  had 
insurance  soon  found  themselves 
paying  much  stiffer  premiums. 

Thus,  the  “twin  problems  of 
affordability  and  availability 
resulted,”  according  to  the 
OSMA’s  report. 

One  solution  to  the  problem  was 
the  formation  of  a number  of 
physician-owned  insurance 
companies  — PICO,  among  them. 
These  companies  generally  formed 
through  state  medical  associations, 
afforded  doctors  adequate 
coverage  at  reasonable  rates.  By 
1978,  over  30%  of  the  physicians 
in  private  practice,  nationwide, 
were  buying  insurance  through 
their  own  companies,  the  AM  A 
report  says. 

In  addition,  new  legislation, 
designed  to  ease  the  crisis,  was 
enacted  by  states  throughout  the 
country.  Among  these  were  new 
provisions  for  shortening  the 
statutes  of  limitations,  putting 
ceilings  on  the  amounts  of  awards, 
modifying  collateral  source  rules, 

continued  on  page  34 
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setting  limits  on  lawyers’ 
contingency  fees  and  setting  up 
arbitration  boards  or  pre-trial 
panels. 

The  Situation  in  Ohio 

In  this  state,  these  new  laws 
took  the  form  of  House  Bill  682, 
signed  into  law  by  Ohio  Governor 
James  A.  Rhodes  in  1975.  Among 
its  many  provisions,  the  bill  set  a 
four-year  statute  of  limitation  for 
filing  a malpractice  claim,  put  a 
$200,000  ceiling  on  “general 
damages  in  any  medical  claim  not 

PICO  now  managing 

Physicians  Insurance  Company 
of  Ohio  (PICO)  has  recently 
assumed  management  control  of 
the  Florida  Physicians  Insurance 
Reciprocal,  according  to  Joseph  K. 
Gilmore,  president  of  PICO  and 
its  subsidiaries. 

PICO  has  formed  a wholly- 
owned  subsidiary,  Physicians 
Management  Corporation  (PMC), 
to  manage  the  Florida  Reciprocal, 
Gilmore  says.  David  L.  Rader, 
formerly  a senior  vice  president  of 
PICO  and  currently  president  of 
American  Physicians  Life 
Insurance  Company,  a PICO 
subsidiary,  will  serve  as  president 
of  PMC. 

The  action  was  taken  in 
accordance  with  a rehabilitation 
plan  developed  by  the  Florida 
Department  of  Insurance  and 
approved  by  the  Florida  Circuit 
Court. 

The  Reciprocal,  which  for  the 
year  1983  reported  premiums 
written  of  $40  million  and  year- 
end  assets  of  $68.7  million,  was 
placed  in  receivership  by  the 
Florida  Department  of  Insurance 
in  June,  1984. 

The  Department  developed  a 
rehabilitation  plan  calling  for 
replenishment  of  the  Reciprocal’s 
surplus  and  new  management 
control.  On  October  25,  the 
Florida  Circuit  Court  ordered 
implementation  and  completion  of 


involving  death,”  and  required 
that  all  malpractice  cases  in  the 
state  first  be  sent  to  arbitration 
(see  sidebar). 

A number  of  amendments  have 
been  made  since  the  enactment  of 
that  law  10  years  ago,  including 
the  adoption  of  a “discovery  rule” 
by  the  Ohio  Supreme  Court  in 
June  of  1983.  It  allowed  patients 
to  bring  suit  against  their  doctors 
within  one  year  after  they 
discovered  the  problem  — 
regardless  of  how  long  ago  the 
actual  problem  occurred. 

Florida  company 

the  plan. 

PICO’s  plans  for  the  company 
include  a restructuring  of  existing 
reinsurance  agreements,  resulting 
in  a $5  million  credit  to  the 
company.  Current  subscribers  of 
the  Reciprocol  have  committed  an 
aggregate  of  $6.2  million  in  one- 
time contributions  to  surplus,  and 
PICO  has  agreed  to  a $1  million 
capital  infusion,  as  well  as  a 
management  services  contract. 

These  actions  should  place  the 
Reciprocal  in  a positive  financial 
position  and  provide  experienced 
insurance  management,  according 
to  Gilmore. 

Rader  has  established  offices  at 
the  Reciprocal’s  facilities  in 
Jacksonville,  where  PICO 
executives  are  providing  immediate 
direction  of  operations.  Coverage 
for  the  Reciprocal’s  current 
subscribers  will  continue  without 
change. 

Long-range  plans  for  the 
company,  says  Rader,  are  to 
convert  the  organization  to  a stock 
insurance  company  owned 
principally  by  Florida  physicians, 
with  minority  ownership  by  PICO 
and  the  Florida  Medical 
Association.  Through  aggressive 
marketing  efforts,  the  insurer 
hopes  to  recapture  its  former 
position  as  the  dominant  source  of 
medical  professional  liability 
insurance  in  Florida,  Rader  adds. 


House  Bill  682  contains  the 
major  legislative  framework  under 
which  malpractice  cases  are 
conducted  in  Ohio,  says  James  E. 
Pohlman,  legal  adviser  to  the 
OSMA  and  an  attorney  with 
Porter,  Wright,  Morris  and  Arthur 
in  Columbus. 

“The  bill  represents  some 
interesting  efforts  by  the  State 
Legislature  to  deal  with  the 
problem  of  medical  malpractice,” 
Pohlman  comments. 

However,  common  law 
regarding  malpractice  in  Ohio  is 
much  the  same  as  that  throughout 
the  rest  of  the  states,  Pohlman 
adds,  so  that  the  malpractice 
climate  in  Ohio,  for  the  most  part, 
pretty  much  reflects  that  of  the 
rest  of  the  nation. 

Today,  “Ohio  is  the  fourth 
largest  state  as  measured  by 
medical  malpractice  premium 
volumes,  exceeded  only  by 
California,  New  York  and 
Illinois,”  says  the  OSMA’s  special 
report. 

PICO,  one  of  30  physician- 
owned  companies  in  the  nation, 
now  insures  nearly  40%  of  the 
physicians  in  the  state  of  Ohio. 
Seven  other  companies  also  handle 
medical  liability  coverage  for  Ohio 
physicians,  including  the  Medical 
Protective  Company  with  30%  of 
Ohio’s  doctors;  PIE  Mutual,  with 
nearly  20%  and  St.  Paul  Fire  and 
Marine  Company,  with  just  over 
6%.  Other  companies  with  less 
than  5%  of  the  state’s  malpractice 
market  are  Aetna  Casualty  and 
Surety  Company,  Hartford 
Accident  and  Indemnity  Company, 
the  Ohio  Hospital  Insurance 
Company  and  Professional  Mutual 
Insurance  Company. 

A Crisis  of  Affordability 

According  to  the  special  report 
requested  by  OSMA’s  task  force 
on  professional  liability  and 
compiled  by  Peat,  Marwick, 
Mitchell  & Company  CPAs, 

“There  are  no  conclusive 
indications  of  financial  problems 
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at  any  of  the  major  Ohio  medical 
professional  liability  insurers; 
however,  the  continued  escalation 
in  claims  costs  without 
concommitant  premium  increases 
. . . and  the  recent  Ohio  Supreme 
Court  action  reducing  the 
effectiveness  of  the  statute  of 
limitations  are  significant  signs  of 
potential  problems.” 

Since  the  report  came  out,  The 
Ohio  Supreme  Court  has  once 
again  amended  the  statute  (with 
the  Opalko  Decision  in  January, 
1984),  so  that  “In  no  event  shall 
any  medical  claim  against  a 
physician  ...  be  brought  more 
than  four  years  after  the  act  or 
omission  constituting  the  alleged 
malpractice  occurred”  — 
tightening  up  the  loop  holes 
opened  by  the  “discovery  rule.” 

Still,  the  escalation  in  claims  — 
both  in  number  and  size  — is 
expected  to  continue,  both  the 
AMA  and  OSMA  reports  concur, 
meaning  that  in  order  to  remain 
solvent,  insurers  must  continue  to 
push  up  their  premiums. 

“A  new  crisis  is  beginning,” 
says  Dr.  Wells,  “not  of 
availability,  like  in  the  1970s,  but 
of  affordability.  As  the  climate 
gets  worse,  insurance  companies 
have  to  raise  their  rates  in  order 
to  survive.” 

Physicians  in  high-risk 
specialties  in  some  parts  of  the 
company  already  are  paying 
annual  premiums  of  $20,000  to 
$30,000  — and  even  as  high  as 
$70,000,”  the  AMA  report  states. 

And  according  to  the  OSMA’s 
Peat  Marwick  report,  “There  is  a 
high  probability  that  rates  will 
need  to  be  increased  in  the  near 
future  by  most  companies, 
particularly  the  companies  with 
lower  rates.  The  magnitude  of 
increases  could  be  30%  to  50%. ” 

Averting  The  Crisis 

According  to  Vance,  it  is 
extremely  difficult  to  predict  just 
what  does  lie  ahead  for  the 
malpractice  climate  in  Ohio. 

continued  on  page  44 
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Arbitration  in  Ohio: 
but  Not  Binding 

One  of  the  more  unique 
aspects  of  Ohio’s  laws  concerning 
malpractice  is  the  mandate  for 
arbitration.  While  many  states 
allow  cases  to  be  settled  by  an 
arbitration  panel  out  of  court, 

Ohio  law  requires  that  all 
malpractice  cases  first  go  to 
arbitration  — although  the 
findings  of  the  arbitration  panel 
are  not  binding. 

According  to  provisions 
outlined  in  House  Bill  682  which 
was  signed  into  law  by  Governor 
Rhodes  on  July  28,  1975,  “Upon 
the  filing  of  any  medical  claim 
. . . the  controversy  shall  be 
submitted  to  an  arbitration 
board  consisting  of  three 
arbitrators  named  by  the  court. 

The  arbitration  board  shall 
consist  of  one  person  designated 
by  the  plaintiff  or  plaintiffs,  one 
person  designated  by  the 
defendant  or  defendants,  and  a 
person  designated  by  the  court 
. . . (who)  shall  serve  as 
chairman  of  the  board.” 

Generally  all  three  are 
attorneys,  although  physicians,  as 
well,  have  served  as  members  of 
arbitration  boards. 

The  arbitration  process 
operates  much  like  a “mini-trial” 

— hearings  — usually  held  in  the 
county  courthouse  — are  public, 
and  evidence  is  presented  on 
both  sides  of  the  case. 

Arbitration  hearings  are  generally 
less  formal  than  court  hearings, 
and  the  rules  are  less  restrictive 
on  what  can  be  presented  as 
evidence. 

Another  aspect  unique  to  Ohio 
law  is  that  “Arbitration  boards 
decide  not  only  the  issue  of 
liability  but  also  the  issue  of 
damages,”  says  James  Pohlman, 
legal  advisor  for  the  OSMA  and 
a member  of  the  Columbus  law 
firm  of  Porter,  Wright,  Morris 
and  Arthur. 


Mandatory, 


According  to  Pohlman,  “There 
has  been  question  and 
controversy  for  some  time  as  to 
whether  the  award  named  by  the 
arbitration  panel  could  properly 
be  admitted  as  evidence  in  a later 
trial.”  To  date,  both  the  amount 
of  the  damages,  as  well  as  the 
opinions  of  the  arbitrators,  are 
admissable  as  evidence  in  a 
subsequent  trial. 

While  arbitration  in  Ohio  is 
mandatory,  it  is  not  the  final 
word;  either  party  can  reject  the 
board’s  decision  and  demand  a 
jury  trial.  “If  the  physician  feels 
he  or  she  was  wrongly  charged, 
or  if  the  plaintiff  is  not  happy 
with  the  award,  either  one  can 
ask  for  a trial,”  Pohlman  points 
out. 

While  the  original  intent  of 
Ohio’s  arbitration  law  was  to 
help  speed  up  the  legal  process 
— as  well  as  to  weed  out  those 
cases  with  little  merit  — there  is 
some  question  as  to  whether  or 
not  this  has  truly  resulted, 
particularly  because  there  is  not  a 
uniform,  statewide  method  for 
reporting  the  results. 

“Each  of  the  88  counties 
handles  arbitration  in  its  own 
way,”  Pohlman  says.  “There  is 
no  good  way  to  get  uniform 
statistics  to  tell  how  well  it’s 
working.” 

Some  feel  arbitration  has  done 
little  more  than  delay  due 
process,  putting  the  parties 
involved  through  all  of  the 
inconvenience  and  frustration  of 
a trial  — without  a definitive 
outcome. 

Still  others  contend  that 
arbitration  has  prompted  more 
and  quicker  out-of-court 
settlements,  by  helping  to  get  all 
of  the  evidence  out  on  the  table 
before  the  sentiments  of  a judge 
or  jury  become  involved.  — 

Susan  Porter 
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potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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Elements  of  Malpractice 

continued 

elements  in  a courtroom  which  are 
not  under  the  clinician’s  control. 

“Just  as  there  are  such  things  as 
bad  care  and  bad  documentation, 
there  are  such  things  as  bad 
lawyers,  bad  expert  witnesses,  bad 
judges  and  bad  juries  — and  they 
may  outweigh  any  good  care  you 
provide.” 

“Putting  it  in  its  starkest 
terms,”  says  Ryan,  “The  doctor 
has  to  ask,  do  I want  to  do  what 
is  best  for  my  patient,  or  do  I 
want  to  protect  myself?  The 
physician  will  have  to  find  the 
answer  that  is  most  comfortable 
for  him  or  her  — and  act 
accordingly.”  0SMA 


Karen  S.  Edwards  is  Executive  Editor 

of  the  Ohio  State  Medical  Journal. 
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DEFENSIVE  MEDICINE^ 

Health  Care  with  a Pricetag 

By  Karen  S.  Edwards 


The  best  offense  is  a good 
defense. 

The  strategy  responsible  for 
pulling  more  than  one  football 
team  from  the  fire  on  a brisk, 
Saturday  afternoon  is  the  same 
one  most  physicians  are  using  to 
skirt  the  heat  of  malpractice 
litigation. 

But  while  the  best  offense  may, 
in  fact,  be  a good  defense  — it  is 
also  an  expensive  one,  and  one 
which  the  medical  community  feels 
is  contributing  heavily  to  the 
problem  of  escalating  health  care 
costs. 

“Defensive  medicine  is  difficult 
to  define,”  says  D.  Ross  Irons, 
MD,  the  Ohio  State  Medical 
Association’s  Eleventh  District 
Councilor  in  a report  he  assembled 
for  the  Governor’s  Commission  on 
Health  Care  Costs.  “What  one 
doctor  would  consider  defensive 
medicine  is  to  another  doctor  the 
practice  of  good,  conservative 
medicine,”  he  says. 


Still  others  point  out  that  they 
have  been  practicing  in  a litigious 
environment  for  so  long  that  they 
can  no  longer  determine  whether 
an  action  is  done  “defensively”  or 
not. 


“Every  physician 
knows  that  a 
malpractice  suit 
can  destroy  a 
physician’s  practice, 
professional  and 
even  personal  life.’’ 


However,  for  the  purpose  of  its 
recently-published  story  on 
Professional  Liability  in  the  ’80’s, 
the  American  Medical  Association 
(AM A)  Task  Force  on 
Professional  Liability  adopted  the 


following  definition  of  “defensive 
medicine”: 

“It  is  the  alteration  of  the 
modes  of  medical  practice, 
induced  by  the  threat  of  liability, 
for  the  principle  purposes  of 
forestalling  the  possibility  of 
lawsuits  by  patients  as  well  as 
providing  a good  legal  defense  in 
the  event  such  lawsuits  are 
instituted.” 

A study  conducted  by  the  AMA 
Board  of  Trustees  left  little  doubt 
that  defensive  medicine  is  being 
practiced  in  this  country  — 
consciously  or  not.  Over  40%  of 
the  physicians  questioned  in  the 
AMA  poll  admitted  prescribing 
additional  tests  for  their  patients. 
Over  27%  instituted  additional 
treatment  procedures,  35.9%  said 
they  spent  more  time  with  their 
patients,  44.8%  referred  more 
cases  to  other  physicians  and  57% 
kept  more  detailed  records  — all 
due  to  the  continuing  threat  of 
malpractice. 
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Are  physicians  overreacting  to 
malpractice  — blowing  it  way  out 
of  proportion,  not  only  in  terms 
of  the  number  of  physicians  sued, 
but  in  the  size  of  settlements  of 
those  suits? 

Not  according  to  the  AMA’s 
statistics.  In  fact,  their  fears 
appear  to  be  quite  rational. 

The  AMA  Board  of  Trustees 
report  claims  that  the  average 
incidence  of  medical  malpractice 
claims  has  increased  significantly 
— from  3.3  claims  per  100 
physicians  prior  to  1978  to  8.0 
claims  per  100  during  the  years  of 
1978  to  1983.  Now,  experts  are 
predicting  that  one  in  four 
physicians  faces  the  chance  of 
having  a claim  brought  against 
him/her  sometime  during  his/her 
professional  career. 

And  chances  are  that,  should 
such  a claim  be  brought,  it  will  be 
for  a huge  amount. 

“The  demand  for  increased 
limits  has  led  to  higher 


judgments,”  says  Michael  Mullen, 
executive  vice  president  of  the 
Medical  Protective  Company  of 
Fort  Wayne,  Indiana,  in  the 
AMA’s  Task  Force  Report. 

The  trend  toward  higher  awards 
in  malpractice  cases  is  being  felt 
nationwide.  A Texas  court  recently 
struck  down  a law  limiting  awards 
in  malpractice  cases  to  $500,000, 
and,  in  doing  so,  upheld  a lower 
court  decision  to  award  $1.3 
million  to  the  plaintiff  of  a 
malpractice  suit. 

In  fact,  the  average  award  in  a 
malpractice  case  is  $338,463, 
according  to  the  1983  figures  of 
Jury  Verdict  Research  (JVR)  of 
Solon,  Ohio,  which  produces 
verdict  expectancy  tables  for  its 
Personal  Injury  Handbook.  JVR 
figures  also  reveal  that  the  average 
award  rises  to  $456,621  in  cases 
related  to  surgery,  and  almost  $1.5 
million  for  injuries  to  newborns. 

The  large  payouts  in  verdicts  to 
birth-injured  infants  reflect  a trend 


toward  more  and  more  awards 
that  exceed  $1  million  annually, 
reports  the  AMA’s  Task  Force  on 
Professional  Liability. 

Small  wonder,  then,  that  the 
physician  is  “altering  the  modes  of 
practice  for  the  purpose  of 
forestalling  the  possibility  of 
lawsuits  by  patients.”  Those 
lawsuits  are  not  only  occurring 
with  increasing  frequency  — but 
should  malpractice  actually  be 
proven,  the  price  the  doctor  pays 
is  very  high  indeed. 

“Every  physician  knows  that  a 
malpractice  suit,  even  if 
completely  without  factual 
foundation  can  totally  destroy  a 
physician’s  practice,  his  or  her 
professional  and  even  personal 
life,”  writes  Youngstown  surgeon 
David  S.  Starr,  MD,  in  a “My 
Opinion”  column  in  a recent 
AMA  News. 

“Take  the  combined  destructive 
influences  of  endless  depositions, 
conferences  and  consultations  with 
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attorneys  as  well  as  financial 
pressures,  threat  to  reputation  and 
just  the  sheer  strain  and  dragging 
worry  of  potentially  limitless 
liability  . . . and  you  have  the 
problem  in  a nutshell,”  he  says. 

In  light  of  the  potential 
professional  and  financial  disaster 
an  astronomical  malpractice  award 
can  bring,  it  is  no  surprise  that  he 
(she)  will  go  to  any  length  to 
avoid  it,  Starr  adds.  “Cost  benefit 
is  a low  priority  when  self- 
preservation  is  at  stake.” 

And  so  the  price  of  health  care 
rises,  as  defensive  medicine 
becomes,  for  many  doctors,  as 
necessary  as  a scalpel  to  a 
surgeon.  Unfortunately,  however, 
this  type  of  medicine  does  not 
come  cheap. 

According  to  the  AMA’s  Task 
Force  Report,  estimates  are  that 
defensive  medicine  may  add 
anywhere  from  $15  billion  to  $40 
billion  annually  to  health  care 
costs. 

“Other  surveys  have  estimated 
that  positive  defensive  medicine 
constitutes  25 % to  50%  of  the 
cost  of  treatment,”  the  committee 
adds  in  its  report,  explaining  that 
physicians  build  up  additional 
defensive  administrative  costs 
because  they  must  keep  more 
records  and  spend  more  time  with 
patients,  providing  medical  details 
and  acquiring  written  consents. 

Those  figures  which,  in 
themselves  are  startling,  become 
even  more  alarming  when  one 
realizes  it  is  society,  as  a whole, 
which  is  largely  bearing  this  cost. 

In  an  article  entitled 
“Malpractice”  which  appeared  in 
the  February,  1984  issue  of 
Cincinnati  magazine,  Edward 
Zinni,  MD,  an  orthopedic  surgeon 
practicing  in  the  Cincinnati  area 
explains  how  he  pays  for  his 
liability  premium  of  nearly  $19,000 
a year. 

“You  know  who’s  paying  for 
it?”  he  asks.  “Joe  Blow  is  paying 
for  it.  I don’t  know  any  other  way 
to  get  that  money  but  to  charge 


you  (the  patient).” 

Thomas  P.  Fox,  Wisconsin’s 
insurance  commissioner  says  in  the 
AMA’s  Report  on  Professional 
Liability  that  “ultimately,  it  is  the 
public  who  will  pay  the  costs  — 
either  through  increases  in  health 
care  costs,  or  by  having  their 
access  to  health  care  services 


The  physician’s 
loss  of  time  adds 
up  — not  only  in 
the  courtroom,  but 
because  of  the 
courtroom.  And  the 
cost  of  this  lost 
time  is  invariably 
passed  on  to  the 
patient. 


limited  because  providers,  unable 
to  pay  the  fees,  withdraw  from  the 
market.” 

Physicians  leaving  practice 
because  of  high  liability  claims  is  a 
trend  that  seems  to  be  growing 
during  this  current  malpractice 
“crisis  of  affordability”  — 
particularly  for  certain  specialties, 
like  obstetrics  and  gynecology, 
where  risks  of  a malpractice  suit 
nearly  triple. 

According  to  a report  delivered 
by  the  American  College  of 
Obstetricians  and  Gynecologists 
before  a congressional  committee 
earlier  this  year,  60%  of  all  Ob- 
Gyns  in  the  country  have  been 
sued,  and  20%  of  them  have  been 
sued  three  or  more  times. 

Is  it  any  wonder  then,  that 
many  Ob-Gyns  are  leaving  their 
practices  and  looking  for  less  risky 
work?  A survey  of  Florida 
physicians  shows  that  25%  of  the 
Ob-Gyns  in  that  state  are  no 
longer  delivering  babies,  and  30% 


are  considering  stopping. 

One  physician,  who  periodically 
speaks  to  residents  on  the  subject 
of  malpractice,  says  he  has  noticed 
the  enthusiasm  of  more  than  one 
family  practice  resident  waning 
when  he  describes  the  high  liability 
premium  most  Ob-Gyns  face. 

“Many  of  them  would  like  to 
include  some  delivery  in  their 
practices,  but  after  they  see  the 
high  amounts  awarded  in  cases  of 
newborn  injury,  and  the  premiums 
Ob-Gyns  have  to  pay  as  a result, 
you  can  see  their  faces  drop,  and 
know  that  they  are  writing  off 
delivering  babies  as  part  of  their 
practice,”  he  says. 

Although  no  figures  exist  to 
support  the  theory,  it  is  also  felt 
that  high  malpractice  premiums 
are  figuring  into  many  physicians’ 
decision  to  retire  early. 

Consequently,  the  market 
tightens  up,  and  patients  are 
forced  to  establish  a relationship 
with  a new  physician  . . . one 
who,  in  his  or  her  own  defense, 
will  want  to  take  a new  history, 
conduct  new  exams,  order  new 
tests,  so  that  indirectly,  (as  well  as 
directly)  the  patient  is  paying  the 
high  costs  of  defensive  medicine. 

An  interesting  addendum  is  the 
“intangible  cost  of  physician 
dysfunction”  alluded  to  in  Dr. 
Starr’s  editorial,  and  which  the 
AMA’s  Task  Force  on  Professional 
Liability  claims  is  another  indirect 
expense  passed  on  to  the  public. 

Certainly,  there  is  no  question 
that  physician  time  spent  in  giving 
depositions  and  in  court 
appearances  is  a very  expensive 
part  of  defensive  medicine,  but 
attention  is  now  being  paid  to  the 
emotional  turmoil  which  the 
physician  is  put  through  during  a 
malpractice  suit. 

In  a recent  survey  conducted  in 
Chicago,  154  physicians,  sued 
between  1977  and  1981,  were 
polled  to  ascertain  how  physically 
and  mentally  devastating  the 
litigation  process  can  be  to  a 
physician  and  his  or  her  family. 
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The  survey  showed  that  28%  of 
the  doctors  polled  stopped 
performing  high  risk  procedures, 
42%  stopped  seeing  certain  kinds 
of  patients,  18%  said  they  lacked 
confidence  in  some  clinical 
situations  and  14%  said  their 
medical  practices  had  suffered. 
Over  33%  had  thought  about  early 
retirement  after  being  sued. 

Physically,  the  group  also 
suffered.  Depression  seemed  to  be 
most  prevalent,  with  39% 
admitting  symptoms  suggesting  a 
major  depressive  disorder  after  the 
suit  was  filed,  and  8%  began  a 
physical  illness  during  litigation. 
Three  suffered  coronaries  during 
the  process. 

The  physician’s  loss  of  time, 
then,  adds  up  — not  only  in  the 
courtroom,  but  because  of  the 
courtroom.  And  the  cost  of  this 
lost  time  is  invariably  passed  onto 
the  patient. 

Will  it  ever  stop,  this  upward 
spiraling  of  health  care  costs, 
egged  on,  in  part,  by  a doctor- 
patient  relationship  that  has 
seemingly  left  the  realm  of  mutual 
trust  and  has  become  almost 
adversarial  in  tone? 

“We’ve  gotten  across  to  the 
public  that  medicine’s  a science,” 
Dr.  Zenni  says  in  the  Cincinnati 
magazine  article.  “Medicine  isn’t  a 
science,  medicine’s  an  art.  We  get 
across  the  idea  that  everything  we 
do  works.  Everything  we  do 
doesn’t  work,”  he  says  “but  when 
told  of  the  risks,  the  patients 
don’t  listen.” 

“People  have  to  realize  that 
suing  your  doctor  is  not  an  event 
that  has  no  repercussions,”  says 
Sara  C.  Charles,  MD,  a 
psychiatrist  who  conducted  the 
survey  determining  the 
psychological  effects  of 
malpractice  litigation  on 
defendants. 

Eventually,  she  says,  the  public 
must  reflect  on  its  attitudes  about 
compensation  and  determine 
whether  every  misfortune  of  life, 
regardless  of  the  reason  that  it 


occurred,  is  compensable. 

Some  physicians  are  unwilling  to 
wait,  however,  while  what  has 
been  openly  referred  to  as  a 
“nation  of  blame-givers”  reflects 
on  its  attitudes.  These  are  the 
physicians  who  want  to  pursue  the 
subject  of  countersuits. 

“I  think  that  the  desire  for 
countersuits  is  there,”  says  Stewart 


“A  medical 
malpractice 
situation  is  only  a 
part  of  a greater 
malaise.  The  law  of 
torts  is  out  of 
control  in  the 
United  States.” 


Dunsker,  MD,  a Cincinnati 
neurosurgeon  and  former  president 
of  the  OSMA.  He  was  quoted, 
along  with  Dr.  Zenni  in  the 
Cincinnati  magazine  article  on 
malpractice. 

“I  think  that  the  means  to  get  it 
accomplished  is  not  there.  The 
problem  is,”  he  sums  up,  “can 
you  muster  the  support  to  change 
it?” 

A malicious  prosecution  case 
currently  requires  a doctor  to 
prove  not  only  that  the 
malpractice  action  against  him  or 
her  was  brought  with  malice,  but 
that  the  case  was  filed  without 
probable  cause. 

Even  worse  is  the  fact  that,  in 
Ohio,  the  doctor  also  has  to  be 
able  to  prove  that  he  or  she  was 
arrested  or  had  his  or  her  assets 
seized  — and  that  rarely  happens 
in  a malpractice  tort. 

“Countersuits  are  next  to 
impossible  to  win  in  Ohio,”  says 
one  PICO  official,  while, 


January  1985 


41 


There’s  more  to  Life 
than  “Good  Health’’! 

• Experience  the  exhilaration  and  fun  of 
sailing  and  share  it  with  your  family 
and  friends! 

• Enjoy  the  pride  and  prestige  of  own- 
ing a fine  sailing  yacht! 

• Enjoy  cruising  the  Great  Lakes,  the 
Caribbean  or  the  waters  and  islands 
of  the  East  Coast  and  Florida! 

• Offset  the  cost  of  ownership  with 
charter  income,  appreciation  and  tax 
advantages! 

Charter  Purchase  Plans . . . 

Lake  Erie  Sailboats,  Inc.  and  Allied 

Yacht  Charters  offers  the  most  sensible 

charter  purchase  plan. 

• Valuable  tax  advantages 

• Charter  income 

• Expert  yacht  management 

• National  advertising 

• Unlimited  use  by  owner 

• A program  tailored  to  each  owner 

• Most  economical  way  to  own  a sailing 
yacht 

• Capital  appreciation 

• High  quality  sailing  yacht 

• One  of  the  nation’s  largest  and  most 
successful  programs 


Take  Erie 
^^ailboats  Inc. 

Dealer  for  Ericson  Yachts  & The 
Kaufman  47.  Brokers  for  Hinckley  & 
other  fine  yachts. 

3409  E.  Liberty  Ave. 
Vermilion,  Ohio  44089 
216-967-2055 

See  us  at  the  Mid-America  Boat  Show  in 
Cleveland,  Jan.  18th  - 27th  and  bring  this 
completed  form  with  you. 


NAME, 


ADDRESS, 
CITY 


STATE, 


ZIP. 


PHONE ( 


#1002 


Defensive  Medicine 

continued 


nationwide,  successful  malicious 
prosecution  suits  are  few  and  far 
between.  (In  only  three  states  — 
Kansas,  Kentucky  and  Tennessee 
— have  malicious  prosecution 
cases  by  physicians  been  upheld  on 
appeal.) 

Most  doctors  are  willing  to 
concede,  however,  that 
countersuits  are  an  empty  revenge 
at  best,  and  that  fighting  fire  with 
fire  is  not  always  the  best  means 
toward  an  end.  But  they  are  hard- 
pressed  to  know  what  is. 

Some  feel  the  problems  lie  with 
the  courts.  They  believe  that  there 
is  a greater  number  of  lawyers, 
lured  by  the  possibility  of  huge 
awards  and  settlements,  who  are 


medicine  can  offer,  as  leading 
contributors  to  the  professional 
liability  problem  in  this  country. 

Perhaps  the  bottom  line  is  that 
there  are  legitimate  instances  of 
medical  negligence. 

“The  reason  for  malpractice 
claims  is  malpractice,”  says  AMA 
trustee  James  S.  Todd,  MD. 
Malpractice  does  exist,  it  does 
happen. 

“We’re  all  humans,”  says  Dr. 
Zenni,  “we  don’t  want  to  make 
mistakes,  but  we  do.” 

Perhaps  defensive  medicine  will 
cease,  or  at  least  slow  down  once 
the  public  learns  not  to  expect 
god-like  miracles  from  their 
doctors.  Maybe  it  will  stop  after  a 


If  there  is  one  thing  the  current 
malpractice  climate  has  taught 
physicians,  it  is  not  to  let  their  guard 
down  for  a minute.  They  simply  can’t 
afford  to. 


willing  to  file  suits  that  may  not 
have  any  merit.  They  also  believe 
that  changes  in  the  laws  relating  to 
professional  liability  actions  could 
be  beneficial. 

“A  medical  malpractice 
situation  is  only  a part  of  a 
greater  malaise,”  writes  Dr.  Starr 
in  his  editorial.  “The  law  of  torts, 
that  is  civil  wrongs,  is  out  of 
control  in  the  United  States.” 

He  feels  that  the  contingency  fee 
system  is  partly  to  blame. 

“The  contingency  fee  system, 
whereby  the  lawyer  gets  a split 
from  30%  to  50%  of  what  he  can 
get  awarded  encourages  frivolous, 
unfair,  and  even  dishonest 
lawsuits.  Everyone  is  suing 
everyone  to  make  a quick  buck.” 
The  AMA’s  Task  Force  on 
Professional  Liability  points  to  a 
more  litigious  society,  as  well  as 
higher  public  expectations  of  what 


massive  court  reform,  or  once 
doctors  learn  to  communicate  with 
their  patients  as  carefully  and 
effectively  as  they  practice 
medicine  on  them. 

Until  one  or  all  of  these 
possibilities  comes  to  fruition, 
however,  defensive  medicine  will 
continue  to  be  practiced  in  the 
’80s  and  on  into  the  ’90s  if 
necessary  — for  if  there  is  one 
thing  the  current  malpractice 
climate  has  taught  physicians,  it  is 
not  to  let  their  guard  down  for  a 
minute.  They  simply  can’t  afford 
to. 

In  the  meantime,  however,  the 
price  tag  attached  to  the  nation’s 
health  care  continues  to  rise  and 
rise.  0SMA 


Karen  S.  Edwards  is  Executive  Editor 

of  the  Ohio  State  Medical  Journal. 
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Announcing... 

Improved  Care 
for  your  Asthma 
and  Allergy 
Patients. 


The  Deaconess  Hospital 
of  Cincinnati  Asthma  and  Allergy 
Treatment  Center. 

With  the  opening  of  the  new  Asthma 
and  Allergy  Treatment  Center 
(AATC)  at  the  Deaconess  Hospital 
of  Cincinnati,  comprehensive  asthma 
and  allergy  care  and  treatment  come 
to  this  area.  The  AATC  is  a progres- 
sive concept,  designed  to  supple- 
ment and  enhance  the  treatment  of 
your  asthma  and  allergy  patient ...  a 
“tool”  available  for  your  use. 

State  of  the  art  technology  and 
highly  trained  specialist  teams. 

A dedicated,  highly-specialized  team 
focuses  its  attention  on  every  phase 
of  asthma  and  allergy  care.  Skilled 
physicians,  combined  with  a specially- 
trained  nursing  and  respiratory 
team,  join  with  state  of  the  art  tech- 
nology to  offer  a unique  system  of 
treatment  called  “progressive  care.” 

Progressive  Care . . . 

the  best  approach  available  today. 

Designed  to  return  the  patient  to 
optimal  day-to-day  life,  progressive 


care  places  the  patient  at  the  level  of 
care  necessary  to  relieve  and  control 
his  or  her  symptoms. 

The  only  comprehensive  program 
in  the  Ohio  Valley. 

The  AATC  offers  total  care  for  asthma; 
from  emergency  intervention, 
through  short  term  hospitalization 
(less  than  24  hours)  to  inpatient  care 
in  a special  unit.  The  Center  also 
provides  programs  for  Exercise 
Induced  Asthma  and  Rapid  Desen- 
sitization. It  is  the  only  comprehen- 
sive treatment  program  conveniently 
located  right  here  in  the  Ohio  Valley, 
in  Cincinnati. 

The  perfect  complement 
to  your  medical  regimen. 

Your  patient  remains  your  patient. 
The  Deaconess  AATC  enhances  your 
care.  Many  doctors  find  the  AATC  a 
valuable  solution  to  improving  long- 
term treatment  and  care  for  their 
asthma  and  allergy  patients. 

Call  us  for  more  information . . . 
559-2888. 


THE  DEACONESS  HOSPITAL  of  Cincinnati 

Straight  Street  at  Clifton  Wc  CCIVC  fov yOU. 


January  1985 


43 


Another  Malpractice  Crisis? 

continued 


“The  problem  is  the  long-tailed 
claim,”  he  says,  explaining  that 
because  claims  are  reported 
sporadically,  rather  than  at  regular 
intervals,  “you  can’t  say  you’re 
going  to  get  20  claims  per  month 
— exposure  years  go  on  many 
years  longer.  Today,  at  this  instant, 
a doctor  is  treating  a patient  who 
is  going  to  be  unhappy  and  sue.  Yet 
we  may  not  hear  about  it  for  another 
four  years.” 

By  that  same  token,  however, 
“Just  because  you  have  1,400 
claims  filed  in  one  year  doesn’t 
mean  the  sky  is  falling,”  Vance 
says.  “You  have  to  look  at  several 
years  in  order  to  make  any  valid 
judgments.” 

Still,  PICO,  along  with  most  of 
the  other  professional  liability 
companies  in  the  state  and  nation, 
is  attempting  to  avert  a true  crisis 


situation  through  a number  of 
measures. 

“Almost  every  physician-owned 
company  in  the  country  has  raised 
its  rates,”  Gilmore  says  — PICO’s 
premiums  increased  by  25%  last 

“Ohio  is  the  fourth 
largest  state  as 
measured  by 
medical  malpractice 
premium  volumes, 
exceeded  only  by 
California,  New 
York  and  Illinois.” 

October.  “And  many  companies 
have  already  announced  their  rate 
increases  for  1985.” 


For  example,  the  Joint 
Underwriting  Association  which 
provides  malpractice  insurance  for 
Massachusetts  physicians  has  filed 
for  a startling  137%  increase  in  its 
rates. 

“These  are  the  kinds  of  rate 
increases  we  will  be  seeing  in 
1985,”  Gilmore  warns. 

While  Gilmore  feels  that  Ohio 
physicians  — and  those  all  across 
the  country  — “absolutely  should 
be  concerned”  about  the  current 
malpractice  climate,  he  does  not 
feel  there  will  be  a repeat  of  the 
insurance  crisis  of  the  mid-1970s, 
when  many  physicians  suddenly 
found  themselves  with  no 
malpractice  insurance  at  all. 

“The  great  majority  of  Ohio’s 
physicians  are  insured  by  three 
companies  that  have  professional 
continued  on  page  51 


immke  Circle  leasing  inc. 

Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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Practicing  Business  or  Medicine? 

Are  you  ready  to 
give  up: 

• Paying  overhead? 

• Managing  office  staff? 

• Running  a collection 
agency? 

• Shelling  out  for 
malpractice  insurance? 

• Being  constantly  “on  call? 

• Hassling  with  medical  insurance 
companies? 

• Marketing  your  services? 

NAVY  MEDICINE  COULD  BE  THE  ANSWER! 

Professional  care:  the  best  in  medicines,  diagnostic  procedures  and 
equipment. 

Professional  growth:  specialty  training,  continuing  medical  education 
conferences  and  postgraduate  education  available — all  costs  paid. 
Professional  support:  most  paperwork  handled  by  administrative  staff, 
leaving  you  free  to  practice  medicine. 

Professional  rewards:  subtract  insurance,  other  overhead  and  admin- 
istrative costs  you  now  pay.  And  you’ll  find  Navy  Physician  salary  to  be 
comparable. 

And  a lot  more. 

You  may  find  this  is  the  practice  that’s  perfect  for  you. 


In  southern  Ohio, 
call  or  write... 

Navy  Medical  Programs 
Columbus  Federal  Building  (Room  609) 
200  N.  High  Street 
Columbus,  Ohio  43215 
1-800-282-1288 


In  northern  Ohio, 
call  or  write... 

Navy  Medical  Programs 
Interport  Plaza  III 
16101  Snow  Road 
Brookpark,  Ohio  44142 
1-800-362-1007 
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WHY 

NOT 

THE 

BEST? 


With  so  many  life  insurance 
companies  in  the  marketplace 
today,  sometimes  it’s  difficult  to 
choose  the  one  that  is  best  for 
you. 

At  American  Physicians  Life, 
we  offer  a comprehensive  range 
of  competitively  priced  insurance 
products  designed  with  the 
successful  professional  in  mind 
including  an  innovative  universal 


life  plan,  individual  and  group 
term  life  coverages,  qualified 
pension  programs,  high-yielding 
annuity  plans,  and  attractive 
disability  income  programs. 

APL  is  represented  by  the 
most  knowledgeable  and 
professional  insurance  agents  in 
the  industry  in  addition  to  being 
staffed  by  home  office  personnel 
who  are  dedicated  to  providing 


the  quality  of  service  a 
successful  professional  expects 
and  deserves. 

When  you  are  thinking  about 
life  insurance  protection  or 
planning  for  a secure  future,  why 
not  choose  a company  who 
understands  your  particular 
protection  needs — why  not 
choose  the  best? 


£ 


'AMERICAN  PHYSICIANS  LIFE 

For  all  your  life  insurance  needs. 


A SUBSIDIARY  OF  PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 
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Continuing  Medical  Education 


January 

“SLEEP  DISORDERS:  AN  UPDATE”: 

January  23;  Lutheran  Medical  Center  — 
Auditorium,  Cleveland;  sponsor:  Luther- 
an Medical  Center;  3.5  credit  hours;  fee: 
$20;  contact:  Billie  Seidenwand,  2609 
Franklin  Boulevard,  Cleveland,  OH 
44113,  phone:  216/363-2146. 


February 

CURRENT  CONCEPTS  IN  INFEC- 
TIOUS DISEASE:  February  13-14,  Bunts 
Auditorium,  Cleveland  Clinic;  sponsor: 
The  Cleveland  Clinic  Educational  Foun- 
dation; 12  credit  hours;  fee:  $160,  $120 
for  physicians-in-training;  contact:  Center 
for  CME,  The  Cleveland  Clinic  Educa- 
tional Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 

UPDATE  ON  PRIMARY  CARE  IS- 
SUES: February  27;  Cleveland  Hilton 
South;  sponsor:  Case  Western  Reserve 
University  School  of  Medicine;  8 credit 
hours;  no  fee;  contact:  Jean  Kerr,  2119 
Abington  Road,  Cleveland  44106,  phone: 
216/368-2408. 


March 

CURRENT  ISSUES  IN  APPLIED 
CLINICAL  PHARMACOLOGY: 

March  1-2,  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$100;  contact:  Center  for  CME,  The 
Cleveland  Clinic  Educational  Founda- 
tion, 9500  Euclid  Avenue,  Cleveland 
44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 


CONTROVERSIES  IN  SURGERY  OF 
THE  LIVER  AND  BILIARY  TRACT: 

March  6-7;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$170,  $130  for  physicians-in-training; 
contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


EVALUATION  OF  THE  DIZZY  PA- 
TIENT: March  8-9;  Bunts  Auditorium, 
Cleveland  Clinic;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  credit 
hours;  fee:  $200;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 


TWENTY— EIGHTH  ANNUAL  POST- 
GRADUATE SYMPOSIUM  IN  OPH- 
THALMOLOGY: March  11-12;  Fawcett 
Center  for  Tomorrow  (OSU  Campus), 
2400  Olentangy  River  Road,  Columbus, 
Ohio;  sponsor:  Department  of  Ophthal- 
mology College  of  Medicine,  The  Ohio 
State  University;  13  credit  hours;  fee: 
$195;  contact:  Jon  Hollett,  Director,  Cen- 
ter for  Continuing  Medical  Education, 
The  Ohio  State  University,  A352  Starling- 
Loving  Hall,  320  West  Tenth  Avenue, 
Columbus  43210,  phone:  614/422-4985. 


ADVANCES  IN  UROLOGY:  March 
14-15;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$210,  $150  for  physicians-in-training; 
contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


PROGRAM  ON  THE  BASICS  OF 
MAGNETIC  RESONANCE:  March 
18-22;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  40  credit  hours;  fee: 
$100;  contact:  Center  for  CME, 
Cleveland  Clinic  Educational  Founda- 
tion, 9500  Euclid  Avenue,  Cleveland 
44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 

NUTRITION  CONFERENCE:  March 
19;  Fawcett  Center  for  Tomorrow  (OSU 
Campus),  2400  Olentangy  River  Road, 
Columbus,  Ohio;  sponsor:  The  Ohio 
State  University  College  of  Medicine;  co- 
sponsor: College  of  Nursing,  School  of 
Allied  Medical  Professionals  and  the 
Council  of  Ohio  Colleges  of  Pharmacy; 
6 credit  hours;  fee:  $50;  contact:  Jon 
Hollett,  Director,  Center  for  Continuing 
Medical  Education,  The  Ohio  State  Uni- 
versity, A352  Starling-Loving  Hall,  320 
West  Tenth  Avenue,  Columbus,  Ohio 
43210,  phone:  614/422-4985. 


Next  month  in: 

THE  Ohio  STATE 

Medical 

Journal 

Treating  Heart  Disease 
A Look  at  the  Alternatives 

New  techniques  and  treatments 
abound  in  the  area  of  cardiology. 
Next  month  we  focus  on  some  of 
the  alternative  methods  of  treating 
heart  disease,  as  well  as  some  of 
the  controversies  these  methods 
raise. 
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Focus 

on 
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COLUMBUS,  OHIO  43215 
AKRON,  OHIO  4431  3 
CINCINNATI,  OHIO  45246 
CLEVELAND,  OHIO  44114 
TOLEDO,  OHIO  43606 


Clearly,  these  are  two  insurance 
coverages  members  should  look  into: 

Group  Term  Life  Plan  - Sponsored  since  1958. 

Members  under  age  65  may  apply  for  coverage  up  to 
$250,000,  in  units  of  $10,000. 

Disability  Income  Plan  - Co-sponsored  with  many  local 

medical  societies  since  1973.  Members  may  apply  for  benefits 
up  to  $6000  monthly. 

A closer  look  at  these  plans  will  reveal  economical  group  rates  - excellent 
benefits  - and  greater  over-all  value  for  your  insurance  buying  dollars.  y 


TURNER  & SHEPARD,  inc. 


AFFILIATED  WITH  ALEXANDER  & ALEXANDER  OF  OHIO,  INC. 


17  SOUTH  HIGH  STREET 
30  MERZ  BOULEVARD 
144  MERCHANT  STREET 
100  ERIEVIEW  PLAZA 
3450  WEST  CENTRAL  AVENUE 


(614)  228-6115 
(216)  864-1090 
(513)  772-3300 
(216)  771-6000 
(419)  535-0616 
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Obituaries 


CHESTER  J.  BRIAN,  MD,  Eaton; 
University  of  Cincinnati  College  of 
Medicine,  1929;  age  84;  died  October 
26,  1984;  member  OSMA  and  AMA. 

ARTHUR  J.  HORESH,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine,  1927; 
age  83;  died  November  2,  1984; 
member  OSMA  and  AMA. 

HAROLD  W.  LONG,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1952;  age  60; 
died  November  6,  1984;  member 
OSMA  and  AMA. 

WARREN  K.  MARVIN,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1925;  age  84; 
died  October  6,  1984;  member  OSMA 
and  AMA. 


JOHN  P.  MILLER,  MD,  Orrville; 
Case  Western  Reserve  University 
School  of  Medicine,  1944;  age  60;  died 
October  18,  1984;  member  OSMA  and 
AMA. 

PAUL  R.  MILLER,  MD, 

Columbus;  Boston  University  School 
of  Medicine,  Boston,  Mass.,  1945;  age 
65;  died  October  13,  1984;  member 
OSMA  and  AMA. 

JAMES  D.  MITCHELL,  MD, 

Zanesville;  Meharry  Medical  College 
School  of  Medicine,  Nashville, 
Tennessee;  age  68;  died  October  16, 
1984;  member  OSMA  and  AMA. 

WILLIAM  ONEST,  MD,  Cuyahoga 
Falls;  University  of  Rochester  School 
of  Medicine,  Rochester,  New  York, 
1949;  age  59;  died  October  26,  1984; 
member  OSMA. 


WALTER  A.  REELING,  SR.,  MD., 

Kettering;  Harvard  Medical  School, 
Boston,  Mass.,  1933;  age  76;  died 
October  28,  1984;  member  OSMA  and 
AMA. 

SAMUEL  S.  REINGLASS,  MD, 

Canton;  University  of  Illinois  College 
of  Medicine,  Chicago,  Illinois,  1937; 
age  73;  died  November  3,  1984; 
member  OSMA  and  AMA. 

ALFRED  L.  WEISS,  MD, 

Cleveland;  State  University  of  New 
York  at  Buffalo,  School  of  Medicine, 
Buffalo,  New  York;  age  57;  died 
October  20,  1984;  member  OSMA. 

JOSEPH  C.  WIGGINS,  MD, 

Cleveland;  Meharry  Medical  College 
School  of  Medicine,  Nashville, 
Tennessee,  1940;  age  78;  died  October 
25,  1984;  member  OSMA  and  AMA. 


PHYSICIANS 


The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact; 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


The  Ohio 
Urological  Society 

will  hold  its  Spring  meeting 
at  The  Fawcett  Center  for 
Tomorrow  in  Columbus  on 
March  24,  1985 
starting  at  9:30  AM. 

This  meeting  will  include  guest 
speakers  from  Medicare,  Blue 
Shield,  and  the  Legal  Depart- 
ment of  the  OSMA  in  the 
morning.  In  the  afternoon,  the 
Second  Annual  Residents’  Es- 
say Contest  will  be  conducted. 
A luncheon  between  the  ses- 
sions will  be  provided. 

This  meeting  should  be  of 
vital  interest  to  Ohio  Urologists 
in  a time  of  rapid  change  in 
third  party  reimbursement.  We 
encourage  member  and  non- 
member urologists  to  attend. 
For  further  details  contact 
Richard  A.  Memo,  M.D.,  1350 
Fifth  Avenue,  Youngstown, 
Ohio  44504. 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

ank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

ank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
105  West  Fourth  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
3roadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 

Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 

24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 

3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 

38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 

921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 

617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 

Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 


New  Members 


CLARK 

David  R.  Mouw,  Yellow  Springs 

CLERMONT 

Richard  Cardella,  Cincinnati 

CUYAHOGA  (Cleveland  unless  noted) 

Gordon  C.  Borkat 

Ivy  R.  Boyle 

Michael  A.  DiCello 

Kim  Fitzgerald 

Robert  A.  Graor 

Michael  Gressel 

A.G.  Hawwa 

Phyllis  L.  Ianuzzi 

Jonathan  E.  Klarfeld 

Steven  A.  Lamb 

Hasoon  Lee,  Shaker  Heights 

Kerry  H.  Levin 

Maria  D.  Lozano,  Berea 

Gita  Mehta 

Nicholas  Ogan 

John  L.  Petrini 

Martin  M.  Quigley 

Barbara  F.  Risius 

Alan  L.  Robbins 

Daniel  Rzepka 

Robert  J.  Salamon 

Thomas  M.  Sequeira 

Mark  C.  Strickland 

FRANKLIN  (Columbus  unless  noted) 
Mohamed  Bushaala  Ali 
Michael  R.  Baum,  Marysville 
Kenneth  Cahill 
Joseph  Carducci 
Sam  C.  Colachis 
Robert  Conway 
Nancy  H.  Cook 
Ronald  M.  Ferguson 
Ron  Frazier,  Delaware 
Beryl  Fruth 
William  M.  Kendrick 
Anne  P.  Miller 
Akram  Sadaka 
Hari  M.  Sharma 
Jim  Sivard 
Bruce  G.  Sommer 
Stephen  L.  Stern 
John  A.  Thesing 
Steven  L.  Willett 

HAMILTON  (Cincinnati  unless  noted) 

Michael  A.  Cardi 

Philip  Day 

Betty  Lou  Eilers 

Daryl  Gildenblatt 

James  M.  McWeeney,  Mariemont 

Charles  A.  Petersen 

Sophia  Petkov 

Jawala  Prasad 

Murray  J.  Riggins 

Kuldip  K.  Singh 

Brian  T.  Skale 

John  W.  Sprague 

Samuel  Varghese 

HARDIN 

James  S.  Campbell,  Kenton 


JEFFERSON 

Thelma  F.  Mupas,  Steubenville 
LUCAS 

Nikhil  K.  Yora,  Toledo 
William  A.  Yasnoff,  Toledo 
MEDINA 

Than  Jain,  Cleveland 
MONTGOMERY  (Dayton  unless 
noted) 

Edwin  Cruz,  New  Carlisle 

Charles  T.  Durkee 
Keith  E.  Girton 
Tibor  V.  Kovacs,  Tampa 
Irene  Marsidi 
Donald  E.  Newman 
Daniel  Simon 

Lawrence  R.  Smith,  Fairborn 
Steven  A.  Strickler 
Dietmar  Trulzsch 
Kenneth  Welty,  Toledo 
Kathleen  Long  Wittberg 
RICHLAND 

Robin  F.  Beran,  Mansfield 
Richard  L.  Clark,  Shelby 
Harris  Lee  Freedman,  Shelby 
Michael  R.  Viau,  Mansfield 
SUMMIT 

Jess  G.  Bond,  Akron 
Curtis  W.  Hawkins,  Cleveland 
Todd  Woodruff,  Akron 
TRUMBULL  (Warren  unless  noted) 
Bipin  M.  Patel,  Cortland 
Hi  Jung  Pyun 
Gary  A.  Schnur 
Kathryn  C.  Schnur 
Afrasiab  M.  Yawer 

Another  Crisis? 

continued 

liability  as  their  main  source  of 
business,”  he  says.  Unlike  those 
companies  10  years  ago  which 
simply  dropped  their  malpractice 
coverage  but  continued  their  other 
insurancee  products.  “If  things  get 
very  bad  — we  (the  insurance 
companies)  have  no  place  else  to 
go.” 

And  he  is  certain  that  PICO, 
which  has  always  been  “very 
conservatively  positioned  in  the 
marketplace  — both  from  a loss 
revenue  standpoint  and  from  a 
surplus  standpoint”  can  withstand 
the  crisis. 

“We  don’t  see  anything  coming 
at  us  that  we’re  not  prepared 
for,”  Gilmore  concludes.  OSMA 


Susan  Porter  is  Assistant  Editor  of  the 

Ohio  State  Medical  Journal. 


Ohio  State  Medical 
Journal 

Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted 
for  publication  with  the  understanding  that  they  are  con- 
tributed solely  to  this  Journal.  Permission  for  subsequent 
publication  elsewhere  must  be  obtained  in  writing  from 
the  Editor  and  from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence 
relating  to  publication  of  scientific  papers  to:  The  Consulting 
Medical  Editor,  The  Ohio  State  Medical  Journal,  600  South 
High  Street,  Columbus,  Ohio  43215. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  sub- 
mitted in  the  original  on  standard  22  x 28-cm  (8V2  x 11-inch) 
white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by 
the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES 
should  be  TYPED  DOUBLE  OR  TRIPLE  SPACED  with 
margins  of  at  least  one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should 
be  submitted  separately  from  that  text.  They  should 
be  identified  by  number  and  by  concise,  descriptive 
titles.  In  the  text,  reference  to  them  should  be  by  num- 
ber, eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs, 
drawings,  graphs,  and  tables)  will  be  submitted  to  the 
printer  for  an  estimate  of  cost.  The  Journal  will  assume  $10 
of  this  expense  and  the  author  will  be  billed  by  The  Journal 
for  the  remainder. 

(b) .  Each  illustration  should  bear  the  figure  number 
and  the  author's  name  on  the  back.  When  pertinent, 
the  top  of  the  photograph  should  be  indicated.  Do  not 
clip,  write  on  the  back  with  a hard  pencil,  or  otherwise 
mutilate  the  prints. 

(c) .  Legends  for  the  figures  should  be  written  on 
separate  paper. 

(d) .  The  author  must  affirm  that  he  has  written  re- 
leases on  all  photographs  in  which  patients  can  be  iden- 
tified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract 
should  be  included  with  the  article.  It  should  cover  the  main 
point  so  that  the  reader  may  readily  obtain  the  gist  of  the 
article. 

6.  SUMMARIES.  The  summary  should  be  a concise  re- 
statement of  the  information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a 
minimum  to  conserve  space  and  expense  and  be  limited  to 
those  essential  to  the  subject  and  to  which  actual  reference 
is  made  in  the  text.  The  Editor  reserves  the  right  to  reduce 
the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their 
appearance  in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities 
of  the  Author. 

(d) .  Each  journal  reference  should  include  in  this 
order:  Author's  surname  and  initials,  title  of  article, 
name  of  journal  (abbreviated  in  accordance  with 
standard  usage),  volume  number,  inclusive  page  num- 
ber, and  year. 

"2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State 
MJ  13:24-30,  1920" 

Each  textbook  reference  should  include,  in  this  order: 
Author's  surname  and  initials,  title  of  the  book  (capital- 
ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 

"5.  Osier  W:  Modem  Medicine,  ed  3,  Philadelphia, 
Lea  & Febiger,  1927,  vol  5,  p 66." 

8.  IDENTIFICATION  OF  PATIENTS.  Names,  initials, 
hospital  numbers,  or  any  other  identifiable  labels,  should 
not  be  used.  It  is  preferable  to  identify  patients  for  the  pur- 
pose of  publication  by  the  use  of  numbers  in  series  for  the 
study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric 
units.  English  units  should  be  given  in  parentheses  following 
the  metric  in  all  cases  where  the  measurement  was  originally 
done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance 
of  a manuscript  for  publication,  it  will  be  copy  edited  in 
conformance  with  the  editorial  standards  of  the  American 
Medical  Association,  which  The  Journal  follows.  The  copy- 
edited  manuscript  will  be  returned  to  the  Senior  Author  for 
approval.  At  that  time,  he  is  asked  to  make  all  corrections 
and  to  have  the  manuscript  retyped.  Any  changes,  other 
than  typographical  errors,  made  by  the  Author  after  the 
manuscript  is  set  in  type  will  be  billed  to  him  at  S2  per  line. 

11.  REPRINTS.  An  order  blank  for  reprints  with  a table 
covering  cost  will  be  sent  with  the  galley  proofs  to  the  Senior 
Author.  The  Journal  does  not  profit  on  reprint  orders. 

12.  EDITORIAL  ASSISTANCE.  Ms.  Susan  Porter, 
Journal  Assistant  Editor,  stands  ready  to  assist  the  Author 
in  preparing  his  manuscript.  For  his  own  assistance,  how- 
ever, the  Author  is  encouraged  to  consult  standard  texts 
on  medical  writing,  such  as  the  Style  Book  and  Editorial 
Manual,  prepared  by  the  Scientific  Publications  Division, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 
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PRACTICE 

MADE  PERFECT 

[ CTS  ] 


'OOOQ  O □ Q QDQQQ' 
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The  C/T/S  Medical  Management  System 
is  a proven,  easy-to-use,  fully-supported  way  to  a 
healthier  bottom  line  for  you  and  your  patients. 


C/T/S  is  a company  dedicated  to  improving  the  efficiency  and 
profitability  of  medical  practices  through  state-of-the-art  computer- 
ization. Medical  management  systems  are  C/T/S’s  only  business. 

PROVEN  PERFORMANCE. 

The  C/T/S  Medical  Management  System  was  developed  by  a 
doctor. . . with  an  understanding  of  the  unique  problems  of  medical 
practice  that  only  a doctor  could  have. 

For  over  six  years,  C/T/S  systems  have  been  in  use  by  practic- 
ing physicians,  performing  myriad  tasks  that  have  enabled  them  to 
reduce  overtime  and  paperwork  costs  and  increase  productivity. 

SPECIALIZED. 

The  C/T/S  Medical  Management  System  is  configured  individ- 
ually for  each  practice,  hospital  department  or  HMO. . .and  can 
accommodate  single  or  multiple  practices  and/or  multiple  office 
networks.  Systems  are  available  to  accommodate  all  sizes  and 
specialties,  with  needs  from  one  to  39  terminals,  42  printers,  and 
512  megabytes  of  disk  storage. 

Every  capability  is  built  right  into  the  C/T/S  system:  insurance 
claims  processing  and  monitoring  (paperless  claims),  appointments, 
surgery  schedules,  medical  records,  data-base  access,  billing, 
receivables  management,  mailings/recalls,  general  ledger,  payroll, 
front  desk  management  and  more. 


C/T/S  provides  a complete,  turn-key  system . . . with  expansion 
capability  to  handle  all  of  your  future  growth. 


EASY-TO-USE. 

The  C/T/S  system  is  designed  to  go  right  to  work  as  soon  as 
it’s  installed.  Our  comprehensive  on-site  training  program  makes 
your  staff  feel  right  at  home . . . and  on-screen  “Help”  menus  are 
always  available. 


FULLY-SUPPORTED. 

The  C/T/S  system  uses  Wang  hardware,  with  service  provided 
by  Wang’s  nationwide  service  network. 

All  software  is  serviced  directly  by  C/T/S. 


The  C/T/S  staff  of  specialized  program  developers  is  always 
enhancing  and  refining  our  software  product. . .annual  updates 
are  provided  to  our  clients  at  no  additional  charge.  C/T/S  also 
provides  custom  programming  for  those  few,  one-of-a-kind 
requirements  that  are  not  already  met  by  the  system. 


CALL  1-800-638-2667 

for  more  information  and  to  arrange  a no-charge  feasibility 
analysis.  In  Maryland  call  (301)  532-2870. 


CTS  C omputci7  lerminal  Services,  Inc. 


THE  SYSTEM  IS  THE  SOLUTION. 


National  Sales  Office:  Regional  Office: 

Village  of  Cross  Keys  • Suite  212  3 Commerce  Park  Square 

Baltimore,  Maryland  21210  23200  Chagrin  Boulevard  • Suite  110 

Cleveland,  Ohio  44122 


52 


The  Ohio  State  Medical  Journal 


COMMUNITY  HOSPITAL'S  EXPERIENCE  WITH  PENILE  PROSTHESIS 

Dean  J.  Limbert,  MD,  FACS 


The  experience  in  one  community  hospital  with  penile  pros- 
thesis in  39  patients  over  the  past  five-year  period  is  reviewed. 
There  is  a 90%  acceptance  by  the  patients’  partners. 


The  surgical  treatment  of  male  erectile  dysfunction  has  made 
great  strides  in  the  past  15  years. 

The  first  significant  advancements  in  the  surgical  treatment 
of  this  disorder  occurred  with  the  Small-Carrion  device  con- 
sisting of  two  semi-rigid  silicone  prostheses  implanted  beneath 
the  tunica  albuginea  of  each  corpus  cavemosum.1  The  proximal 
ends  of  this  prosthesis  extended  into  the  perineal  portion  of  the 
erectile  bodies,  and  the  distal  extended  out  to  the  glans  penis. 
This  resulted  in  a more  natural-looking  and  functioning  artificial 
erection. 

The  Silicone  silver  penile  prosthesis  was  introduced  approxi- 
mately five  years  ago.2  Because  of  the  silver  core  in  the  Jonas 
prosthesis,  this  makes  this  device  malleable  and  it  easily  can 
be  positioned  manually  to  either  the  resting  state  or  the  erect 
position  for  intercourse. 

In  1973,  Scott,  Bradley  and  Timm  described  their  initial 
results  with  an  inflatable  penile  prosthesis.3  Such  a prosthesis 
has  the  obvious  advantage  that  an  erection  is  obtained  only 
when  the  patient  desires  one.  It  is  controllable  and  can  be 
deflated  with  the  penis  resuming  a normal  flaccid  appearance. 

This  report  summarizes  an  experience  with  the  use  of  the 
inflatable  device,  the  Small-Carrion  prosthesis,  and  the  Malle- 
able Jonas  silver  prosthesis. 

Methods 

The  patients  for  these  operations  were  selected  from  a group 
of  patients  found  to  have  diseases  associated  with  organic  erec- 
tile dysfunctions.  Experience  with  the  prostheses  dates  to 
October  1979,  since  which  time  there  have  been  39  prostheses 
implanted.  Thirty-one  of  these  have  been  of  the  inflatable  type, 
and  eight  of  the  semi-rigid.  The  semi-rigid  have  consisted  of 
four  Small-Carrion  semi-rigid  prostheses  and  four  of  the  Jonas 
Silver  semi-rigid  penile  prostheses.  The  average  age  has  been 
55  years,  with  a range  from  35  to  72  years  of  age.  Many  patients 
— 43%  — have  been  diabetic.  The  other  diagnoses  have  in- 
cluded vascular  disease,  hypertension,  carcinoma  of  the  pros- 
tate, Peyronie's  disease  and  neurological  disease. 
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The  diagnosis  of  organic  impotence  was  established  by  sex- 
ual history  from  each  patient  revealing  absence  of  nocturnal 
or  morning  erections.  In  addition,  testing  for  nocturnal  erec- 
tions was  done  either  by  Dacomed  Snap  Gauge  or  in  testing 
with  the  nocturnal  penile  tumescence  monitor.  In  addition,  all 
patients  had  serum  testosterone  levels. 

The  Scott  penile  prosthesis  (Figure  1)  which  was  used  is  made 
of  silicone  rubber  and  consists  of  four  parts  which  are  inter- 
connected with  silicone  tubing.  There  are  two  inflatable  penile 
cylinders  which  are  implanted  beneath  the  tunica  albuginea  of 
each  corpus  cavemosum.  These  cylinders  are  connected  with 
an  inflation-deflation  device  implanted  subcutaneously  in  the 
scrotum.  This  inflation-deflation  device  intern  is  connected  to 
a fluid  reservoir  placed  beneath  the  rectus  muscle.  The  entire 
prosthesis  is  filled  with  isotonic  12.5%  Hypaque  solution.  A 
squeeze  of  the  bulb  transfers  fluid  from  the  bulb  into  each  of 
the  two  cylinders.  When  the  bulb  is  released,  it  passively  refills 
with  fluid  from  the  reservoir.  The  patient  repeats  this  maneuver 
until  the  desired  degree  of  erection  has  taken  place.  When  the 
patient  no  longer  wishes  to  have  the  erection,  he  depresses  a 
small  release  valve  located  at  the  inferior  portion  of  the  pump 
and  the  fluid,  which  is  under  pressure  in  the  penile  cylinders, 
passively  flows  back  into  the  reservoir. 

The  Jonas  prosthesis  consists  of  paired,  non-inflatable  sili- 
cone rods  with  a central  core  of  braided  silver  (Figure  2).  This 
malleable  center  core  facilitates  maintenance  of  upward  or 
downward  position,  thus,  combining  simplicity  of  a non-inflat- 
able prosthesis  with  a more  normal  appearing  detumescent 
phase. 

Results 

The  follow-up  has  been  one  to  four  months  for  six  patients, 
six  to  12  months  for  10  patients,  and  12  to  24  months  for  12 
patients. 

The  complications  consisted  of  two  patients  with  infections 
with  the  inflatable  prostheses  requiring  removal  and  replace- 
ment. One  of  these  patients  developed  infection  on  the  fourth 
post-operative  day,  requiring  continuous  irrigation  with  anti- 
biotic solution  and  eventual  healing  without  further  replace- 
ment required.  There  have  been  three  mechanical  leaks  requiring 
repeat  operations  — at  one  month,  six  months,  and  24  months 
post-operatively.  At  the  present  time,  there  is  one  patient  with 
an  inflatable  prosthesis  which  is  non-functioning  and  a second 
patient  with  an  aneurysm  of  his  penile  cylinder  which  will  re- 
quire future  replacement. 

All  semi-rigid  prostheses  are  functioning  without  difficulty. 
The  overall  complication  rate  for  the  inflatable  penile  prostheses 
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has  been  30%;  the  rate  has  been  0%  for  the  semi-rigid  pros- 
theses. 


Discussion 

The  inflatable  penile  prosthesis  allows  the  patient  to  control 
the  presence,  absence  and  degree  of  erections.  The  non-inflat- 
able,  semi-rigid  penile  prosthesis  can  usually  be  concealed  be- 
neath ordinary  clothing.  However,  the  permanent  degree  of 
erection  may  be  a problem  for  a man  in  a locker-room  situation. 

The  advantage  of  the  inflatable  penile  prosthesis  concerns 
its  use  in  a man  with  borderline  prostatism  since  a prostatectomy 
in  such  patients  can  be  performed  easily  in  the  presence  of  an 
inflatable  prosthesis  but  not  with  a semi-rigid  prosthesis.  One 
of  the  major  disadvantages  of  the  inflatable  penile  prosthesis 
is  the  possibility  of  mechanical  failure  due  to  malfunction  of 
the  pump  or  valves,  tubing  kinks,  or  leaks  in  the  system.  This 
complication  should  decrease  with  time  with  the  newer  AMS 
Inflatable  700  prosthesis,  which  has  reinforced  tubing  between 
the  reservoir  and  pump  to  prevent  kinking  and  to  strengthen 
cylinder  walls;  this  should  decrease  the  incidence  of  leakage  and 
aneurysm.  In  addition,  the  AMS  Company  has  developed  a 
non-distensible  penile  cylinder  for  those  patients  who  have 
developed  significant  aneurysms  in  the  penile  cylinders.  This 
consists  of  a soft,  flexible  medical-grade  polyester  of  nondis- 
tensible  material  to  correct  the  problem  with  aneurysms. 

The  major  problem  associated  with  any  prosthesis  is  infec- 
tion. If  infection  results,  it  usually  is  necessary  to  remove  the 
prosthesis.  The  incidence  of  infection  is  approximately  equal, 
in  most  series,  between  the  Scott  inflatable  penile  prosthesis  and 
the  semi-rigid,  non-inflatable  penile  prosthesis. 

Those  men  who  remain  impotent  after  undergoing  psycho- 


logical treatment  for  impotence  secondary  to  functional  factors 
can  be  considered  candidates  for  surgical  treatment  with  a penile 
prosthesis,  provided  they  undergo  psychiatric  examination  and 
are  not  found  to  have  significant  emotional  disorders.  These 
patients  can  be  a candidate  for  a penile  prosthesis  with  proper 
psychiatric  consultation  and  back-up. 

Summary 

This  report  concerns  a surgeon's  experience  with  the  use  of 
the  Scott  inflatable  penile  prosthesis  and  semi-rigid  prosthesis 
in  a community  hospital  situation  with  a series  of  39  patients. 
All  patients,  except  for  one  at  this  time,  have  functioning  pros- 
theses.  Follow-up  has  been  from  four  to  six  months. 

The  author  feels  that  the  Scott  inflatable  penile  prosthesis 
is  the  most  physiological  method  of  restoring  potency  in  patients 
with  organic  impotence.  The  patients'  acceptance  of  this  device 
has  been  excellent,  and  there  also  have  been  no  problems  in 
trying  to  conceal  a permanently  erect  penis. 

In  those  patients  who  choose  or  for  medical  reasons  require  a 
less  complicated  device,  the  Jonas  silver  prosthesis  has  been  an 
excellent  choice. 
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to  know  about  it.  Our  editorial  advisory  board  welcomes 
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what  our  “Essay”  section  is  all  about. 

So,  this  year,  why  not  become  a contributor  as  well  as 
a reader  of  the  Ohio  State  Medical  Journal?  We’re  looking 
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A clinical  trial  was  conducted  to  determine  whether  25 
mg  hydrochlorothiazide  and  25  mg  spironolactone  (H/S) 
in  combination  could  be  used  to  extend  the  effects  of 
thiazides  in  controlling  hypertension  while  minimizing  side 
effects.  Fifty-four  patients  were  included  because  of  partial- 
ly controlled  blood  pressure,  hypokalemia,  or  both.  Thirty- 
four  of  these  patients  remained  hypertensive  after  initial 
treatment  with  a single  diuretic  agent  with  or  without  Step  2 
therapy.  The  other  20  patients  had  been  normotensive  on 
their  initial  diuretic  with  or  without  Step  2 drug,  but  had 
serum  potassium  (K+)  levels  less  than  3.5  mEq/l.  In  both 
groups,  HS  replaced  only  the  initial  diuretic.  In  the  partially 
controlled  patient  group,  blood  pressure  was  further 
reduced  by  13/9  mmHg  (P  < 0.001)  following  crossover  to 
H/S.  Serum  K + values  normalized  in  all  20  controlled  pa- 
tients after  treatment  with  H/S.  A smaller  percentage  of  side 
effects  was  noted  with  the  combination  drug.  H/S  may 
be  used  as  “Step  IV2’’  therapy  in  the  treatment  of  hyper- 
tension for  those  patients  who  have  not  adequately 
responded  to  Step  1 or  Step  1+2  therapy. 


Introduction 

The  Hypertension  Detection  and  Follow-up  Program  con- 
ducted a five-year  collaborative  study  which  provided  evidence 
supporting  the  stepped-care  approach  to  the  control  of  hyperten- 
sion.1'2 In  the  majority  of  patients,  the  use  of  diuretics  as  a 
Step  1 drug  continues  to  be  the  therapy  of  choice.  Patient 
response  to  a single  agent,  generally  a thiazide  or  a related  com- 
pound, varies  between  30%-60%.3"5 

Many  of  these  patients  will  experience  the  common  side  ef- 
fects of  diuretics,  e.g.,  hypokalemia,  hyperuricemia  and  hyper- 
glycemia. The  remaining  partially  controlled  patients  normally 
will  have  a Step  2 drug  added. 

The  addition  of  a Step  2 drug,  either  an  adrenergic  blocking 
agent  or  a sympatholytic  medication,  introduces  the  possibility 
of  adverse  reactions  that  are  generally  more  serious  and  less 
tolerable,  e.g.,  congestive  heart  failure,  depression,  asthma,  liver 
dysfunction  and  lethargy.  In  addition,  patient  noncompliance 
often  increases  due  to  the  number  and  frequency  of  pills  re- 
quired. 


From  The  Department  of  Medicine,  The  Mt.  Sinai  Medical  Center 
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Because  of  these  considerations,  it  was  decided  clinically  to 
treat  those  patients  receiving  a diuretic  who  had  either  partially 
controlled  hypertension,  hypokalemia  or  both  with  the  fixed 
drug  combination  containing  hydrochlorothiazide/ spironolac- 
tone (H/S,  Aldactazide®).  The  study  also  considered  whether 
H/S  could  minimize  side  effects  and  possibly  eliminate  the  need 
for  a Step  2 drug. 

Materials  and  Methods 

A clinical  protocol  was  devised  and  involved  a total  of  54 
patients  chosen  from  a clinic  base  of  approximately  210  individ- 
uals being  followed  in  The  Mt.  Sinai  Medical  Center  Hyperten- 
sion Clinic.  These  patients  were  selected  either  because  treatment 
with  their  initial  diuretic  resulted  in  only  partial  control  of  their 
blood  pressure  or  because  hypokalemia  (K+  <3.5  mEq/l)  had 
developed  while  they  were  receiving  their  initial  drug. 

Those  patients  receiving  diuretic  therapy  who  had  adequate 
control  of  blood  pressure  or  no  evidence  of  hypokalemia  were 
not  included  in  the  protocol. 

The  patients  were  categorized  into  two  major  groups.  The 
first  group  consisted  of  34  patients  who  had  been  partially  con- 
trolled on  a daily  dose  of  50  to  100  mg  hydrochlorothiazide 
(HCTZ)  or  2.5  to  10.0  mg  metolazone  (M).  Control  was  defined 
as  a diastolic  blood  pressure  of  90  mmHg  or  less.  Eleven  of  the 
34  patients  were  taking  a Step  2 drug  in  addition  to  the  diuretic 
and  continued  to  have  only  partially  controlled  hypertension. 
All  of  the  patients  were  crossed  over  to  H/S. 

Those  individuals  who  had  been  taking  a Step  2 drug  were 
maintained  on  the  same  dosage  of  that  drug.  Only  the  diuretic 
was  changed.  The  patients  were  subsequently  followed  for  a 
period  of  at  least  two  months,  with  the  majority  being  moni- 
tored for  three  months. 

The  second  major  group  consisted  of  20  patients  who  had 
achieved  blood  pressure  control  while  taking  their  initial 
diuretic.  Five  of  these  patients  were  also  receiving  a Step  2 drug. 
They  were  switched  to  H/S  because  of  the  presence  of  hypo- 
kalemia. Baseline  blood  pressures  were  obtained  by  taking  the 
average  of  six  readings,  two  seated  readings  on  three  separate 
occasions.  Exceptions  to  this  protocol  were  individuals  who 
were  severely  hypertensive.  In  these  patients  an  average  of  three 
readings  on  one  occasion  was  used. 

Clinic  visits  were  scheduled  every  one  to  three  weeks, 
depending  on  blood  pressure  control.  At  each  visit,  weight, 
pulse  (sitting  and  standing)  and  average  blood  pressure  were 
recorded.  Diastolic  pressures  were  taken  at  the  disappearance 
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of  the  Korotkoff  sounds  (phase  V).  The  average  of  two  separate 
seated  readings  was  the  value  for  that  particular  visit. 

In  addition,  possible  side  effects  and  a subjective  evaluation 
of  patient  compliance  were  entered  in  the  patient's  chart.  Com- 
plete blood  count,  urinalysis,  ECGs  and  chest  X-rays  were  ob- 
tained prior  to  treatment  with  any  medication.  Whenever  pos- 
sible, serum  values  for  potassium,  sodium,  chloride,  uric  acid, 
blood  urea  nitrogen,  and  creatinine  were  measured  before  initia- 
tion of  diuresis,  at  crossover  to  the  combination  drug  and  at 
the  end  of  the  study  period. 

Patients  who  had  been  treated  for  at  least  one  month  with 
HCTZ  or  M were  included  in  the  protocol  if  they  were  not 
normotensive  or  if  they  were  hypokalemic.  A 50  mg  dose  of 
HCTZ  was  considered  to  be  equivalent  to  one  25  mg  hydro- 
chlorothiazide/25 mg  spironolactone  (H/S)  tablet.  Individuals 
controlled  on  50  mg  HCTZ  were  crossed  over  to  one  H/S  tablet; 
those  controlled  on  100  mg  HCTZ  daily  or  50  mg  twice  daily 
were  crossed  over  to  two  tablets. 

Patients  who  were  partially  controlled  after  treatment  with 
50  or  100  mg  HCTZ  were  switched  to  two  or  three  H/S  tablets, 
respectively.  Dosages  were  subsequently  adjusted  as  needed. 
The  M patients  were  crossed  over  in  a more  flexible  manner: 
patients  on  2.5  to  5.0  mg  received  two  or  three  tablets  of  H/S; 
patients  on  10.0  mg  were  crossed  over  to  three  or  four  tablets 
per  day. 

Excluded  from  the  study  were  individuals  less  than  21  or 
greater  than  65  years  of  age,  patients  with  baseline  creatinines 
greater  than  1.8  mg%,  patients  with  any  serious  illness  which 
might  preclude  completion  of  the  study,  and  patients  with 
hyperkalemia  at  the  time  of  crossover. 

Results 

Nearly  all  of  the  54  patients  were  black,  with  a slight  pre- 
dominance of  women.  The  mean  age  was  48  years;  the  mean 
baseline  weight  was  82  kg  (182  lb). 

The  effects  of  the  different  medications  on  blood  pressure 
in  the  34  partially  controlled  patients  are  shown  in  Table  1. 
Using  the  paired  t-test,  significant  reductions  from  baseline 
(p  < o .05)  in  systolic  and  diastolic  blood  pressures  were  found 
after  treatment  with  the  initial  diuretic,  either  HCTZ  or  M. 
There  was  a further  significant  reduction  in  blood  pressure  from 
the  initial  diuretic  when  H/S  was  substituted  for  either  of  the 
original  diuretics  (p  < 0.01). 

Of  these  34  patients,  23  patients  were  initially  receiving  Step 
1 therapy  alone  (Table  2).  The  remaining  11  patients  had  been 
taking  both  Step  1 and  2 therapy  (Table  3). 

The  additional  antihypertensive  effect  of  H/S  was  more 
pronounced  in  the  HCTZ  patients  (16/11  mmHg,  p < 0.05)  than 
in  the  M patients  (6/5  mmHg,  p > 0.05).  Additional  decrease 
in  blood  pressure  with  H/S  in  the  latter  group  did  not  reach 
statistical  significance.  The  combination  drug  produced  a signifi- 
cant further  drop  in  blood  pressure  independent  of  the  number 
of  antihypertensive  drugs  on  which  the  patient  had  been 
(p  < 0.05). 

Normotension  was  achieved  in  65%  of  the  patients  (22/34) 
on  the  H/S  medication.  Seventy  percent  of  the  patients  (16/23) 
previously  treated  with  only  a diuretic  achieved  control,  and 
55%  of  the  patients  (6/11)  previously  treated  with  both  Step 
1 and  Step  2 drugs  became  controlled.  One  individual  was  able 
to  have  his  Step  2 medication  discontinued  after  crossover.  He 
has  remained  on  H/S  alone. 

Alterations  in  the  serum  potassium  values  in  the  34  partially 
controlled  patients  throughout  the  course  of  the  study  are 
presented  in  Figure  1.  The  potassium  level  decreased  by  an  aver- 
age of  0.35  mEq/1  (p  < 0.001)  in  those  patients  treated  with 
HCTZ  and  0.66  mEq/1  (p  < 0.001)  in  those  patients  treated  with 
M.  As  a result,  29%  of  the  HCTZ  patients  and  50%  of  the  M 
patients  became  hypokalemic  (serum  K-t-  <3.5  mEq/1). 

The  combination  drug  produced  a significant  increase  of 
serum  potassium  level  back  towards  baseline  from  the  initial 
diuretic  values  in  both  the  HCTZ  and  M patients.  When  com- 
pared with  the  baseline  values,  the  increase  (0.08  mEq/1  above 


baseline)  was  statistically  insignificant. 

In  the  group  of  20  patients  who  were  selected  for  crossover 
because  of  hypokalemia,  all  patients  became  normokalemic  after 
being  switched  to  H/S.  (Figure  2).  Three  patients  took  longer 
than  the  two  month  H/S  crossover  period.  One  individual  out 
of  these  20  patients  lost  blood  pressure  control  while  receiving 
the  combination  drug.  Of  the  total  group  of  54  patients,  only 
one  patient  became  transiently  hyperkalemic  (K+  =5.3 
mEq/1)  with  the  combination  drug. 

Other  laboratory  abnormalities  included  a significant  in- 
crease from  baseline  in  uric  acid  levels  resulting  from  M and 
H/S  treatment  in  the  M patients  only  (increase  1.8  mg/dl  after 
M,  1.0  mg/dl  after  H/S).  In  these  patients,  H/S  also  caused 
an  increase  in  serum  creatinine  levels  of  0.17  mg/ dl  over  baseline 
(p  < 0.05). 

Side  effects  were  generally  mild  throughout  the  study.  Only 
one  patient  had  H/S  discontinued  because  of  the  development 
of  a generalized  rash.  The  rash  cleared  rapidly  after  the  drug 
was  stopped.  Another  patient  stopped  taking  M because  of  the 
occurrence  of  nausea,  anorexia,  insomnia,  and  anxiety. 

Many  patients  complained  of  occasional  headaches  with  all 
three  drugs.  Side  effects  occurred  in  17%  of  the  HCTZ  patients, 
22%  of  M patients  and  11%  of  the  H/S  patients.  Gynecomastia 
did  not  occur  during  the  study  period  although  nodules  and 
tenderness  in  the  areola  did  develop  in  two  men  after  the  two 
month  crossover  period. 

Discussion 

Review  of  the  protocol  determined  that  the  combination 
drug,  H/S,  could  be  used  as  a "Step  IV2"  medication  to  extend 
the  effects  of  a single  diuretic  agent,  thus  obviating  the  need 
for  the  addition  of  a Step  2 drug  while  minimizing  the  possibility 
of  side  effects.  The  results  demonstrated  a significant  additional 
drop  in  blood  pressure  after  crossover  to  H/S. 

Since  the  thiazides  have  their  primary  site  of  action  in  the 
cortical  diluting  segment  of  the  loop  of  Henle,  it  appears  reason- 
able to  enhance  their  effect  by  adding  a second  drug  which  acts 
at  a different  site.  Spironolactone  appears  to  be  a good  choice. 

This  mechanism  may  account  for  the  added  antihypertensive 
effect  that  was  noted  after  crossover  to  H/S.  Many  studies 
report  an  added  drop  in  blood  pressure  when  a potassium-spar- 
ing diuretic  has  been  added  to  a thiazide.6-10  This  drop  may  be 
all  that  is  required  to  bring  a patient's  hypertension  under 
control. 

It  is  important  to  point  out  that  the  current  study  group  con- 
sisted almost  entirely  of  black  hypertensive  patients  who,  as 
a group,  are  often  very  sensitive  to  diuretics. 

Patient  response  may  not  be  as  high  in  other  patient  popula- 
tions. There  may  be  a number  of  patients  who  will  do  better 
on  Step  2 therapy.  With  Step  IV2  and  Step  2 therapy,  however, 
the  clinician  has  two  options  for  the  treatment  of  his  patients. 
As  demonstrated  by  our  findings,  one  major  benefit  of  the  H/S 
treatment  is  the  prevention  or  correction  of  diuretic-induced 
hypokalemia.  Thiazides  have  been  found  to  cause  hypokalemia 
(K+  < 3.5  mEq/1)  in  23-69%  of  patients.712'16 

A recent  literature  review  cited  the  incidence  of  thiazide- 
induced  hypokalemia  to  be  approximately  48  % , with  an  average 
fall  in  serum  potassium  of  0.60  mEq/1.17  Although  hypokalemia 
can  be  asymptomatic,  it  is  often  associated  with  a symptom 
complex  consisting  of  fatigue,  muscle  weakness,  anorexia,  and 
polyuria.  It  is  also  widely  recognized  as  causing  increased  risk 
of  ventricular  arrhythmias  in  digitalized  patients  or  patients  with 
acute  myocardial  infarction. 

Recent  evidence  suggests  that  hypokalemia,  especially  with 
serum  values  less  than  3.0  mEq/1,  may  provoke  ventricular 
ectopic  activity  and  arrhythmias  even  in  nondigitalized, 
asymptomatic  patients,  leading  to  the  possibility  of  sudden 
death.21'25  The  findings  presented  in  this  paper  provide  further 
evidence  of  significant  incidence  of  diuretic-induced  hypo- 
kalemia in  both  HCTZ  and  M patients.  Crossover  to  H/S 
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resulted  in  normalization  of  all  the  serum  potassium  levels. 

Studies  have  shown  that  potassium-sparing  diuretics  are 
more  effective  than  potassium  supplements  in  correcting  or  pre- 
venting hypokalemia.1718  In  addition,  many  clinical  trials,  in- 
cluding the  present  one,  demonstrate  that  thiazide/potassium 
sparing  combinations  do  not  result  in  significant  hypo-  or  hyper- 
kalemia.7'8'10'12'19'20 

Spironolactone  by  itself  results  in  an  increase  of  0.40  mEq/1 
of  serum  potassium  levels.8,11  When  used  in  combination  with 
a thiazide  this  drug  causes  very  little  change  in  the  serum  K + 
levels.8  This  drug  should  not  be  used,  however,  in  patients  with 
renal  insufficiency  since  these  patients  have  a tendency  to  retain 
potassium. 

Concurrent  use  of  K+  supplements  or  salt  substitutes  are 
also  contraindicated  in  order  to  avoid  hyperkalemia.26  It  appears 
reasonable  to  avoid  hypokalemia  resulting  from  diuretic  ther- 
apy. In  light  of  our  study,  the  H/S  combination  therapy  appears 
to  be  an  effective  way  to  achieve  this  goal. 

By  eliminating  the  need  for  a Step  2 drug  and,  in  many  cases, 
the  K+  supplements,  H/S  often  improves  patient  compliance. 
For  convenience,  the  tablets  can  be  given  once  daily  rather  than 
in  divided  doses. 

Side  effects  were  minimal  with  H/S.  As  noted  earlier,  only 
one  patient  had  the  drug  discontinued  because  of  an  adverse 
reaction.  Physicians  should  be  aware  of  the  possibilities  of 
changes  in  serum  uric  acid  and  creatinine  levels. 

H/S  allowed  many  patients  to  be  on  comparably  smaller 
dosages  of  each  diuretic  than  they  had  been  on  previously. 

The  maximum  dose  of  spironolactone  prescribed  was  100 
mg  (4  tablets).  Studies  have  demonstrated  that  the  drug  is  associ- 
ated with  more  frequent  side  effects  once  the  dosage  exceeds 
this  level.1-8 


Table  1 


Mean  reduction  in  blood  pressure  (BP)  in  partially  controlled 
hypertensive  patients  after  treatment  with  initial  diuretic  ± Step 
2 drug  and  after  subsequent  H/S  ± Step  2 therapy 

# of  patients 

34 

mean  baseline  BP 

mean  BP  reduction  from  baseline* 

160/108  mmHg 

initial  diuretic  + Step  2 

17/10 

H/S  + Step  2 

further  mean  BP  reduction  from 
initial  diuretic  + Step  2 

30/20 

to  H/S  + Step  2* 
*p  < 0.05 

13/9 

Table  2 


Mean  reduction  in  BP  in  partially  controlled  patients  receiving 
diuretic  therapy  and  subsequent  H/S  therapy 

# of  patients 

23 

mean  baseline  BP 

mean  BP  reduction  from  baseline* 

152/104  mmHg 

initial  diuretic 

9/6 

H/S 

further  mean  BP  reduction  from 

22/16 

initial  diuretic  to  H/S* 

14/10 

*p  < 0.05 

STEP  2 STEP  2 STEP  2 STEP  2 


* STATISTICALLY  SIGNIFICANT  CHANGE  FROM  BASELINE  VALUES  (p< 0.001) 

* „ „ „ FROM  INITIAL  DIURETIC  LEVELS  ( p<  0.001) 
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Figure  1.  — Serum  potassium  levels  in  34  partially  controlled 
hypertensive  patients  after  treatment  with  initial  diuretic  ± Step  2 
drug  and  after  subsequent  H/S  ± Step  2 therapy. 


The  Ohio  State  Medical  Journal 


Table  3 


Mean  reduction  in  BP  in  partially  controlled  patients  receiving 
diuretic  + Step  2 therapy  and  subsequent  H/S  + Step  2 therapy 

# of  patients 

11 

mean  baseline  BP 

mean  BP  reduction  from  baseline* 

179/117  mmHg 

initial  diuretic  + Step  2 

37/21 

H/S  + Step  2 

further  mean  BP  reduction  from 
initial  diuretic  + Step  2 

47/29 

to  H/S  + Step  2 
*p  < 0.05 

10/7 

In  summary,  the  analysis  of  the  protocol  has  shown  an 
impressive  response  in  black  hypertensives  to  the  combination 
drug  H/S.  Although  we  believe  thiazides  should  be  used  for 
Step  1 therapy  because  they  provide  an  effective,  inexpensive, 
and  generally  uncomplicated  means  of  achieving  blood  pressure 
control  in  a large  portion  of  the  population,  there  are  those  pa- 
tients who  do  not  achieve  full  control  or  who  become  frankly 
hypokalemic.  It  is  in  these  patients  that  H/S  can  be  used  effec- 
tively as  “Step  IVi"  therapy.  The  addition  of  a Step  2 drug  can 
be  avoided,  complications  can  be  minimized,  and  serum  potas- 
sium can  be  maintained  within  the  normal  range. 
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Figure  2.  — Serum  potassium  levels  in  20  hypokalemic  patients 
with  controlled  hypertension  after  treatment  with  initial  diuretic  + 
Step  2 drug  and  after  subsequent  H/S  ± Step  2 therapy. 
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Addendum:  Since  the  completion  of  this  study,  the  FDA  has 
put  forth  a recommendation  that  not  more  than  50  mg  daily 
of  hydrochlorothiazide,  or  its  equivalent,  be  used  in  the  treat- 
ment of  patients  with  mild  hypertension. 
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1983:13(3)24-25. 
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For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity,  call  collect: 
412/741-3310. 

412/741-3310 

gjj  CompHeallh 

Wilson  Ross,  Regional  Administrator 
CompHealth  — Suite  300 
114  Centennial  Ave. 

Sewickley,  Pa.  15143 


successful  candidate  should  preferably 
have  had  1-3  years  post-residency  experi- 
ence either  as  a fellow  or  on  staff. 
Remuneration,  benefits,  and  vacation 
time  are  all  excellent.  Reply  to  Box  No. 
45,  c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio 
43215. 

COLLEGE  HEALTH  PHYSICIAN  — Im- 
mediate opening  for  an  experienced  phy- 
sician to  join  the  medical  staff  at  the  Ohio 
University  Student  Health  Center.  Op- 
portunity to  live  in  a pleasant  small  col- 
lege town  in  a rural  wooded  setting  and 
practice  in  a comprehensive  Health  Ser- 
vice which  emphasizes  health  education 
and  preventive  medicine  as  well  as  primary 
outpatient  care.  No  night  or  weekend  call. 
Must  be  sensitive  to  and  interested  in  the 
health  needs  and  education  of  young 
adults  in  a culturally  and  racially  diverse 
academic  community.  Applications  from 
family  practitioners  and/or  all  areas  of 
medical  specialty  will  be  accepted.  Ohio 
licensure  required.  Nine,  ten  or  twelve 
month  appointment  available  with  an- 
nualized salary  of  $47,000  plus  excellent 
benefits.  Steven  Richardson,  M.D.,  Di- 
rector, Hudson  Health  Center,  Athens, 
Ohio  45701.  Telephone  (614)  594-5521. 
An  Affirmative  Action/Equal  Opportuni- 
ty Employer. 

EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 
caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 


Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 

FAMILY  PRACTITIONER 

Lake  Erie  vacationland  community  with 
3,000  year-around  residents  seeks  family 
practitioner  to  open  new  practice.  Search 
effort  is  supported  by  nearby  113-bed 
JCAH  Accredited  non-profit  community 
hospital  with  drawing  area  of  19,000. 
Hospital  affords  practitioner  Medical/ 
Surgical,  ICCU,  Obstetrics  and  Pediatrics 
Care  Facilities,  along  with  complete  ancil- 
lary support  including  24  hr.  emergency 
room  coverage,  pathology,  radiology, 
physical  therapy  and  respiratory  therapy. 
Interested  physicians  should  contact: 
Robert  Dumminger,  Administrator 
Macgruder  Hospital 
Port  Clinton,  Ohio  43452 
Phone:  419-734-3131 

FAMILY  PRACTICE  CLINIC  — 
EASTERN  OHIO:  Need  board  eligible/ 
certified  family  practitioners  to  join  well 
established  medical  practice  in  small  east- 
ern Ohio  community.  Guaranteed,  com- 
petitive salary  and  vacation.  Contact:  Vil- 
lage Medical  Clinic,  1814  Enslee  Road, 
Coshocton,  Ohio  43812  or  call  614/622- 
7497  after  7:00  P.M. 

F.P.,  O.B.,  GYN.,  Pediatrician  for  ex- 
panding family  practice  in  Greater  Cin- 
cinnati area.  Full  time  or  part  time  ar- 
rangements possible.  Start  anytime.  Send 
resume  to  Box  No.  25,  c/o  Ohio  State 
Medical  Journal,  600  South  High  Street, 
Columbus,  Ohio  43215. 

FULL-TIME  STAFF  POSITIONS 
AVAILABLE  IN  NORTHEASTERN 

OHIO  for  career  oriented,  experienced 
emergency  physicians.  Hourly  compensa- 
tion and  paid  malpractice.  Current  ACLS 
certificate  and  Ohio  license  required. 
Send  Curriculum  Vitae  to  J.J.  Cahill, 
MD,  36001  Euclid  Ave.,  Willoughby, 
Ohio  44094. 


continued  on  next  page 
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Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


GENERAL/FAMILY  PRACTITIONERS 

If  you  are  looking  for  an  opportunity  to 
be  in  the  forefront  of  medical  care,  prac- 
tice preventive  medicine,  work  with  other 
innovative  professionals,  and  earn  a com- 
fortable living  in  pleasant  surroundings, 
send  your  curriculum  vitae  to  Physician 
Placement  Dept. -40.  An  equal  oppor- 
tunity employer.  CIGNA  Healthplans  of 
California,  700  N.  Brand  Blvd.,  Ste.  500, 
Glendale,  CA  91203. 

GRADUATE  ASSIST ANTSHIP, 

STUDENT  HEALTH  SERVICE 

Miami  University,  Oxford,  Ohio  45056. 
Qualifications:  Must  be  registered 
pharmacist  in  State  of  Ohio.  Must  be  ac- 
cepted in  good  standing  to  Miami’s  Grad- 
uate School.  $5,850  stipend,  plus  waiver 
of  instructional  fee  (and  out-of-state  tui- 
tion where  applicable).  Effective  date: 
January  14,  1985.  This  position  is  a 12- 
month  position  which  includes  summer 
terms  and  conforms  to  the  University  aca- 
demic calendar  during  that  period  of 
time.  Contact:  Gilbert  H.  Siegel,  Admin- 
istrator, Student  Health  Service,  no  later 
than  January  10,  1985. 


HIGH-RISK  OB/GYN 
ADVERTISEMENT 

Coordinator  of  OB  Service  for  high- 
risk  deliveries  to  join  staff  at  progres- 
sive 650-bed  hospital  in  greater  Cincin- 
nati area.  2,300  births  annually;  20 
Ob/Gyn  physicians  on  staff.  Finest 
up-to-date  OB/fetal  equipment,  Level 
II  nursery,  24-hour  in-house  Ob  anes- 
thesiology and  in-house  staff  Ob  cov- 
erage provided.  Opportunity  for 
teaching  residency  program  and  lim- 
ited private  practice.  Desire  board  cer- 
tified Ob/Gyn  with  high-risk  delivery 
training  and  experience.  Reply  to  Box 
No.  45,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Colum- 
bus, Ohio  43215. 


KAISER-PERMANENTE  MEDICAL 
CARE  PROGRAM 

Federally  qualified  HMO,  seeks  well- 
qualified  emergency  physicians.  Offered 
are  competitive  income,  extensive  mal- 
practice coverage,  retirement  program, 
plus  many  other  benefits.  Write  W.R. 
Young,  MD,  Medical  Director,  Ohio 
Permanente  Medical  Group,  Inc.,  2475 


M. L.  King,  Jr.  Drive,  Cleveland,  Ohio 
44120  or  call  collect  (216)  795-6005. 

An  Equal  Opportunity  Employer 

MEDICAL  DIRECTOR 

Comprehensive  mental  health  center  is 
presently  recruiting  for  a Medical  Direc- 
tor. We  are  looking  for  a board  eligible 
psychiatrist  who  has  a good  knowledge 
of  community  mental  health,  good  verbal 
skills  and  ability  to  work  with  a varied 
clientele.  The  position  involves  adminis- 
trative duties,  supervision  of  the  medical 
staff,  direct  services,  some  teaching  and 
consultation.  Starting  salary  $65,000- 
$70,000.  Fringe  benefits  include  malprac- 
tice and  disability  insurance,  paid  vaca- 
tion and  sick  leave.  Center  is  fully  accred- 
ited by  the  Joint  Commission  on  Accred- 
itation of  Hospitals.  Please  send  resume 
and  letter  of  interest  to:  North  Central 
Mental  Health  Services,  Personnel  Office, 
1301  North  High  Street,  Columbus,  OH 
43201. 

NEEMA  EMERGENCY  MEDICAL 
— a professional  association  — 

Emergency  Positions  — available  with 
emergency  physician  group  in  PA,  NY, 
NJ,  VA,  WVA,  MD,  KY,  FL,  and 
throughout  New  England,  the  Southeast 
and  the  Midwest,  including  all  suburban, 
rural  and  metropolitan  areas.  Fee-for-ser- 
vice  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward 
board  certification.  Physician  department 
directors  also  desired.  Please  send  resume 
to:  NEEMA  Emergency  Medical,  Suite 
400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  215-925-3511  in  PA,  or 
800-523-0776  outside  PA. 

OHIO  (CENTRAL  AND  NORTHERN 
AREAS):  Seeking  emergency  medicine 
physicians  for  full  time  and  locum  tenens 
opportunities  in  attractive  moderate 
volume  facilities.  Directorships  also  avail- 
able. Competitive  hourly  rates,  malprac- 
tice insurance  and  flexible  scheduling.  For 
more  information  contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Rd., 
Suite  128,  Traverse  City,  MI  49684;  800- 
253-1795  or  in  Michigan  800-632-3496. 

ORTHOPEDIST  AND  HEMATOLO- 
GIST-ONCOLOGIST needed  badly. 

N. E.  Ohio.  Send  C.V.  to  Box  No.  44,  c/o 


Ohio  State  Medical  Journal,  600  South 
High  Street,  Columbus,  Ohio  43215. 

ORTHOPEDIC  SURGEON  NEEDED 

We  have  an  immediate  opening  for  a 
board  eligible  orthopedic  surgeon  in 
Newark,  Ohio.  First  year  salary  $75,000 
plus  fringe  benefits.  Send  resume  to 
Orthopedic  and  Fracture  Clinic,  Inc.,  155 
McMillen  Drive,  Newark,  Ohio  43055. 

PHYSICIAN 
Student  Health  Service 
Miami  University 

Oxford,  Ohio 

Associate  physician  positions  are 
available  for  providing  primary  health 
care  for  college  students  and  job-injury 
care  for  employees.  Doctor  of  Medicine 
or  Doctor  of  Osteopathy  certification  and 
State  of  Ohio  license  required.  Specialty 
training  in  family  practice,  internal 
medicine,  pediatrics,  and/or  emergency 
treatment  desired.  Full-time,  42 
weeks/year.  One  position  definite,  one 
pending.  Send  resume  by  January  21, 
1985  to  Gilbert  Siegel,  Jr.,  Associate  Vice 
President,  Student  Affairs,  Miami 
University,  Oxford,  Ohio  45056.  Equal 
opportunity  in  education  and  employ- 
ment M/F/H. 

TOLEDO  — SUBURBAN  AREA:  Imme- 
diate full  time  and  locum  tenens  position 
in  new  ambulatory  care  center.  Affiliated 
with  major  hospital.  Attractive  schedule 
and  compensation,  malpractice  insurance 
provided.  Contact:  Emergency  Consult- 
ants, Inc.,  2240  S.  Airport  Road,  Suite 
128,  Traverse  City,  MI  49684;  800-253- 
7195  or  in  Michigan  800-632-3496. 

UNIQUE  AND  EXCITING  OPPOR- 
TUNITY FOR  MD  OR  DO  interested  in 
health  promotion  and  preventive  medi- 
cine. Assist  in  the  formulation  and  deliv- 
ery of  health  care  programs  to  both  indi- 
viduals and  corporations.  Applicants 
should  have  interest  in  nutrition,  fitness, 
medical  self  care,  patient  education,  and 
stress  management.  Those  interested 
should  contact  Preventive  Concepts,  Inc., 
933  High  Street,  Suite  200G,  Worthing- 
ton, Ohio  43085. 

WANTED  — PRIMARY  CARE 
PHYSICIAN  licensed  in  Indiana  to  prac- 
tice in  University  38-bed  JCAH  accredited 
hospital  for  a 12-month  fiscal  year  ap- 
pointment. Must  be  able  to  communicate 
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with  and  have  empathy  toward  the  college 
age  population.  Salary  negotiable;  excel- 
lent fringe  benefits.  Send  resume  to  T.A. 
Schott,  Administrator,  Purdue  Student 
Hospital,  West  Lafayette,  IN  47907. 

An  Equal  Opportunity/ 
Affirmative  Action  Employer 


Equipment 

FOR  SALE:  X-ray  machine,  General 
Electric  hospital  portable  with  light  col- 
limator. Picture  on  request.  $2,000.  Wil- 
liam D.  Tenney,  D.P.M.,  33880  Aurora 
Rd.,  Solon,  Ohio  44139  (216)  248-3374. 


Miscellaneous 

UNIQUE  BUSINESS  OPPORTUNITY 
FOR  PHYSICIANS 

American  Bloodpressure  Centers,  Inc.  is 
a rapidly  growing  chain  of  hypertension 
treatment  facilities  located  in  major  re- 
gional shopping  malls.  If  you  would  like 
to  explore  how  this  sound  business 
growth  opportunity  might  help  you  build 
toward  a financially  secure  future  con- 
tact: Richard  E.  Winter,  MD,  Chairman 
of  the  Board,  777  Third  Avenue,  New 
York,  New  York  10017,  212-303-1706. 


Practice  for  Sale 

PRACTICE  PRICED  FOR  QUICK  SALE: 

Internist,  Northern  Ohio  medium  sized 
city.  Average  gross  $450,000  per  year  last 
three  years.  Retiring  August  '85.  Will  in- 
troduce. Reply  to  Box  No.  42,  c/o  Ohio 
State  Medical  Journal,  600  South  High 
Street,  Columbus,  OH  43215. 


Real  Estate 


Two-bedroom  condominium,  eleventh 
floor;  on  Gulf.  Beautifully  decorated  and 
furnished.  For  lease.  Call  513/891-1263. 
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The  Ohio  State  Medical  Journal 
600  South  High  Street 
Columbus,  Ohio  43215 
Telephone:  614/228-6971 


Seminars 


OCCUPATIONAL  MEDICINE 
TRAINING 

Intensive  4 week  program  beginning  June 
10-21,  1985  and  continuing  October  21- 
25, 1985  and  March  17-21, 1986.  The  one- 
week  continuation  portions  may  be  taken 
in  successive  years.  Clinical  and  Adminis- 
trative Occupational  Medicine,  Epi- 
demiology and  Biostatistics,  Industrial 
Hygiene,  Toxicology,  Regulations,  etc. 
Ill  Cat  I and  Prescribed  AAFP  credits. 
9th  year.  References  from  past  partici- 
pants provided.  $600  per  week.  Sidney 


1985  CME  CRUISE/CONFERENCES 
ON  SELECTED  MEDICAL  TOPICS  — 

Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credit. 
Distinguished  professors.  FLY  ROUND- 
TRIP  FREE  ON  CARIBBEAN,  MEXI- 
CAN, & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registra- 
tion limited.  Pre-scheduled  in  compliance 
with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


THE  OHIO  UROLOGICAL  SOCIETY 
WILL  HOLD  ITS  SPRING  MEETING 

at  the  Fawcett  Center  for  Tomorrow  in 
Columbus  on  March  24,  1985  starting  at 
9:30  AM.  This  meeting  will  include  guest 
speakers  from  Medicare,  Blue  Shield,  and 
the  Legal  Department  of  the  OSMA  in 
the  morning.  In  the  afternoon,  the  Sec- 
ond Annual  Residents’  Essay  Contest  will 
be  conducted.  A luncheon  between  the 
sessions  will  be  provided.  This  meeting 
should  be  of  vital  interest  to  Ohio  urolo- 
gists in  a time  of  rapid  change  in  third 
party  reimbursement.  We  encourage 
member  and  nonmember  urologists  to  at- 
tend. For  further  details  contact  Richard 
A.  Memo,  MD,  1350  Fifth  Avenue, 
Youngstown,  OH  44504. 


Services 


Doctor,  you  can't  beat  the  quality  or 
the  price!  HOLTER  MONITOR 
SCANNING  SERVICE,  Physician 
owned,  trained  and  supervised.  Now 
using  UP  Service  for  faster  turnaround 
time.  No  contracts  to  sign.  We  can  ar- 
range for  lease/purchase  of  Holter 
equipment.  Why  are  you  paying  more 
and  getting  less?  DCG  Interpretation 
(313)  879-8860. 


Holter  Monitor  Scan  Service 

Scanning  for  cartridge,  cassette  or  reel- 
to-reel  recorders.  Quality  reports  by 
qualified  technicians  and  cardiologists. 
$35.00  for  scanned  report,  postage  and 
mailers.  Cardiologist  interpretation 
available.  For  more  information  call 
Advance  Medical  and  Research  Center 
1-800-552-6753. 


ARE  YOU  LOSING  PATIENTS? 

You  can  find  out  why  with  the  MED- 
QUEST  System  — only  $50  for  a com- 
plete system.  Send  check  or  money 
order  to:  MEDQUEST  — 1601  West 
Fifth  Avenue,  Suite  113,  Columbus, 
Ohio  43212. 


Classified  Ad  Rates:  $5  per  line.  Dis- 
play classified:  $7  per  line.  Minimum 
3 lines  per  insertion.  Ads  measure  8 
lines  to  the  inch.  Box  number  reply: 
Flat  $7  charge  in  addition  to  line  cost 
for  up  to  and  including  three  inser- 
tions. (Covers  cost  of  mailing  replies 
which  are  kept  confidential.)  Forms 
close  the  1st  day  of  the  month  preced- 
. log-month  of  publication , Addce&sadl. . 
ads  Attention:  Classified  Ad  Depart- 
ment, The  Journal,  OSMA,  600  South 
High  Street,  Columbus,  Ohio  43215. 
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Colleagues  In  The  News 

Edited  by  Doug  Evans 


ELIZABETH  R.  APLIN,  MD,  Co- 
lumbus, was  recently  presented  with  the 
Pediatric  Recognition  Award  of  the  Ohio 
Chapter,  American  Academy  of  Pediat- 
rics. Dr.  Aplin  serves  as  consultant  to  the 
Director  of  Maternal  and  Child  Health 
and  Crippled  Children’s  Services,  Ohio 
Department  of  Health. 


MARCIANITO  BAUTISTA,  MD,  Can- 
ton, a specialist  in  plastic  and  reconstruc- 
tive surgery  has  been  honored  as  a fellow 
of  the  United  States  section  of  the  Inter- 
national College  of  Surgeons. 


ROBERT  S.  DANIELS,  MD,  senior  vice- 
president  for  the  University  of  Cincinnati 
Medical  Center  and  dean  of  the  College 
of  Medicine,  has  been  elected  to  a three- 
year  term  on  the  Executive  Council  of  the 
Association  of  American  Medical  Col- 
leges (AAMC). 


ROBERT  DEBSKI,  MD,  Akron,  has 
been  appointed  to  the  Akron  Chapter 
Board  of  the  American  Heart  Associa- 
tion. Dr.  Debski  also  has  received  a grant 
from  the  American  Heart  Association  for 
“Composite  ULTI  Carbon  Grafts  for 
Cardiovascular  Surgery.” 


ANDREW  FILAK,  MD,  Ripley,  has 
been  appointed  to  the  Clinical  Manage- 
ment Advisory  and  Consultation  Net- 
work of  the  U.S.  Department  of  Health 
and  Human  Resources.  Dr.  Filak  will 
provide  clinical  consultation  to  Public 
Health  Service  supported  health  centers 
in  order  to  enhance  the  quality  of  service 
delivery. 


HENRY  HEIMLICH,  MD,  Cincin- 
nati, is  one  of  five  worldwide  recipients 
of  the  1984  Albert  Lasker  Medical  Re- 
search Awards.  Dr.  Heimlich,  professor 
of  advanced  clinical  sciences  at  Xavier 
University,  won  the  Lasker  Award  for 
Public  Service.  He  was  cited  for  develop- 
ing the  Heimlich  Maneuver,  a simple 
method  for  saving  the  lives  of  individuals 
choking  on  an  object  lodged  in  the  throat. 


ALBERT  S.  EVANS,  MD,  Middlefield, 
has  been  elected  coroner  of  Geaugua 
County. 


BRUCE  D.  JANIAK,  MD,  FACEP, 
Perry sburg,  was  elected  president  of  the 
American  College  of  Emergency  Physi- 
cians at  the  group’s  annual  meeting  in 
Dallas  in  October,  1984.  Dr.  Janiak  is  di- 
rector of  the  emergency  department  at 
the  Toledo  Hospital.  Also  elected  during 
the  meeting  was  MICHAEL  E.  ERVIN, 
MD,  Dayton,  to  the  position  of  vice  presi- 
dent of  the  1 1,300  member  national  medi- 
cal specialty  society. 


ALBERT  N.  MAY,  MD,  Marion,  has 
been  elected  to  a three-year  term  as 
Trustee  of  the  American  Group  Practice 
Association. 


PETER  MANNING,  MD,  Toledo,  is 
currently  serving  on  a sub-committee  of 
the  Public  Health  Council  of  Ohio.  The 
committee’s  focus  is  on  outlining  rules 
and  regulations  for  emergency  room  pro- 
cedures for  rape  victims. 


ARNE  MELBY  III,  MD,  Akron,  has 
been  elected  to  membership  in  the  Arth- 
roscopy Association  of  North  America. 


BENITO  MENA,  MD,  Cuyahoga  Falls, 
has  been  elected  president  of  the  Nor- 
theast Ohio  Psychiatric  Association. 


EDWIN  MOLLIN,  MD,  Akron,  has 
been  honored  by  the  Ohio  Senate  with  a 
resolution  recognizing  his  40  years  of 
work  with  crippled  children.  The  resolu- 
tion praises  Dr.  Mollin  for  conducting 
more  than  1 ,000  orthopedic  field  clinics 
for  the  Bureau  of  Crippled  Children’s 
Services  of  the  Ohio  Department  of 
Health  and  for  36  years  of  service  on  the 
Bureau’s  medical  advisory  committee. 


STERLING  W.  OBENOUR,  MD, 

FACS,  Zanesville,  has  been  elected  presi- 
dent of  the  Ohio  Chapter  of  the  American 
College  of  Surgeons.  Other  elected  of- 
ficers include  REX  K.  WHITEMEN, 


MD,  FACS,  Warren,  president-elect; 
JOHN  PETER  MILTON,  MD,  Ph.D., 
FACS,  Columbus,  treasurer;  and 
RICHARD  B.  REILING,  MD,  FACS, 
Kettering,  secretary.  ROBERT  M.  ZOL- 
LINGER, JR.,  MD,  FACS,  Cleveland, 
is  the  program  chairman  for  the  chapter’s 
13th  Annual  Meeting,  May  9-11,  1985  in 
Cleveland. 


VINCENT  ORTOLANO,  MD,  Ak- 
ron, won  first  prize  in  resident  competi- 
tion among  urology  programs  in  Ohio. 
The  work  was  done  in  cooperation  with 

PHILLIP  F.  NASRALLAH,  MD,  Ak- 
ron. 


J.  JOSEPH  PAYTON,  DO,  has  been 
elected  secretary-treasurer  of  the  Medical 
Staff  at  Akron  General  Medical  Center. 


DENNIS  S.  WEINER,  MD,  AKRON, 
was  the  recipient  of  the  “Golden  Apple 
Award”  for  teaching,  presented  by  the 
orthopedics  residents  of  Akron  General 
Medical  Center. 


ROBERT  RATCHESON,  MD, 

Cleveland,  has  been  elected  president  of 
the  Congress  of  Neurological  Surgeons. 


KENNETH  F.  RUPP,  MD,  FAAFP, 
Streetsboro,  was  named  president  of  the 
Association  of  Ohio  Health  Commis- 
sioners at  the  group’s  fall  meeting  in  Co- 
lumbus. Dr.  Rupp  has  served  as  the 
health  commissioner  of  Protage  County 
since  1979. 


WILLIAM  B.  SAXBE,  Jr.,  MD, 

Oberlin,  has  been  elected  treasurer  of  the 
Ohio  Historical  Society. 


JAMES  S.  UNGERLEIDER,  MD, 

Dayton,  has  been  elected  vice  president, 
and  Blaine  L.  Block,  MD,  Dayton,  has 
been  elected  secretary  of  the  St.  Elizabeth 
Medical  Foundation,  Dayton. 


DONALD  G.  WARREN,  MD,  West 
Lafayette,  has  been  elected  coroner  of 
Cochocton  County. 
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Valium®  (diazepam/Roche)  <S  Tablets 
Valrelease®  (diazepam/Roche)  (w 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  (g 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures;  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute for  each  5 mg  (1  ml)  given:  do  not 
use  small  veins,  i.e. , dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V., 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e.,  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2>/2  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mg  b.i.d.  to  q.i.d.;  or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets,  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mg  b.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2>/2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2>/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 

Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml)  given.  Do  not  use 
small  veins,  i.e.,  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not feasi- 
ble to  administer  Valium  directly  I.V.,  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  ana  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V. , repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V.,  repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older,  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus,  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 
Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  “V"  design— 2 mg,  white;  5 mg,  yellow;  10  mg, 
blue — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100,  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls.  2 ml,  boxes  of  10;  Vials, 

10  ml,  boxes  of  1 and  10  ; Tel-E-Ject®  (disposable 
syringes),  2 ml,  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 
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A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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The  cut  out  “V”  design  is  a 
trademark  of  Roche  Products  Inc. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


Valium  (diazepam/Roche)  I.V. 
bound  to  receptor  at  30  seconds 
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Unbound 
at  60  minutes 
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Highest  concentrations  of 
occupied  binding  sites  after 
Valium  I.V.  administration 


Intermediate  concentrations 
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Receptors  not  occupied 
by  injected  Valium 
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IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


ach  taDief  coprfains  5 mg  chlordazepoxide  and  12.5  mg  amitriptyline  (as  the  hydjochiorsde  salt) 


IN  PLACE  OF 
10-25  WRITE: 


Each  tablet  contains  10.,mg  c$ord*az6ppx;cJe  ana  25  ne  (as  the  hvdrochior  y 


Please  see  summary  of  product  information  on  following  page. 


UMBfTROL®(tV  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Informa- 
tion, a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated 
with  moderate  to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants.  Do  not  use  with  monoamine 
oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinua- 
tion of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convul- 
sions and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal 
response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary 
retention  or  angle-closure  glaucoma.  Severe  constipation  may 
occur  in  patients  taking  tricyclic  antidepressants  and  anticholi- 
nergic-type drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduc- 
tion time  reported  with  use  of  tricyclic  antidepressants,  espe- 
cially high  doses.  Myocardial  infarction  and  stroke  reported 
with  use  of  this  class  of  drugs.)  Caution  patients  about  possi- 
ble combined  effects  with  alcohol  and  other  CNS  depressants 
and  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  the  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 

Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiaz- 
epoxide  have  been  reported  rarely,  use  caution  in  administer- 
ing Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  following  discontinua- 
tion of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline;  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of 
seizures,  in  hyperthyroid  patients  or  those  on  thyroid  medica- 
tion, and  in  patients  with  impaired  renal  or  hepatic  function. 
Because  of  the  possibility  of  suicide  in  depressed  patients,  do 
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From  the  Editor’s  Desk 


Affairs  of  the  Heart 
and  Other  Matters 


Barney  Clark. 

William  Schroeder. 

Both  names  evoke  an  image  of 
the  heart  — not  as  poets  write 
about  it,  waxing  eloquent  on  lace 
beribboned  valentines  — but  as 
science  and  medicine  understand 
it,  appreciate  it,  and,  yes,  even 
create  it. 

The  heart  has  been  the  object  of 
much  experimentation  over  the 
years  and,  perhaps,  serves  as  one 
of  the  best  examples  of  how  far 
medicine  has  come,  both 
scientifically  and  technologically, 
in  advancing  life-spans  and 
improving  the  quality  of  the 
human  condition. 

Pacemakers,  bypass  surgery, 
angioplasty,  and  more  recent 
experiments  with  the  artificial 
heart  and  heart  transplants  (both 
animal  and  human)  have  shown 
the  world  that  valentines  come  in 
more  than  the  daintily-decorated 
forms  that  arrive  in  mail  boxes 
every  February  14. 

In  this  issue  of  the  Journal,  we 
examine  the  human  heart.  We  take 
a look  at  the  advances  that  have 
been  made  recently  in  the  area  of 
cardiology,  at  new  techniques  and 
treatments,  as  well  as  at  new 
theories  on  the  prevention  of  heart 
problems,  and  the  best  way  to 
diagnose  a heart  problem  before  it 
occurs.  We  also  include  a sensitive 
review  of  the  impact  these 
advances  are  having,  politically 


and  economically,  on  the  Ohio 
medical  community. 

Will  heart  transplants  and 
artificial  hearts  become  a part  of 
the  scene  here  in  Ohio?  To  answer 
this  question,  we  talked  with  some 
of  the  state’s  experts  in  this  field 
to  give  you  a glimpse  of  what  may 
lie  ahead  in  the  future. 

In  unrelated  articles  this  month, 
the  Journal  continues  its  series  on 
exploring  medicine’s  ethics.  Ohio 
Health  Director,  David  Jackson, 
MD,  gives  us  an  overview  of  the 
topic  from  his  own  perspective 
and  also  hints  at  the  type  of 
ethical  situations  physicians  may 
be  facing  in  the  years  ahead. 

We  also  bring  you  a report  of 
the  AMA  meeting  that  took  place 
last  December  in  Hawaii,  and  we 
are  printing  a copy  of  OSMA’s 
budget  for  1985. 

Finally,  we  want  to  mention  a 
small  housekeeping  item  which 
you  may  or  may  not  have  noticed 
yet.  Last  issue,  we  changed  the 
style  of  our  typeface  and  increased 
its  size  slightly  (on  some  of  our 
departments  and  all  of  our 
features)  to  make  the  Journal 
easier  to  read.  We  hope  it  has 
made  a difference  in  encouraging 
you  to  include  the  Journal  in  your 
stack  of  “must  read”  material.  In 
the  meantime,  we’ll  continue  to 
try  to  provide  you  with  the  type 
of  material  you’ll  want  to  have 
included  in  that  stack. 

— Karen  S.  Edwards 
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Letters  to 


Emergencies  and  the  EMT 

To  the  Editor: 

The  article  on  the  “Control  of 
Medical  Emergency  Services  at  the 
Scene  of  a Medical  Emergency” 
(December,  1984)  has  come  to  my 
attention.  My  comments, 
unsolicited  as  they  may  be,  are  as 
follows: 

We  all  know  that  physicians  are 
very,  very  important.  Physicians 
know  they  are  very,  very 
important.  And  now  we  must  let 
the  EMTs  know  they  are  very, 
very  important.  This  protocol 
really  does  it,  let  me  tell  you!  I 
really  wonder  why  anyone  bothers 
to  train  EMTs  at  any  level.  After 
all,  what  do  they  know  once  a 
physician  arrives  on  the  scene? 
How  dare  you  assume  that  just 
because  a man  has  MD  after  his 
name  he  is  QUALIFIED  to  treat 
emergencies  in  the  field!  An  OB 
man,  long  away  from  general 
practice,  certainly  cannot  be 
considered  qualified.  A 
dermatologist  with  his  limited 
practice,  certainly  cannot  be 
considered  qualified.  An 
anesthesiologist  is  not  trained  in 
emergency  medicine  as  a basic 
rule.  Has  it  ever  occurred  to  the 
run-of-the-mill  MDs  (and  they  are 
legion)  that  the  specially  and 
specifically  trained  EMT  knows 
his/her  job  and  can  get  along  very 
nicely,  thank  you!  Can  you 
imagine  the  EMT,  busily 
pressuring  a vital  area  to  keep  a 
patient  from  bleeding  to  death, 
asking  to  see  a doctor’s 
credentials?  How  does  the  EMT 
feel  when,  while  proceeding  with 
the  exact  emergency  methods 
required  for  the  trauma  of  the 
moment,  he/she  is  told  by  a 
passing  physician  that  it  must  be 
done  some  other  way.  The  EMT 
dares  not  be  subordinate  for,  after 
all,  a PHYSICIAN  is  issuing  the 
orders  and  whether  or  not  that 
physician  is  qualified  is  of  no 


the  Editor 


concern  at  the  moment.  The  EMT 
bows  to  the  initials  after  the 
name,  the  patient  dies.  The 
physician  clucks  a bit,  gets  in  his 
car  and  drives  away,  wondering 
what  in  the  world  went  wrong. 

A competent,  emergency-trained 
physician  is  available  to  any  EMT 
on  a 24-hour  basis  at  the  base 
station.  Questions  are  asked  and 
answered  promptly.  For  what 
possible  reason  do  they  need  a 
physician  to  “assume  control”?  If 
the  EMT  requests  assistance  for 
any  reason  and  it  is  within  the 
knowledge  of  the  physician  who 
appears  on  the  scene,  (hopefully 
he/she  is  an  emergency  room 
trauma  expert)  then  the  role  of  the 
physician  is  put  in  proper 
perspective. 

You  can  draw  up  all  the  policies 
you  want  ...  all  the  Resolutions 
. . . but  when  it  comes  down  to 
absolute  fact:  Let  the  EMTs  do 
their  job  for  which  they  are  well 
trained  and  truly  experienced.  If 
they  want  your  help,  they’ll  ask 
for  it.  Otherwise,  BUTT  OUT! 
Samantha  R.  Taylor 
(Ex-EMT-P) 

Cleveland,  Ohio 


Direct  entry  claims  correction 

To  the  Editor: 

The  article,  “PACO  Three 
Years  Old,  and  Still  Growing,”  in 
the  December  issue  contains 
inaccurate  information.  Paragraph 
three,  in  column  three  indicates 
that  direct  entry  of  Blue  Shield 
claims  is  available  from  PACO. 
This  is  not  true.  Dave  Pennington 
(President  of  PACO)  confirms  the 
quote  as  a misprint. 
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Second  Opinion 

The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 

Chemical  Dependency: 
A Treatable  Disease 


By  William  J.  Kennedy , MD 


As  a full-time  addictionologist,  I 
have  many  concerns  about  the  role 
of  organized  medicine  in  the  field 
of  chemical  dependency.  A 
number  of  us  working  in  this  new 
field  also  have  concerns  for  what 
we  perceive  to  be  vital  areas: 
appropriateness  of  therapy, 
recognizable  authorities  in  the  field 
for  consultations  with  courts, 
legislators  and  third-party  carriers, 
recognized  teaching  resources  for 
medical  schools,  etc. 

Those  of  us  working  in  the  field 
have  great  concern  for  the 
continued  inappropriate  care 
offered  by  otherwise  qualified 
medical  practitioners.  A recent 
American  Medical  Association 
(AMA)  poll  indicates  that  only 
21%  of  physicians  recognize 
alcoholism  as  a primary  disease; 
17%  continue  to  see  it  as  a 
psychiatric  problem,  while  57% 
see  it  as  some  kind  of  behavioral 
problem.  Only  27%  felt  competent 
to  treat  alcoholism;  45%  did  not 
feel  competent,  and  26%  had  very 
mixed  feelings. 

This  poll  unfortunately 
demonstrates  where  we  are  in 
treating  the  nation’s  number  one 
health  problem. 

Our  experience  with  third-party 
carriers  continues  to  be  equally 
distressing.  In  the  past,  their  staff 
and  consultants  have  had  little 


expertise  in  this  field,  and  yet 
make  significant  decisions  about 
treatment  settings,  modalities  and 
length  of  treatment  — all  of  which 
are  decisions  critically  affecting 
treatment  outcome  in  this  very 
treatable  disease. 

One  might  assume  that  nothing 
of  a constructive  nature  is 


A recent  poll 
indicates  that  only 
21%  of  physicians 
recognize 
alcoholism  as  a 
primary  disease  . . . 
and  only  27%  felt 
competent  to  treat 
it. 


underway  to  address  these 
concerns.  In  addition,  competition 
in  the  field  is  clouding  the  issue  of 
who  in  the  health  care  profession 
is  taking  the  lead  in  this  important 
and  critical  area.  It  might  be  well 
to  review  what  is  happening  in  the 
field  of  chemical  dependency  and 
how  physicians,  like  myself,  are 
involved  in  this  effort. 


In  the  last  few  years,  largely  due 
to  the  stimulus  generated  by  a 
group  of  recovering  physicians, 
some  significant  steps  have  been 
made.  In  1982,  the  State  of 
California  passed  a law  requiring 
medical  directors  of  alcohol  and 
drug  programs  be  certified  as 
specialists  in  the  field  of  chemical 
dependency.  In  1982,  a group  of 
us  from  around  the  nation,  field 
tested  an  examination  for  the 
California  Society  for  the 
Treatment  of  Alcoholism  and 
other  Drug  Dependencies.  In 
November,  1984,  115  physicians 
were  examined  and  101  were 
passed  and  certified  as  specialists 
in  the  field  of  chemical 
dependency. 

Also,  in  October,  1982,  the 
American  Academy  of 
Addictionology  was  founded, 
largely  due  to  the  leadership  of 
Dr.  G.  Douglas  Talbott.  Under  its 
sponsorship  and  with  the  support 
of  the  AMA,  the  two  historic 
KROC  Ranch  Conferences  came 
about.  The  first  conference 
brought  together  all  the  diverse 
medical  groups  interested  in  the 
field  of  chemical  dependency:  the 
AMA,  the  California  Society  for 
the  Treatment  of  Alcoholism  and 
Other  Chemical  Dependencies,  the 
American  Medical  Society  on 
Alcoholism,  the  Association  of 

continued  on  page  79 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

| Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
105  West  Fourth  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 
150  East  Sprague  Road 
[Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
| Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 
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continued 


Medical  Educators  and 
Researchers  in  Substance  Abuse, 
the  American  Psychiatric 
Association,  the  National  Institute 
of  Drug  Abuse,  the  National 
Institute  of  Alcohol  and  Alcohol 
Abuse,  the  National  Institute  of 
Health  and  others. 

Out  of  these  meetings,  a 
consensus  report  was  formulated, 
recognizing  that  there  is  a special 
body  of  knowledge  applicable  to 
the  field  of  chemical  dependency, 
and  those  who  are  familiar  with 
this  body  of  knowledge  should  be 
identified  as  specialists  in  this  new 
and  distinct  discipline. 

The  second  KROC  Ranch 
Conference  delegated  to  the 
American  Medical  Society  on 
Alcoholism  and  Other  Drugs  the 
responsibility  of  implementing  a 
credentialing  and  certification 
process,  as  well  as  developing 
fellowship  or  residency  training 
programs. 

Following  the  second 
conference,  the  American  Medical 
Society  on  Alcoholism  and  Other 
Drugs  accepted  this  charge  and 
implemented  this  by  appointing  a 
number  of  us  to  a committee  to 
continue  developing  a certification 
process,  as  well  as  fellowship 
training  programs.  Many  of  the 
members  of  these  committees 
come  from  the  medical  teaching 
field,  as  well  as  having  practical 
experience  in  the  treatment  of 
chemical  dependency. 

In  addition,  I was  recently 
appointed  to  an  AMA  committee 
to  review  the  terminology  used  in 
the  chemical  dependency  field,  and 
also  hopefully  remove  chemical 
dependency  from  the  psychiatric 
category  in  the  DSM  3 as  well  as 
the  current  international 
classification.  This  issue  is  already 
being  tested  in  the  courts. 

We  are  receiving  strong  support 


in  our  efforts  from  the  AMA,  and 
hopefully  within  a few  years 
medicine  will  have  a new 
recognized  specialty  in  the  field  of 
Addictionology.  This  new  field  is 
obviously  long  overdue,  when  85% 
of  all  chemically  dependent  people 
receive  no  treatment  at  all  for 
their  disease. 

Organized  medicine  has  a vital 
role  to  play  — first,  in  assisting 
this  new  field  to  obtain  the 
credibility  that  it  so  desperately 
needs  and  that  it  has  strived  so 
hard  to  obtain;  second,  in  bringing 
chemical  dependency  into  the 


mainstream  of  medicine.  We  need 
to  rid  it  of  the  remaining  vestiges 
of  stigma  as  a moral  issue,  rather 
than  a disease,  to  document  its 
treatability  and  to  recognize  the 
successful  methodology  which  is 
already  in  place.  In  short, 
chemical  dependency  should  be 
viewed  as  any  other  life- 
threatening,  treatable  disease. 


Dr.  Kennedy  is  program  director  for 
the  Alcohol  Rehabilitation  Unit  of 
Licking  Memorial  Hospital  in  Newark 
and  is  a member  of  the  OSMA 
Committee  on  Impaired  Physicians. 
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Cleveland  opens 
home  for 
developmental^ 
disabled 


A new  residence  for 
developmentally  disabled  and 
physically  handicapped  individuals 
recently  opened  in  Cleveland.  "HELP- 
Six  Chimneys,"  a non-profit 
organization  was  instrumental  in  the 
facility's  development. 

The  residence,  the  first  of  its  kind  in 
Ohio,  has  46-units,  including  10  one- 
bedroom  suites,  and  36  efficiency 
suites.  Eight  apartments  have  been 
made  adaptable  to  persons  in  wheel 
chairs,  and  the  building  also  features 
ramped  entrances,  wheelchair  lifts, 
elevator,  sprinkler  system  and  trouble 
alarms. 

"The  tenants  pay  as  little  as  30%  of 
their  income  and  the  U.S.  Department 
of  Housing  and  Urban  Development 
makes  up  the  difference,"  says  Ralph 
Fried,  MD,  Cleveland,  who  is 
associated  with  the  project. 

Many  of  the  residents  are  employed 
in  sheltered  workshops  and  live 
independent  lives.  The  facility's  close 
proximity  to  a bus  stop  allows 
residents  to  come  and  go  to  work, 
shop  and  run  errands,  enabling  them 
to  maintain  a self-sufficient  lifestyle. 


New  claims  for  “health  food”  studied 


The  Kellogg  Company  is  adding 
a whole  new  meaning  to  the  word 
“health  food.” 

In  a recent  ad  campaign,  touting 
its  All-Bran  cereal,  Kellogg  claims 
that  eating  the  cereal  helps  reduce 
the  risk  of  cancer. 

“Kellogg  is  probably  the  first  of 
a new  wave  of  making  health 
claims  for  food  products,”  says 
Michael  Jacobson,  head  of  the 
Center  for  Science  in  the  Public 
Interest,  a private  group  that 
monitors  health  concerns. 

Jacobson  was  quoted  in  a recent 
UPI  release.  “The  government  has 
no  guidelines  on  how  to  make 
honest  claims,”  he  adds. 

However,  Carol  Crawford,  head 
of  the  Federal  Trade 
Commission’s  (FTC)  Bureau  of 
Consumer  Protection,  noted  that 
ads  are  based  on  National  Cancer 
Institute  studies  and  help  alert  the 
public  to  NCI  recommendations 
that  people  get  a high-fiber,  low- 
fat  diet. 

“It  is  the  type  of  advertising 
that  we  believe  should  be 
encouraged,”  she  says. 

The  ads  begin  with  the 
statement:  “At  last,  some  news 
about  cancer  you  can  live  with,” 
then  continues  to  say  “The 
National  Cancer  Institute  reports 
some  very  good  health  news. 

There  is  growing  evidence  that 
may  link  a high-fiber,  low-fat  diet 
to  lower  incidence  of  some  kinds 


of  cancer.  That’s  why  one  of  their 
strongest  recommendations  is  to 
eat  high-fiber  foods.  If  you 
compare,  you’ll  find  Kellogg’s  All- 
Bran  has  nine  grams  of  fiber  per 
serving.  No  cereal  has  more.  In 
fact,  ounce  for  ounce,  no  food 
has  more.” 

Jacobson  says  his  group  would 
like  to  see  the  FTC  and  the  Food 
and  Drug  Administration  (FDA) 
impose  a moratorium  on  all  health 
claims  until  specific  guidelines  are 
drawn. 

The  FDA,  however,  has  not  yet 
decided  whether  the  Kellogg  ad  is 
lawful  under  the  agency’s  Food, 
Drug  and  Cosmetic  ad,  which 
prohibits  untruthful  labeling.  Nor 
has  it  decided  whether  All-Bran 
should  be  judged  as  a food  or  as  a 
drug. 


Urgent  care  psychiatry 


The  urgent  care  concept  is 
reaching  into  the  psychiatric 
field  with  what  are  known  as 
Short  Procedure  Units  (SPU). 

The  concept  which,  according 
to  reports,  originated  in 
Philadelphia,  was  instituted  to 
evaluate  and  treat  psychiatric 
emergencies  and  help  the 
practicing  psychiatrist,  as  well 
as  other  physicians,  deal  with 
problems  that  can’t  be  taken 
care  of  in  a physician’s  office. 

In  a letter  describing  the  unit, 
Paul  Fink,  medical  director  of 
the  Philadelphia  Psychiatric 
Center,  wrote  that  the  SPU  is 
an  effort  to  reduce  costs  by 
lowering  the  use  of  hospital 
emergency  rooms  and  inpatient 


admissions. 

William  Dubin,  the  Center’s 
clinical  director,  says  he  sees 
nothing  wrong  with  psychiatric 
emergency  rooms. 

“The  psychiatric  emergency 
room  traditionally  treats  the 
disadvantaged,  the  same  as  the 
general  emergency  room,” 
Dubin  said.  Paying  patients 
tend  to  be  admitted  as  hospital 
inpatients.  For  these  people,  the 
SPU  can  be  a bridge  that 
enables  them  to  continue  to  be 
treated  by  their  own  physician 
without  the  expense  of 
hospitalization,  or  the 
experience  of  going  to  an 
emergency  room. 
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Majority  of  public  scientifically  illiterate 


n r 


Nearly  half  of  all  bills 
considered  by  Congress  have  a 
scientific  or  technological 
component  to  them,  points  out  a 
commentary  in  a recent 
publication  of  the  American 
Council  on  Science  and  Health. 
“Yet  93%  of  U.S.  adults  — 
including  most  voters  and  many 
legislators  are  ‘scientifically 
illiterate,’  ” the  commentary  says. 

The  figure  was  based  on  a 1979 
study  completed  by  the  National 
Science  Foundation  which 
indicated  that  only  7%  of 
American  adults  tested  met 
minimal  criteria  for  scientific 
literacy. 

The  survey  also  indicated  that 
only  14%  of  the  population  is  able 
to  provide  even  a minimally 
acceptable  definition  of  scientific 
study,  while  half  could  not 
differentiate  between  science  and  a 
pseudoscience,  such  as  astrology. 

“Environmental  and  consumer 
groups  frequently  lobby  for 
stringent  regulations  on  scientific 


and  technological  endeavors,”  the 
essay  says.  “Yet  not  only  the  vast 
majority  of  voters,  but  most 
public  leaders  as  well  lack  the 
background  to  evaluate  these 
issues  objectively  and  to  separate 
ethical,  moral  and  emotional  issues 
from  scientific  questions.  Since 
people  have  a natural  tendency  to 
fear  and  reject  what  they  do  not 
understand,  the  ultimate  danger  of 
widespread  scientific  illiteracy  is 
the  anti-science  and  anti- 


technology sentiments  which  it 
fosters.” 

Jeopardized  by  the  public’s 
ignorance  are  medical  research 
programs,  particularly  those 
involving  animal  research  and 
genetic  engineering,  where  freedom 
of  scientific  inquiry  often  is 
blocked  by  emotional  reactions. 

“Anti-science  sentiment  will 
inevitably  lead  to  greater  control 
of  scientific  enterprise  by  non- 
scientists,” the  essay  concludes. 


Nine  Cleveland  hospitals  face  losses 


The  financial  health  of  nine 
Cleveland  area  hospitals  could 
be  in  serious  jeopardy  following 
a decision  by  Blue  Cross/Blue 
Shield  of  Northern  Ohio  to 
deny  them  full  insurance 
coverage  for  their  patients. 

The  region’s  largest  health 
insurer  recently  asked  34 
hospitals  in  that  part  of  the 
state  to  submit  bids  for  service. 
Blue  Cross  then  named  25  of 
them  as  eligible  for  full 
insurance  coverage  for  patients, 
stating  it  would  pay  only  70% 
of  the  costs  at  the  remaining 
nine  hospitals. 

In  addition  to  the  size  of 
their  bids,  hospitals  were 
selected  according  to  the  types 
of  services  they  offered  and  the 
number  of  Blue  Cross  patients 
served.  Not  all  hospitals  chosen 
were  low  bidders. 

The  action  has  prompted 
criticism  from  physicians, 
patients,  politicians  and 
hospitals  in  the  Cleveland  area, 
alike,  who  fear  it  will  severely 


hamper  the  financial  operations 
of  those  hospitals  being  denied 
full  coverage.  The  nine 
hospitals  are  expected  to  lose 
over  10%  of  their  revenues 
before  they  will  be  given  a 
chance  to  rebid. 

The  issue  became  further 
intensified  late  last  year  when 
Blue  Cross  issued  an  advertising 
campaign  implying  those 
hospitals  denied  full  coverage 
were  not  “certified.”  While  the 
intent  of  the  message  was  that 
they  were  not  “certified”  for 
full  Blue  Cross  coverage,  the 
implication  was  that  the 
hospitals  were  not  medically 
certified,  causing  a Cuyahoga 
County  Common  Pleas  judge  to 
order  the  company  to  halt  the 
ads. 

Blue  Cross  was  encouraging 
its  patients  to  use  only  the 
“certified”  hospitals,  in  order 
to  give  those  hospitals  chosen 
enough  patients  to  reduce  their 
unit  costs. 


Columbus  to  get 
lithotripter 

Riverside  Methodist  Hospital  in 
Columbus  may  be  the  site,  this 
year,  of  a new  $5  million 
lithotripter  center,  the  first  of  its 
kind  in  the  state.  The  center  will 
offer  patients  suffering  from 
kidney  stones  a faster  and  more 
cost-effective  form  of  treatment. 

The  lithotripter  is  being 
obtained  by  the  Ohio  Kidney 
Stone  Management,  Inc.,  a group 
of  85  urologists  in  Central  Ohio. 
The  device,  which  pulverizes 
kidney  stones  with  shock  waves, 
was  approved  late  last  year  by  the 
Food  and  Drug  Administration. 

As  of  last  December,  only  six 
hospitals  in  the  U.S.  had 
lithotripter  machines.  These  were 
used  on  an  experimental  basis. 

The  procedure,  which  allows  the 
patient  to  sit  in  a tub  of  water 
while  shock  waves  shatter  the 
kidney  stones,  will  cost  an 
estimated  $3,500  to  $5,000  per 
case,  as  compared  to  nearly  $7,000 
for  kidney  stone  surgery. 
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Ethics 


ETHICS  IN  THE  EIGHTIES: 

Contrasts  and  Conflicts 

By  Susan  Porter 


“The  health  care  system  in  the 
1980s  is  clearly  in  a state  of 
crisis,”  says  the  person  who 
should  know  the  most  about  that 
subject  in  the  State  of  Ohio. 

Among  major  reasons  for  the 
crisis  “are  the  contrasts  that  exist 
between  unmet  needs  and 
technological  successes.  These  have 
caused  a great  deal  of  concern  in 
the  general  public.” 

The  above  were  among  the 
opening  remarks  delivered  by 
David  L.  Jackson,  MD,  director 
of  the  Ohio  Department  of 
Health,  when  he  addressed  fellow 
physicians,  residents  and  other 
staff  members  at  Riverside 
Hospital  in  Columbus  late  last 
fall.  The  speech,  which  centered 
around  physician  ethics  in  the 
1980s  and  the  evolution  of 
hospital  ethics  committees,  was 
one  of  a series  of  early-morning 
seminars  sponsored  by  the 
hospital. 

Dr.  Jackson,  who  earned  his 
MD  from  Johns  Hopkins 
University  in  1968  and  served  as 
senior  and  chief  resident  in  the 
Department  of  Neurology  at  Johns 
Hopkins  hospital  during  the  early 
1970s,  drew  upon  his  varied 
experiences  as  a practitioner, 
professor  and  administrator  in 
discussing  physician  ethics  in  the 


1980s. 

His  years  as  an  intensive  care 
physician  and  director  of  the 
Center  for  the  Critically  111  at 
University  Hospitals  in  Cleveland, 
combined  with  his  most  recent 
months  as  the  state’s  top  health 
care  administrator,  have  given  him 
a unique  perspective  on  the  status 
of  the  health  care  system  in  Ohio, 
today,  and  the  many  ethical 
considerations  surrounding  it. 

Dr.  Jackson  makes  special  note 


of  the  variety  of  issues  that  have 
evolved  in  health  care  over  the 
past  several  decades  and  the 
conflicts  they  often  present: 
continuing  medical  advancements 
versus  increased  financial 
constraints;  patient  rights  versus 
physician  responsibilities  and 
“traditional  western  medical 
ethics”  versus  “the  real  world”  of 
the  1980s. 

For  instance,  “We’ve  greatly 
increased  our  lifespans  through  the 


use  of  antibiotics,  intensive  care 
units,  improved  technology  and 
increased  emphasis  on 
prevention,”  Dr.  Jackson  points 
out.  “Yet  we  put  our  senior 
citizens  in  institutions  and  decrease 
the  value  of  their  lives.” 

The  past  two  decades  have  seen 
a tremendous  decrease  in  the 
infant  mortality  rate,  he  continues. 
“Yet  there  are  some  census  tracts 
in  Cleveland  where  the  infant 
mortality  rate  is  higher  than  in 


Honduras  — the  least  developed 
country  in  the  world.” 

Jackson  says  Medicare  presents 
another  dichotomy.  “We’ve  come 
to  believe  that  access  to  quality 
health  care  is  the  right  of  all 
citizens  — yet  millions  of 
Americans  fear  that  the 
foundation  of  their  access  — the 
Medicare  Trust  Fund  — is  going 
bankrupt.” 

The  problems  inherent  in  these 
conflicts  are  only  compounded  by 


Physicians  should  have  in  mind  that  often 
living  wills  are  written  when  the  individual 
is  perfectly  healthy,  and,  as  a result,  death 
is  a distant  and  abstract  possibility. 
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the  fact  that  traditional  codes  of 
ethics  — including  the  revered 
Hypocratic  Oath  — are  quickly 
becoming  outdated  in  today’s 
consumer-rights-oriented  society. 

“The  oath  says  it  is  the 
responsibility  of  the  physician  to 
do  what  in  his  (her)  view  is  best 
for  the  patient  — not  what  is  best 
from  the  patient’s  point  of  view,” 
Dr.  Jackson  says.  “This  has  led  to 
some  real  problems  in  view  of  the 
patients’  rights  movement.  We 
need  to  balance  traditional  western 
medical  ethics  with  the  real  world 
of  today.” 

It  is  not,  however,  a simple 
matter,  as  the  everyday  experiences 
of  most  practicing  physicians  bear 
out.  Jackson  points  to  a 1978 
study  published  in  the  New 
England  Journal  of  Medicine 
where  patients  with  burns  so 
severe  that  survival  was 
unprecedented  were  surveyed  as  to 
their  wishes  between  exemplary 
treatment  efforts  and  a quiet 
“death  with  dignity.”  Eleven  out 
of  the  13  chose  to  die  without 
treatment. 

“This  is  an  example  which 
negates  physician  responsibility  for 
patient  autonomy,”  he  says. 

Yet  when  physicians  are  forced 
to  rely  on  the  often  uncertain  and 
sometimes  fickle  desires  of  their 
patients,  other  problems  arise.  He 
points  to  the  case  of  an  elderly 
man  with  chronic  lung  disease  who 
was  admitted  to  the  hospital  with 
pneumonia,  yet  insisted  he  not  be 
put  on  a ventilator.  Later, 
however,  when  he  became  short  of 
breath  and  death  became  imminent 
he  reversed  his  decision. 

“He  decided  to  die  until  things 
got  tough,”  Dr.  Jackson  says.  As 
his  condition  improved,  he  again 
refused  the  ventilator.  “And  much 


to  the  exasperation  of  the  staff,  he 
changed  his  mind  at  least  10  times 
a day.” 

“To  say,  ‘do  what  the  patient 
wants’  flies  in  the  face  of  the 
ambivalent  feelings  he  or  she  may 
have  when  death  becomes  a 
reality,”  says  Dr.  Jackson. 

Living  wills  are  another  difficult 
issue  surrounding  the  patients’ 
rights  issue.  “Living  wills  are  very 
helpful,  once  you  know  they’re 
available  and  what  they  say.  If 
they  are  a formal  statement 
written  when  the  patient  is  in  full 
possession  of  his  or  her  faculties, 
the  doctor  should  respect  them,” 
Dr.  Jackson  says.  However, 
physicians  should  have  in  mind 
that  often  living  wills  are  written 
when  the  individual  is  perfectly 
healthy,  and,  as  a result  death  is  a 
distant  and  abstract  possibility. 

“These  wills  can  be  further 
complicated  by  terms  such  as 
‘hopeless’  and  ‘heroic  efforts,’  ” 
he  continues.  “What  exactly  do 
these  mean?  It  doesn’t  allow  you 
to  be  ambivalent  — and  the  vast 
majority  of  patients  are  very 
ambivalent  (about  death).” 

Dr.  Jackson  cites  another  case 
where  a young  pregnant  woman 
suffering  from  a severe  asthma 
attack  asked  not  to  be  put  on  a 
mechanical  ventilator,  although 
death  was  probable  without  it. 
With  the  help  of  her  boyfriend, 
however,  her  decision  was 
reversed.  Later,  she  revealed  that 
her  original  decision  had  been 
based  on  the  fact  that  her 
grandmother  had  died  on  a 
ventilator  several  months  earlier. 

“That  kind  of  unreasonable  fear 
in  an  emergency  can  be  a tough 
variable  in  a clinical  situation,” 

Dr.  Jackson  says. 

Thus,  while  “traditional  western 


medical  ethics”  may  have  stressed 
“Do  unto  others  as  you  would 
have  them  do  unto  you,”  today’s 
physician  must  follow  an  altered 
version  — “Do  unto  others  as  you 
think  they  would  want  you  to  do, 
if  they  were  capable  of  making  a 
rational  decision.” 

“The  former  is  great  social 
philosophy  but  bad  medicine,” 

Dr.  Jackson  says,  “especially  if 
the  patient  can’t  make  a clear 
statement  about  what  he  or  she 
wants.” 

This  is  especially  critical  when  a 
patient  is  unable  to  express  his  or 
her  wishes.  For  example,  several 
years  ago,  a woman  with  brain 
cancer  who  was  comatose  was 
admitted  to  the  critical  care  unit  at 
Dr.  Jackson’s  hospital.  While  he 
and  others  on  the  team  fought 
frantically  to  save  her,  some  felt 
the  revival  procedures  were 
unnecessary  in  view  of  her  certain 
death  from  the  disease. 

“We  looked  into  her  history  a 
little  and  found  out  that  she 
desperately  wanted  to  live  three 
more  weeks  to  see  the  birth  of  her 
first  grandchild,”  Dr.  Jackson 
recalls.  “The  change  in  the  staff’s 
attitude  was  amazing”  — and  so 
was  the  woman’s  recovery.  She 
went  on  to  live  nearly  four  months 
longer,  spending  most  of  her  last 
days  with  her  grandchild. 

“This  brings  up  another 
difficult  issue  — economics,”  Dr. 
Jackson  says.  “This  woman’s 
chance  of  survival,  was  only  one- 
in-ten,  and  she  lived  less  than 
four  months.  Was  the  money  and 
care  spent  to  keep  her  alive 
justifiable?” 

He  says  that  this  is  a social 
issue  that  the  public,  as  a whole, 
must  address  if  greater  conflicts 
are  to  be  avoided.  And  physicians 
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must  assume  a leading  voice  in 
that  discussion. 

“It  is  incumbent  upon  us  as 
clinically-active  professionals  to 
make  ourselves  heard  in  the 
public-policy  dialogue  — that  we 
don’t  leave  it  to  the  lawyers,  the 
politicians  and  the  administrators 
to  make  the  decisions,”  he  says. 

Yet  physicians  need  to  better 
educate  and  prepare  themselves  for 
these  ethical  confrontations,  in 
order  to  become  better 
practitioners  and  better  patient 
advocates.  Among  the  ethical 
areas  in  need  of  more  examination 
and  improved  understanding  are 
“the  ethical  diversity  of  our 
society  — and  our  feelings  and 
attitudes  about  death  and  dying,” 
he  says. 

Dr.  Jackson  recalls  his  first 
experience  with  a dying  patient  as 
a young  intern.  A 7 8 -year-old 
black  woman  was  brought  into  the 
hospital  comatose  with  massive 
congestive  heart  failure  and  was 
subsequently  declared  brain  dead. 
After  talking  with  the  family,  it 
was  calmly  and  collectively  decided 
that  life  support  should  be 
withdrawn. 


A short  time  later,  however,  he 
walked  into  the  woman’s  room 
only  to  find  the  family  crying, 
wailing  and  singing  hymns  around 
the  body.  “I  began  to  wonder  if 
we  had  made  the  right  choice,”  he 
says.  “A  New  Englander  like 
myself  was  not  prepared  for  this 
kind  of  demonstration  of  grief.” 

In  another  case,  Dr.  Jackson 
was  perturbed  with  a family  who 
insisted  CPR  be  given  to  a family 
member  who  had  already  been 
declared  brain  dead.  “Later,  I 


discovered  they  were  Orthodox 
Jews;  their  definition  of  death  was 
cessation  of  the  heartbeat.  They 
felt  they  had  to  do  everything 
possible  to  keep  this  person  alive 
— in  their  terms.” 

As  physicians,  “We  don’t  know 
enough  about  the  ethical  diversity 
of  our  society,”  Dr.  Jackson  says. 
“We  need  to  be  more  aware  of 
the  wide  variety  of  ways  patients 
and  their  families  deal  with  death 
and  dying  — and,  to  date,  we’ve 
not  been  very  well  prepared  for 
that.” 

In  fact,  ethics,  in  general,  is 
considered  of  very  little  import  in 
the  making  of  a doctor.  “Ethics  is 
not  given  focus  in  the  selection 
process  of  medical  students  or  in 
the  medical  school  curriculum,” 
Dr.  Jackson  says.  “Yet  with  the 
explosion  of  technology  and  its 
impact  on  the  practice  of 
medicine,  ethics  has  become  more 
and  more  important.” 

And  much  larger  ethical  issues 
loom  on  the  horizon  — ranging 
from  thermo-nuclear  war  to  organ 
transplantation. 

“As  physicians,  we  have  to 
understand  and  participate  in  the 


discussion  as  to  whether  or  not 
there  is  such  a thing  as  a 
‘winnable’  nuclear  war  — and  to 
entertain  the  possibility  of 
someday  having  to  care  for  the 
victims  of  that  war.” 

And,  commenting  on  organ 
transplantation,  Dr.  Jackson  says, 
“Along  with  improving 
technology,  we  need  to  develop  a 
fair  and  equitable  way  or  process 
of  gaining  access  to  donor  organs. 
There  are  some  disturbing  trends 
developing  where  decisions  are 


being  made  in  the  newspapers  and 
on  TV  — where  aggressive 
families  are  gaining  access  to 
organs  and  non-aggressive  families 
are  not.” 

Again,  finances  further 
complicate  the  issue.  “The 
government  can  monitor  these 
programs,”  he  says,  “but  we  can’t 
be  expected  to  take  from  the  many 
and  give  to  the  few.  Our  first 
responsibility  is  to  fund  basic 
services.  Only  after  that  can  we 
consider  funding  transplants  and 
other  extraordinary  measures.” 

The  decision  to  treat  — or  not 
to  treat  — for  whatever  reasons  — 
financial,  ethical,  patient  rights  — 
has  left  physicians,  hospitals, 
patients  and  others  involved  in 
health  care,  in  a difficult  dilemma. 
And  as  treatments  become  more 
sophisticated  — and  funding 
becomes  more  constrained  — the 
gaps  continue  to  widen  and  the 
questions  grow  larger. 

It  is  for  these  reasons  hospital 
ethics  committees  have  been 
organized  throughout  the  state  and 
nation  — to  help  begin  to  close 
these  gaps  and  ease  some  of  the 
pressures  faced  by  physicians, 
hospital  staffs  and  patients’ 
families. 

“Hospital  ethics  committees  can 
be  a very  important  tool  in 
helping  both  the  staffs  of  intensive 
care  units  and  the  families  of 
patients,”  Dr.  Jackson  says. 

“Often  they  help  to  alleviate  the 
guilt.  The  family  may  feel  it  let  go 
too  soon  — and  they  are  grateful 
for  the  input.” 

Physicians  also  benefit  from  the 
aid  of  the  committee  which 
generally  meets  at  the  request  of 
the  senior  physician  in  the  case  to 
discuss  the  ethical  considerations 
of  treatment  alternatives.  “It 
meets  and  advises  — it  is  not 
simply  a rap  session,  nor  is  it  a 
decision  maker,”  says  Dr. 

Jackson. 

Yet,  in  some  cases,  physicians 
feel  threatened  by  the  existence  of 


The  decision  to  treat  — or  not  to  treat  — has 
left  physicians,  hospitals,  patients  and 
others  involved  in  health  care,  in  a difficult 
dilemma. 
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these  committees  which  can  also 
be  called  at  the  request  of  nurses, 
ICU  residents  or  anyone  involved 
in  the  patient’s  care  — including 
the  patient’s  family.  And  while  the 
final  decision  remains  with  the 
physician,  the  ethics  committee 
does  come  to  a “consensus  of 
opinion”  which  may  be  entered  on 
the  patient’s  chart. 

Still,  ethics  committes  can  be  a 
valuable  tool,  and,  over  time,  they 
can  grow  into  a very  dynamic 
process  — “an  important  resource 
which  fosters  appropriate 
professional  dialogue  for  the 
benefit  of  the  patient,”  Dr. 
Jackson  says. 

With  the  continued  commitment 
and  strong  cooperation  of  all  of 
those  involved  in  the  patient’s 


care,  he  says,  hospital  ethics 
committees  can  be  an  important 
means  of  dissolving  contrasts  and 
resolving  conflicts.  OSMA 


Susan  Porter  is  the  Assistant  Editor  of 

the  Ohio  State  Medical  Journal. 


Coming  in  June,  the  Ohio  State 
Medical  Journal  will  devote  an  entire 
issue  to  the  subject  of  Ethics  and 
Morals.  If  you  would  like  to 
contribute  an  article  to  that  issue, 
please  send  your  manuscripts  to  our 
Editorial  offices  before  April  20: 

OSMA  Journal 
600  S.  High  St. 

Columbus,  Ohio  43215 


The  Ohio 
Urological  Society 

will  hold  its  Spring  meeting 
at  The  Fawcett  Center  for 
Tomorrow  in  Columbus  on 
March  24,  1985 
starting  at  9:30  AM. 

This  meeting  will  include  guest 
speakers  from  Medicare,  Blue 
Shield,  and  the  Legal  Depart- 
ment of  the  OSMA  in  the 
morning.  In  the  afternoon,  the 
Second  Annual  Residents’  Es- 
say Contest  will  be  conducted. 
A luncheon  between  the  ses- 
sions will  be  provided. 

This  meeting  should  be  of 
vital  interest  to  Ohio  Urologists 
in  a time  of  rapid  change  in 
third  party  reimbursement.  We 
encourage  member  and  non- 
member urologists  to  attend. 
For  further  details  contact 
Richard  A.  Memo,  M.D.,  1350 
Fifth  Avenue,  Youngstown, 
Ohio  44504. 


Immke  Circle  Leasing  INC. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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Bruce  Reitz,  MD  (left)  and  Norman  E.  Shumway,  MD  perform  the  first  combined  heart-lung  transplant  at  the  Stanford  University 
Medical  Center  in  March,  1981.  Photo  courtesy  of  Sandoz  Pharmaceuticals. 
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CARDIAC  SURGERY 

REVIEW 

— By  Peers  or  By  State? 

By  Susan  Porter 


The  banner  headline  was  over 
an  inch  and  a half  tall  and 
stretched  five  columns  across  the 
top  of  the  front  page  of  the 
Cleveland  Plain  Dealer. 

It  read  “Heart  Surgery  units 
break  rules  on  safety,”  and  it 
charged,  . despite  Cleveland’s 
international  reputation  for  heart 
surgery,  most  open  heart  units 
here  violate  government  and 
professional  standards  for  patient 
safety.” 

The  accusations  which  appeared 
in  the  October  23,  1983  Sunday 
edition  of  the  paper,  were  based 
chiefly  on  the  fact  that  a number 
of  Cleveland  area  hospitals 
performed  less  than  200  open 


heart  surgeries  during  1982  — a 
standard  recommended  by  the 
Inter-Society  Commission  for 
Heart  Disease  Resources  in  1975 
and  later  adopted  by  both  the 
state  and  federal  governments. 

The  article  also  pointed  out  that 
“Hospitals  in  Ohio  are  not 
required  to  report  mortality 
rates,”  and  charged,  “.  . . open 
heart  units  are  virtually 
unregulated  in  Ohio,  leaving 
patients  with  little  way  of  knowing 
which  open-heart  units  are 
substandard  and  possibly 
dangerous.” 

The  story  continued  on  three 
full  pages  inside,  complete  with 
graphs,  charts  and  photos  under 


bold  headings  that  read,  “How 
Open  Heart  Surgery  is  Regulated 
Elsewhere,”  “Grading  Heart 
Units”  and  “Comparing  Mortality 
Rates”  (at  10  Cleveland  area 
hospitals). 

It  then  pointed  a finger  at  state 
government,  stating,  “The  Ohio 
Department  of  Health,  with  a tax 
supported  annual  budget  of  about 
$125  million,  is  supposed  to  help 
promote  the  health  of  Ohioans, 
but  it  offers  little  or  no  protection 
from  bad  or  inappropriate  open- 
heart  surgery. 

“With  virtually  no  state 
regulation,  heart  specialists  say  it’s 
more  important  than  ever  before 
for  patients  facing  heart  surgery  to 
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“You  can’t 
compare  a 3% 
mortality  rate  at 
one  institution  that 
handles  a lot  of 
difficult  or 
emergency  cases 
to  a 1 % mortality 
rate  at  another 
hospital  that  takes 
only  electives.’’ 


intelligently  select  where  to  have 
the  surgery.” 

House  Bill  626 

The  articles  brought  an  outcry, 
both  from  the  public  sector  and 
from  the  medical  community,  but 
for  different  reasons.  Physicians  at 
the  Cuyahoga  County  hospitals 
named  in  the  article  felt  the 
information  was  biased,  unfair 
and  inaccurate.  “Their 
information  was  distorted  and 
insufficient,”  says  one  cardiac 
surgeon  from  that  area. 

Others,  however,  including  a 
number  of  state  legislators 
representing  the  area,  felt  there 
might  be  reason  for  concern. 

Alan  Markowitz,  MD,  of  the 
division  of  cardiothoracic  surgery 
at  Mt.  Sinai  Medical  Center  — 
one  of  the  hospitals  mentioned  in 
the  article  — says  of  the  situation, 
“It  was  an  alarming  indication  of 
the  way  the  public  perceives 
cardiac  surgery  — be  it  true  public 
opinion  or  simply  the  instruments 
of  public  opinion,  like  the 
newspapers  and  the  legislators.” 

Three  months  later  — in 
January  of  1984  — a bill  was 
introduced  in  the  State  Legislature 
which  called  for  the  formation  of 
a special  “State  Cardiac  Advisory 
Committee”  to  oversee  and 
regulate  cardiac  surgery  and  care 
units  in  Ohio. 

House  Bill  626,  introduced  by 
Representative  June  Kreuzer  of 
House  District  10  in  Cuyahoga 
County  and  cosponsored  by  a 
number  of  other  Cleveland-area 
representatives,  called  for  a new 
17-member  State  Cardiac  Advisory 
Committee  which  would  have  the 
power  to  both  open  and  close 
cardiac  units  in  the  state. 

Committee  members,  according 
to  the  bill,  would  be  appointed  by 
the  Director  of  Health  and  would 
consist  of  a hospital  administrator, 
a health  care  insurance  provider, 


and  a number  of  cardiologists  or 
cardiac  surgeons.  They  would  be 
paid  $3,000  a year  for  their 
services,  out  of  a total  operating 
budget  of  $100,000  which  would 
come  from  the  state’s  General 
Revenue  Fund. 

As  dictated  in  the  bill,  the 
committee  would  be  required  to 
adopt  certain  standards  for  cardiac 
surgery  and  catheterization  units, 
and  to  make  sure  these  standards 
were  followed. 

Among  the  standards  outlined  in 
the  bill  are  that  “No  hospital  shall 
maintain  a cardiac  catheterization 
unit  unless  it  also  has  a cardiac 
surgery  unit;”  and  “No  hospital 
shall  maintain  a cardiac  surgery 
unit  for  adult  patients  unless  at 
least  two  hundred  surgical 
procedures  are  performed  each 
year  in  the  unit.”  Pediatric  cardiac 
surgery  units  would  be  required  to 
maintain  at  least  75  surgical 
procedures  a year  in  order  to  stay 
in  operation. 

Each  of  the  29  cardiac  units 
currently  operating  in  the  state  of 
Ohio  would  be  forced,  under  the 
bill,  to  regularly  report  their 
mortality  rates  to  the  committee, 
along  with  other  medical  data  as 
specified.  The  committee  would 
then  publish  an  annual  report  of 
this  data  which  would  be  made 
available  to  the  public-at-large. 

In  addition,  any  unit  with  a 
mortality  rate  of  more  than  o 
for  coronary  bypass  surgery  or  8% 
for  other  open-heart  procedures 
would  have  to  undergo  a special 
evaluation  by  the  committee. 

The  Alternatives 

House  Bill  626  was  tabled  after 
being  placed  in  committee  last 
year.  However,  it  is  likely  to  be 
reintroduced  during  1985, 
according  to  David  L.  Jackson, 
MD,  director  of  the  Department 
of  Health. 

Shortly  after  the  bill  was 
introduced  last  year,  Dr.  Jackson 
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contacted  the  three  associations  in 
the  state  whose  members  would  be 
most  affected  by  the  legislation: 
the  Ohio  State  Medical 
Association  (OSMA),  the  Ohio 
Hospitals  Association  (OHA)  and 
the  Ohio  Osteopathic  Association 
(OOA). 

He  asked  each  organization  for 
the  names  of  members  who  might 
be  interested  in  taking  a closer 
look  at  the  issue  and  who  would 
consider  the  possibility  of  forming 
a professional  peer  review 
committee  to  monitor  cardiac  care, 
in  lieu  of  the  state  agency 
proposed  by  the  legislation. 

“It’s  a private  philosophical 
belief  — both  of  myself  and  of 
Governor  Celeste  — that,  where 
possible,  the  public  and  private 
sectors  should  work  together  to 
come  up  with  alternatives  — to 
form  new  partnerships  for  meeting 
these  kinds  of  needs,”  Dr. 

Jackson  says. 

Following  an  informal  meeting 
of  75  interested  parties  last  April, 
approximately  20  representatives 
of  the  various  cardiac  care  units 
from  around  the  state  were  named 
to  an  ad  hoc  committee  to  study 
the  issue.  Since  that  time, 
physicians  and  hospital 
administrators  have  been  meeting 
regularly  in  Columbus  to  discuss 
the  variety  of  ways  a volunteer 
peer  review  system  could  be 
developed,  how  it  would  function 
and  the  types  of  data  it  would 
retrieve  and  release. 

Among  the  major  concerns  of 
those  hoping  to  avert  a state 
regulatory  body  is  that  raw  data 
released  to  the  public  without 
some  meaningful  interpretation 
could  be  misleading  and 
misconstrued. 

“Many  of  us  feel  that 
publishing  a list  of  mortality  rates 
does  not  really  serve  the  public,” 
says  Dr.  Markowitz.  “In  fact  it 
could  be  a great  disservice.  You 
can’t  compare  a 3%  mortality  rate 


at  one  institution  that  handles  a 
lot  of  difficult  or  emergency  cases 
to  a 1%  mortality  rate  at  another 
hospital  that  takes  only  electives.” 

The  ad  hoc  group  therefore 
thinks  it  is  important  to  “make 
the  submission  of  data  as 
meaningful  as  possible,  and  to 
meaningfully  interpret  it  to  the 
public,”  says  Dr.  Markowitz. 

Another  problem  with  the 
state’s  plan  is  its  designation  of 
the  200-surgery  minimum  for  adult 
cardiac  units.  “Just  because  a 
hospital  completed  only  196 
surgeries  last  year  doesn’t  mean  it 
has  a bad  program,”  says  a 
cardiac  surgeon  from  one  of  those 
hospitals.  “We  need  to  protect 
some  of  our  small  but  very 
excellent  programs.” 

Thus  a positive  feature  of  a peer 
review  board  is  that  it  would  allow 
physicians  and  hospital 
representatives  to  set  the  criteria 
for  quality  care,  rather  than  have 
the  state  dictate  criteria.  “We 
could  then  publish  our  own  list, 
stating  which  institutions  have  met 
these  criteria,”  suggests  Dr. 
Markowitz.  “If  we  chose  to  do 
this  amongst  ourselves,  it  won’t  be 
forced  upon  us  by  some  legislative 
medium  that  may  not  have  our 
best  interests  at  heart.” 

The  primary  consideration  of 
the  ad  hoc  group,  to  date, 
however,  has  been,  “Do  we  need 
this  at  all?”  says  Dr.  Markowitz. 
“If  so,  then  how  should  we 
proceed  with  it?  If  not,  how  do 
we  organize  ourselves  legislatively 
to  defeat  the  bill?” 

A Firm  Commitment 

With  these  questions  in  mind, 
the  ad  hoc  committee  invited 
physicians  and  others  affected  by 
the  legislation  to  a second  open 
meeting  in  Columbus  last 
December,  when  again  some  75 
interested  parties  were  in 
attendance. 

“The  overwhelming  consensus 


“Just  because  a 
hospital  completed 
only  196  surgeries 
last  year  doesn’t 
mean  it  has  a bad 
program.  We  need 
to  protect  some  of 
our  small  but 
excellent 
programs.’’ 
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BEST? 


With  so  many  life  insurance 
companies  in  the  marketplace 
today,  sometimes  it’s  difficult  to 
choose  the  one  that  is  best  for 
you. 

At  American  Physicians  Life, 
we  offer  a comprehensive  range 
of  competitively  priced  insurance 
products  designed  with  the 
successful  professional  in  mind 
including  an  innovative  universal 


life  plan,  individual  and  group 
term  life  coverages,  qualified 
pension  programs,  high-yielding 
annuity  plans,  and  attractive 
disability  income  programs. 

APL  is  represented  by  the 
most  knowledgeable  and 
professional  insurance  agents  in 
the  industry  in  addition  to  being 
staffed  by  home  office  personnel 
who  are  dedicated  to  providing 


the  quality  of  service  a 
successful  professional  expects 
and  deserves. 

When  you  are  thinking  about 
life  insurance  protection  or 
planning  for  a secure  future,  why 
not  choose  a company  who 
understands  your  particular 
protection  needs — why  not 
choose  the  best? 


/£ 


AMERICAN  PHYSICIANS  LIFE 

For  all  your  life  insurance  needs. 


A SUBSIDIARY  OF  PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 
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Cardiac  Surgery  Review 

continued 

at  the  first  meeting  was  that  we 
should  do  something ,”  Dr. 
Markowitz  recalls. 

Similarly,  most  of  those 
attending  the  second  meeting 
expressed  positive  views  on  the 
formation  of  a review  committee 
of  professionals  — particularly  if 
faced  with  the  alternative  of  a 
state  review  board. 

It  was  decided  at  the  meeting, 
however,  that  more  input  from 
both  the  medical  community  and 
the  hospitals  was  needed. 
Therefore,  formal  letters  are  being 
sent  out  to  each  of  the  29  cardiac 
surgery  units  and  all  of  the  cardiac 
catheterization  units  in  the  state, 
in  an  effort  to  find  out  how  many 
are  willing  to  get  involved  and 
make  a commitment. 

“We  are  going  to  need  more 
than  just  an  OK  or  a nod,”  Bruce 
Lytle,  MD,  staff  thoracic  and 
cardiovascular  surgeon  at  the 
Cleveland  Clinic  told  those  in 
attendance.  “We  are  going  to  need 
support  — at  some  cost  — to  set 
something  up.” 

That  cost  will  include  “seed 
money”  to  get  the  program 
started,  as  well  as  operating 
monies  to  maintain  it. 

Just  how  such  a cardiac  care 
peer  review  system  would  be 
funded  has  not  yet  been 
determined,  although  Dr. 
Markowitz  doesn’t  feel  money  will 
be  a big  problem.  Among 
potential  sources  of  funding  are 
the  professional  associations  — 
OSMA,  OHA  and  OOA  — along 
with  the  institutions  affected  and 
even  private  and  charitable 
organizations. 

Says  Dr.  Markowitz,  the  cost  of 
setting  up  the  peer  review  system 
might  be  worth  it  at  any  price, 
considering  the  alternatives  — a 
state  agency  that  would  have  all  of 
the  controls. 

And  such  a system  was  likely  to 
be  called  for  sooner  or  later,  even 
without  the  appearance  of  the 
Cleveland  newspaper  articles  and 


the  subsequent  introduction  of 
House  Bill  626. 

“This  is  the  age  of  consumerism 
and  regulatory  commissions,”  Dr. 
Markowitz  says.  “Patients  want  to 
know  what  treatment  you  are 
giving  them,  and  they’re  suspicious 
of  the  results.  They  want  to  know 
exactly  what  it  is  they’re  paying 
for. 

“If  we  don’t  have  our  own 
committees  to  monitor  these 
activities,  the  state  will  do  it  for 
us.  And  I think  it’s  to  our 
advantage  to  do  it  ourselves.” 

Such  a review  system  could  also 
have  other  benefits  to  the  medical 
community  and  the  community-at- 
large,  Dr.  Markowitz  feels.  The 
retrieval  of  statewide  data  not  only 
could  help  doctors  and  hospitals 
be  more  accountable  to  their 
patients;  it  might  also  encourage 
cardiac  care  units  in  the  state  to 
work  together  cooperatively  to  set 
up  standards  and  criteria  for 
quality  care. 

Without  a sound  data  base,  Dr. 
Markowitz  admits,  it  is  sometimes 
difficult  to  disprove  accusations 
like  those  leveled  by  the  Plain 
Dealer  at  Cuyahoga  County 
cardiac  surgery  units. 

“If  we  have  the  mechanism  to 
submit  and  analyze  our  own 
statistics  on  a statewide  basis,  then 
when  the  press  comes  to  us  with 
questions  or  accusations,  we’ll 
have  the  information  we  need  to 
respond,”  he  says.  OSMA 

Ohio  physicians  who  would  like  to 
comment  on  the  cardiac  care  review 
issue  may  address  their  opinions  to 
The  Ohio  State  Medical  Journal,  600 
S.  High  St.,  Columbus,  Ohio  43215. 

All  responses  will  be  forwarded  to  the 
ad  hoc  committee. 


Susan  Porter  is  the  Assistant  Editor  of 
the  Ohio  State  Medical  Journal. 
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An  Important 
Question  for 
Ohio  Physicians. 


WHEN  YOG  HAVE 
A PROFESSIONAL 
LIABILITY  CLAIM, 

HOW  DOES 
YOCJR  INSURANCE 
COMPANY  RESPOND? 

DOES  YOUR  ■ Use  the  most  highly-qualified,  eminent  defense 
COMPANY:  counsel  available  in  your  area? 

■ Have  a physician’s  consent  clause  for  claims  set- 
tlements? 

■ Make  it  a practice  never  to  surcharge  you  next 
year  for  this  year’s  claims? 

■ Have  a proven  track  record  of  skilled  claims 
handling? 

■ Have  a claims  review  committee  consisting  of 
doctors? 

Find  out  why  more  and  more  physicians  are  switching  to  PICO. 
Call  or  write  for  more  information;  or  contact  your  local  PICO  agency. 

Pco 

Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 

(614)  864-7100  or  toll  free  in  Ohio,  1-800-282-7515. 


IF  YOU  CAN 
ANSWER  YES 
TO  THESE 
QUESTIONS, 
YOUR  COMPANY 
IS  PROBABLY 
PICO! 
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Transplants, 
Implants 
and  Other 
Extreme 
Measures 


By  Susan  Porter 


He  sat  in  a chair  outside  the 
Memorial  Medical  Center  in 
Jacksonville,  Florida  and  held  up 
a sign  which  read,  “One  Kidney 
for  Sale.”  More  than  30  such 
signs  had  been  posted  around  the 
hospital  grounds  before  the  police 
finally  arrived  and  ticketed  him 
for  violating  the  city’s  picketing 
laws. 

He  was  asking  $250,000  for  his 
kidney,  but  his  need  for  the 
money  and  the  extreme  steps  he 
was  taking  to  get  it  were  not 
without  reason.  The  man  suffered 
from  congestive  heart  failure  and 
he  needed  the  money  to  pay  for  a 
heart  transplant. 
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Transplants,  implants  and 

continued 


“I  can  live  with  just  one 
kidney,”  J.  Richard  Wood  is 
quoted  in  a UPI  story  as  saying. 
“But  I can’t  live  without  a heart.” 

The  case  is  an  extreme  example, 
but  it  makes  a number  of  points. 
The  first  is  that  patients  who  face 
certain  death  because  of  a 
damaged  or  diseased  organ  are 
willing  to  take  great  chances  and 
go  to  drastic  measures  for  the  slim 
hope  of  adding  a few  more  years 
to  their  lives. 

For  those  with  irreparable  heart 
damage,  these  measures  have 
taken  the  form  of  heart 
transplants,  artificial  implants  and 
— most  recently  — animal  heart 
transplants. 

The  problems  potential 
transplant  patients  face  are 
monumental  and  reach  far  beyond 
the  clinical  complications  that  the 
use  of  Cyclosporin  and  other 
medical  breakthroughs  have 
successfully  addressed. 

As  in  Mr.  Wood’s  case,  the  first 
crucial  consideration  is  money. 

Uncomplicated  heart  transplants 
now  cost  an  average  of  $80,000  to 
$100,000,  not  including  drug 
therapy  and  aftercare  once  the 
patient  is  released  from  the 
hospital.  Most  hospitals  require 
the  money  in  advance  — before 
they  will  even  consider  a patient  a 
transplant  candidate. 

Because  many  third-party  payers 
still  consider  the  procedure 
experimental,  they  generally  do 
not  cover  heart  transplants.  Until 
recently,  neither  Medicaid  nor 
Medicare  (which  does  cover  kidney 
transplants)  were  willing  to  pick 
up  the  cost. 

Thus  many  patients  and  their 
families  — like  Mr.  Wood  — were 
forced  to  take  matters  into  their 
own  hands;  to  beg  and  borrow  the 
money  from  neighbors,  friends 
and  others  in  the  community.  A 
tearful  plea  on  the  nightly  news  or 
a call  to  the  Governor  or 
President  was  not  uncommon. 


other  measures 


The  situation  prompted  Ohio 
Governor  Richard  Celeste  last  July 
to  organize  a statewide  consortium 
for  whole  organ  transplantation 
other  than  kidney  — the  first  of 
its  kind  in  the  country.  Its  purpose 
is  to  help  insure  that  “a  patient’s 
ability  to  pay  must  not  be  the 
determining  factor  in  becoming 
eligible  for  organ  transplants,” 
according  to  a news  release  issued 
by  the  Ohio  Department  of 
Health.  “With  the  new  statewide 


Others  foresee  the 
invention  of  a 
totally  self- 
contained  artificial 
heart  within  the 
next  30  years  — if 
the  public  is  willing 
to  support  it. 


consortium,  those  patients  who 
can  benefit  from  an  organ 
transplant  — regardless  of  income, 
race  or  sex  — will  be  considered 
by  a committee  that  includes 
hospital  representatives  as  well  as 
external  members.” 

Three  Ohio  hospitals  — all  of 
which  had  indicated  an  interest  in 
doing  organ  transplants  other  than 
kidney  transplants,  before  last  year 
— were  named  to  the  consortium. 
They  include  the  Ohio  State 
University  Hospitals  in  Columbus, 
the  Cleveland  Clinic  Foundation, 
and  University  Hospitals  of 
Cleveland.  As  of  mid-December,  1984 
seven  transplants  — including  five 
heart  transplants  — had  been 
overseen  by  the  consortium. 


The  consortium  also  directly 
addresses  the  issue  of  funding; 

25%  of  consortium  members’ 
transplants  surgeons’  fees,  along 
with  25%  of  all  institutional  gifts 
related  to  transplants  are  put  into 
a special  “cushion  fund”  to  help 
patients  who  have  no  means  to 
pay  for  the  surgery. 

In  addition,  those  Medicaid 
patients  who  are  selected  by  the 
consortium  for  transplants  are 
now  covered  by  Medicaid; 
however,  the  state  plans  to 
monitor  the  impact  of  the  organ 
transplant  program  on  the 
availability  of  Medicaid  funds 
available  for  other  services. 

The  state  is  also  hoping  to 
convince  insurance  companies  to 
reconsider  the  “experimental” 
status  of  heart  and  other  solid 
organ  transplants;  particularly 
since  two-year  success  rates  have 
climbed  to  80%  in  many 
programs. 

In  December,  1984,  Blue  Cross-Blue 
Shield  of  Central  Ohio  became  the 
first  in  the  state  to  offer  total 
coverage  for  its  customers 
approved  for  transplants  by  the 
consortium. 

Another  major  problem  faced 
by  transplant  patients  — and  one 
the  consortium  is  also  addressing 
— is  the  issue  of  organ 
availability.  This  matter  became 
painfully  evident  in  the  case  of 
15 -month-old  Ashley  Bailey  in 
Texas.  The  child  was  in  need  of  a 
liver  transplant,  but  the  state’s 
Medicaid  program  refused  to  pay 
for  it.  Through  the  intervention  of 
President  Reagan  and  Texas 
House  Speaker  Gibson  Lewis,  the 
family  finally  received  a special, 
one-time  approval  for  Medicaid 
coverage.  The  little  girl  died, 
however,  before  a donor  could  be 
located. 

Ohio’s  three  consortium 
members  are  working  in 
conjunction  to  obtain  organs  for 
transplant  candidates  and  to 

continued  on  page  96 
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The  Jarvik-7 

The  Jarvik-7,  the  first  total 
artificial  heart  to  be  implanted  in 
a human  being,  is  the  result  of  20 
years  and  $200  million  in  research, 
according  to  its  makers,  Symbion, 
Inc. 

The  company,  formerly  called 
Kolff  Medical,  was  founded  by 
Willem  Kolff,  MD,  in  1976,  along 
with  heart  researchers  Robert 
Jarvik,  MD  and  Don  Olsen,  MD, 
all  from  the  University  of  Utah. 

Dr.  Kolff  was  the  first  person  in 
the  western  world  to  successfully 
implant  an  artificial  heart  in  an 
animal.  The  experiment  took  place 
at  the  Cleveland  Clinic  in  1957 
and  the  dog  lived  90  minutes. 

Since  that  time,  the  artificial 
heart  developed  by  Dr.  Kolff  and 
his  partners  has  undergone  major 
changes  (see  photo);  numerous 
experimental  models  have  been 
developed  by  various  other 


researchers,  as  well.  In  1969, 
Denton  Cooley,  MD,  implanted 
the  first  artificial  heart  in  a human 
on  a temporary  basis,  until  a 
human  heart  for  transplantation 
could  be  located.  The  patient  died, 
as  did  two  others  in  1981. 

The  Cleveland  Clinic  and 
Pennsylvania  State  University  are 
among  others  in  the  U.S.  currently 
working  to  perfect  a total  artificial 
heart;  overseas,  Toyota  of  Japan 
and  various  German  and  Russian 
researchers  are  experimenting  with 
models,  as  well. 

At  the  present  time,  however, 
only  the  Jarvik-7  has  been 
approved  by  the  U.S.  Food  and 
Drug  Administration  for  human 
implantation. 

Most  experiments  thus  far  with 
the  Jarvik  heart  have  been  done 
using  calves  and  sheep.  Various 
models,  including  the  Jarvik  3,  5 


and  7,  have  been  implanted  in 
over  200  animals  at  the  University 
of  Utah.  In  1981,  a calf  survived 
268  days  with  a Jarvik-5.  In  1983, 
a sheep  lived  297  days  with  a 
Jarvik-7. 

The  creators  of  the  device, 
however,  are  among  the  first  to 
admit  even  their  latest  model  has 
severe  limitations.  Among  the 
major  problems  are  the  potential 
for  “blood  clots,  calcium  build- 
up, mechanical  failure  or 
breakage,  and  infection  of  the  air- 
powered  drive  lines  that  pierce  the 
skin,”  says  Dr.  Jarvik  in  a 
November  issue  of  the  Wall  Street 
Journal. 

However,  several  improvements 
were  made  to  the  model  used  by 
William  Schroeder.  Among  the 
modifications: 

• A change  in  the  valve  design 
continued  on  page  135 
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develop  a uniform  approach  for 
matching  and  treatment.  Yet  there 
simply  aren’t  enough  organs  to  fill 
the  growing  demand,  and  the 
problem  is  expected  to  worsen  as 
the  clinical  and  financial  picture 
improves. 

Thus,  even  more  dramatic 
solutions  to  the  problem  have  been 
sought,  as  is  evidenced  in  the  cases 
of  Barney  Clark,  William 
Schroeder  and  Baby  Fae. 

While  it  is  likely  to  be  a number 
of  years  before  Ohio  surgeons  are 
involved  in  such  ventures, 
nationwide,  artificial  implants  and 
even  animal  heart  transplants 
could  become  much  more  common 
and  feasible. 

For  example,  Robert  Jarvik, 

MD,  inventor  of  the  artificial 
heart  used  in  both  Schroeder  and 
Clark,  predicts  not  only 
improvements  in  the  design  and 
operation  of  that  heart;  he  also 


says  the  cost  of  the  procedure  is 
likely  to  drop  dramatically.  While 
Clark’s  surgery  cost  some 
$250,000,  the  cost  of  an  artificial 
implant  could  fall  below  $50,000 
over  the  next  two  years  — $20,000 


The  cost  of  an 
artificial  implant 
could  fall  below 
$50,000  . . . 


for  the  surgery  and  $25,500  for 
the  heart  and  its  portable  driver, 
Dr.  Jarvik  predicts. 

Others  in  the  field  forsee  the 
invention  of  a totally  self- 
contained  artificial  heart  within 
the  next  30  years  — if  the  public 
is  willing  to  support  the 


development  of  such  a device. 

Baby  Fae’s  case  is  another 
indication  of  the  extreme  remedies 
the  future  may  hold  for  those  with 
congenitally  deformed  hearts.  The 
baboon  heart  transplant  kept  her 
alive  only  21  days;  yet  surgeons  at 
Loma  Linda  University  consider 
her  case  a success  and  are  “more 
convinced  than  ever  that  in  the 
future  similar  procedures  will  save 
some  children  from  certain 
death,”  says  a recent  issue  of 
American  Medical  News. 

According  to  the  article,  the 
group  plans  to  continue 
transplanting  baboon  hearts  into 
newborns  facing  certain  death, 
after  it  has  more  thoroughly 
completed  its  studies  of  Baby 
Fae’s  case. 

A total  of  five  such  transplants 
have  been  approved  for  the  Loma 
Linda  University  team  by  the 
Institutional  Review  Board.  0SMA 
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Treating  the  Heart 
Patient:  What’s  New? 

A two-year  review  of  the  medical 
literature,  describing  new  treatments  and 
therapies  for  heart  attack  victims 


By  Karen  S.  Edwards 


Introduction 

It’s  still  a killer. 

Cardiovascular  diseases  continue 
to  be  the  leading  cause  of  death  in 
this  country. 

According  to  the  most  recent 
statistics  from  the  American  Heart 
Association  (AHA),  some  989,610 
deaths  occurring  in  the  U.S.  can 
be  attributed  to  cardiovascular 
diseases.  That  represents  nearly 
50%  of  all  deaths  in  this  country. 

Heart  attacks  alone  caused 
559,000  deaths,  and  — to  make  a 
quick  statistical  comparison  with 
other  leading  causes  of  death  — 
cancer  claimed  422,570  and 
accidents  102,130. 

Economically,  the  figures  are 
also  impressive.  Last  year,  the 


AHA  estimates  that  $64.4  billion 
was  spent  on  cardiovascular 
diseases,  including  physicians’ 
services,  hospital  and  nursing 
home  services  and  costs  spent  on 
medication.  This  figure  does  not 
include  the  immense  human  losses 
in  terms  of  emotional  trauma, 
bereavement,  depression  and 
impairment  of  quality  of  life 
suffered  prematurely  by  its  victims 
and  their  relatives.  The  word 
prematurely  is  used,  because  two- 
thirds  of  the  victims  of  heart 
attacks  are  between  the  ages  of  45 
and  64. 

Nor  do  the  above  figures 
include  the  negative  impact  on  our 
nation’s  productivity  since  workers 
may  be  placed  on  disability  rolls 


and  the  medical  care  and  disability 
costs  must  be  added  to  the  price 
of  goods. 

Perhaps  it  is  the  sheer 
immensity  of  the  problem  that  has 
brought  on  so  many  new 
developments  in  the  treatment  of 
heart  disease  over  the  past  two 
years.  It  almost  seems  as  if 
scientists  and  researchers  have 
been  working  double-time  to  find 
new  ways  to  treat  the  42,750,000 
Americans  who  have  one  or  more 
forms  of  heart  or  blood  vessel 
disease. 

Fortunately,  money  for  research 
projects  has  been  available.  In 
1983,  the  AHA  reported  that  it 
spent  $48,057,365  on  research,  and 
an  additional  $13,909,937  for 
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professional  education.  And, 
almost  $2  million  in  research 
money  has  been  invested  by  the 
AHA  in  research  projects  being 
conducted  right  here  in  Ohio. 

In  this  article,  we  examine  some 
of  the  new  developments  that  have 
come  out  of  heart  research  over 
the  past  two  years.  Much  of  it  has 
been  covered,  more  specifically 
and  clinically,  in  medical  literature 

— but  that  is  not  our  intent. 

This  article  is  simply  to  provide 

you  with  a broad  look  at  that  area 
of  medicine  that  has  been 
responsible  for  a Barney  Clark,  a 
Baby  Fae  and,  more  recently,  a 
William  Schroeder. 

Ethics  and  cost  issues  aside, 
medicine  has  come  a long  way  in 
the  treatment  of  heart  disease. 

This  article  attempts  to  show  that, 
and  unintentionally,  maybe  it  also 
begins  to  show  just  how  far- 
reaching  man’s  — and  medicine’s 

— horizons  might  be. 


Hope  in  the  Pharmacy:  New 
Drug  Treatments 

New  drug  therapies  for  heart 
disease  continue  to  be  promising 
avenues  of  research,  if  the  space 
devoted  to  it  in  medical  literature 
is  any  proof.  Recent  years  have 
shown  the  development  of  a 
number  of  new  drugs,  all  designed 
to  help  those  suffering  from  heart 
disease,  and  some  which  attempt 
to  prevent  it.  Listed  below  are 
some  of  the  latest. 


Propranolol 

Late  in  1983,  the  Journal  of  the 
American  Medical  Association 
(JAMA)  carried  a story  about  a 
drug,  propranolol,  which  was  used 
in  studies  to  correct  certain 
irregular  heart  actions. 

Tests  showed  that  the  drug  was 
effective,  not  only  in  reducing 
mortality  in  heart  attack  victims, 
but  in  preventing  subsequent 
attacks. 

In  fact,  researchers  say  that 
studies  showed  propranolol 
reduced  the  incidence  of  definite 
nonfatal  reinfarction  by  15.6%, 
and  mortality  by  26%. 

As  with  other  beta  blocking 
agents,  propranolol  lowers  the 
oxygen  consumption  of  heart 
muscle  cells,  bringing  it  into 
proportion  with  the  reduced 
supply.  In  that  regard,  the 
researchers  believe  that 
“propranolol  therapy  may  be 
effective  in  preventing  recurrent 
nonfatal  myocardial  infarction.” 
(As  effective  a therapy  as 
propranolol  appeared  to  be, 
however,  it  did  not  make  any 
significant  changes  in  any  other 
manifestations  of  heart  disease.) 


Milrinone 

An  experimental  drug  called 
milrinone,  developed  by  Sterling- 
Winthrop  and  pending  approval 
with  the  Food  and  Drug 
Administration  (FDA),  is  said  to 
dramatically  improve  the  condition 
of  people  with  severe  heart  failure 
— and,  in  fact  so  dramatically, 
that  some  are  claiming  it  may 


replace  digitalis  as  the  standard 
treatment  for  heart  disease. 

Milrinone  seems  to  strengthen 
the  hearts  of  those  patients  who 
have  not  been  helped  by  digitalis, 
or  any  other  drug,  and  reduces  the 
risk  run  when  digitalis  is 
prescribed  in  higher  doses.  (At 
times,  the  level  of  digitalis  needed 
to  relieve  symptoms  in  some  heart 
patients  may  be  close  to  the 
amount  that  causes  poisoning.) 

Until  the  FDA  approves 
milrinone,  not  much  more  will  be 
known  about  its  value  to  medicine 
as  a treatment  for  heart  patients, 
or  as  an  alternative  to  digitalis. 
Experimental  studies  continue, 
however,  and  it  may  yet  emerge  as 
the  treatment  of  preference  for 
patients  with  heart  failure. 

Clot  Dissolvers 

A recent  major  advance  in 
treatment  of  Coronary  Thrombosis 
(the  clot  in  a heart  artery,  which  is 
the  final  basis  for  a heart  attack) 
is  already  threatened  with 
obsolescence  by  a newer 
development. 

Over  the  past  four  years, 
doctors  have  been  using 
streptokinase,  an  enzyme  which 
dissolves  blood  clots,  on  an 
emergency  basis,  in  patients 
undergoing  a heart  attack.  The 
drug  is  given  directly  into  the 
coronary  artery  during  emergency 
cardiac  catheterization,  although  it 
can  also  be  given  intravenously 
without  cardiac  catheterization. 
Even  though  this  has  been  an 
advance,  certain  disadvantages 

continued 
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exist  with  either  use  of  the  drug. 
The  drug  does  not  deal  with  the 
underlying  narrowing  in  the 
coronary  artery,  allowing  the  clot 
to  develop  again  in  15%  to  20% 
of  patients.  In  addition,  the  drug 
makes  patients  susceptible  to 
bleeding  complications,  which  can 
be  very  serious.  It  also  creates 
great  problems  in  the  event  that 
emergency  open  heart  surgery  is 
needed,  since  the  bleeding  can  be 
very  difficult  to  control.  Because 
of  these  difficulties,  as  well  as  the 
need  for  cardiac  catheterization  to 
attack  the  clot  directly, 
streptokinase  has  not  proven  to  be 
the  perfect  answer. 

Therefore,  there  is  a great  deal 
of  excitement  among  cardiologists 
about  the  newest  drug  in  this 
family,  tissue-type  plasminogen 
activator  substance  (TP A).  The 
advantage  of  this  drug  is  that  it  is 
apparently  much  safer  in  that  it 
does  not  produce  a bleeding 
disorder.  Rather,  it  seems  to  go 
only  to  recently  formed  clots, 
where  the  dissolving  process  takes 
place.  Because  of  these 
characteristics,  this  drug  could  be 
given  by  simple  intravenous 
injection  by  a physician,  as  soon 
as  the  symptoms  of  an  acute  heart 
attack  present.  In  fact,  it  is  the 
feeling  of  some  that  this  drug 
could  be  given  even  in  the 
emergency  room  of  small  hospitals 
or  even  by  the  emergency  squad  in 
the  patient’s  home.  Since  time  is 
of  the  essence  in  Coronary 
Thrombosis,  it  is  even  speculated 
that  high  risk  patients  could  keep 
the  drug  at  home  and  a family 
member  could  be  trained  to 
administer  it  at  the  first  sign  of 
serious  trouble. 

From  the  foregoing,  one  can 
easily  see  why  the  medical 
profession  is  excited  about  this 
possible  new  development.  Since 
the  first  manifestation  of  coronary 
artery  disease  is  due  to  coronary 
thrombosis  in  one-third  of 


patients,  hundreds  of  thousands  of 
heart  attacks  might  be  prevented 
with  TPA.  It  is  felt  that  once  the 
attack  has  been  prevented,  other 
measures  can  be  taken,  such  as 
surgery  or  angioplasty,  (see  later) 
which  can  be  utilized  to  deal  with 
the  underlying  coronary  artery 
narrowing.  Tests  are  still  being 
performed,  and  the  drug  probably 
will  not  be  released  for  another 
year  or  two,  although  the 
optimism  is  very  high. 


Cholestyramine 

The  recent  completion  of  a 
10-year  study  which  examined 
whether  or  not  reducing  fatty 
blood  cholesterol  reduces  the  risk 
of  heart  attack  has  brought  the 
drug  called  cholestyramine  into  the 
news. 

Cholestyramine  reduces 
cholesterol  in  the  blood  by 
increasing  high  density  lipoproteins 
and  lower  low  density  lipoproteins. 
When  used  in  conjunction  with  a 
low-fat  diet,  it  has  shown 
effectiveness  in  reducing  the 
frequency  of  heart  attacks. 

Charles  Glueck,  MD,  head  of 
the  Lipid  Research  Center  at  the 
University  of  Cincinnati  Medical 
Center,  joined  11  other  researchers 
in  testing  the  reduced  cholesterol- 
reduced  heart  attack  theory. 

“We  now  have  the  smoking- 
pistol  evidence,”  Dr.  Glueck  says 
in  an  article  which  appeared  in  the 
Cincinnati  Enquirer. 

The  new  research  shows  that  for 
every  percentage  point  that  blood 
cholesterol  is  reduced,  the  risk  of 
heart  attack  falls  by  about  2%. 

Dr.  Glueck  believes  that  a 50% 
risk  reduction  is  possible. 

It  should  be  noted  that  the 
patients  involved  in  the  study  were 
a special  “high  risk”  group, 
although  Dr.  Glueck  thinks  that 
taking  the  drug  is  not  a bad  idea 
for  other  people,  as  well. 

However,  there  are  problems  with 


this  drug,  too.  The  drug  is 
somewhat  unpleasant  to  take  and 
many  chose  not  to  take  the 
recommended  six  packets  a day. 
For  that  group  who  did,  however, 
a 39%  reduction  in  heart  attack 
incidence  was  observed,  when  used 
in  tandem  with  a low-fat  diet.  The 
drug  has  been  around  for  years 
and  is  apparently  safe  “as  much 
as  any  drug  is,”  Dr.  Glueck  says. 
Other  than  constipation,  side 
effects  are  minimal  and  can  be 
dealt  with  without  creating  further 
problems,  he  adds. 

The  taste  remains  one  of  the 
major  negative  factors.  One  study 
participant,  trying  to  disguise  the 
flavor  by  mixing  it  with  an 
overripe  banana,  claimed  it  didn’t 
really  help. 

“Cholestyramine  is  probably  the 
worst  drug  you  could  ask  people 
to  take  for  such  a long  period,” 
admitted  Jane  Third,  MD,  a 
cardiologist  who  was  also  involved 
with  the  study. 

Costs,  too,  are  high.  The  cost 
of  taking  the  drug  over  a one-year 
period  could  go  as  high  as  $1,000, 
Dr.  Glueck  says,  then  adds  that 
demand  for  the  drug  might  lower 
its  cost. 

Beyond  the  Bypass: 

New  Surgical  Techniques 

Bypass  surgery  has  become  a 
center  of  controversy  in  recent 
years,  and  is  discussed  elsewhere 
in  this  issue.  Here,  we  discuss 
some  of  the  new  techniques  which 
have  been  developed  or  are  being 
explored  as  alternatives  to  open 
heart  surgery.  With  180,000 
coronary  artery  bypass  operations 
being  performed  in  this  country  in 
1983,  with  attendant  medical  costs 
estimated  at  $25-30  billion,  the 
development  of  simpler  and 
cheaper  techniques  has  been  avidly 
pursued.  In  addition,  the  return  of 
open  heart  patients  to  productive 
employment  has  been 
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Corporate  takeover  of  research  feared 


The  second  successful 
implantation  of  an  artificial  heart 
in  a human  being  has  raised  more 
than  praise  for  many  of  those 
involved  in  the  project. 

Ever  since  Humana,  Inc.  — one 
of  the  nation’s  largest  hospital 
chains  — hired  William  DeVries, 
MD  away  from  the  University  of 
Utah,  observers  have  been 
speculating  that  medical  research 
may  soon  be  taken  over  by  for- 
profit  institutions  and 
corporations. 

At  particular  risk,  they  say,  are 
the  non-profit  research  centers  and 
medical  schools  which  could  lose 
top  programs  and  personnel  to  the 
better-financed  investor-owned 
chains. 

Dr.  DeVries,  to  date  the  only 
surgeon  permitted  by  the  Food 


and  Drug  Administration  to 
implant  an  artificial  heart, 
performed  the  first  such  operation 
while  at  the  University  of  Utah. 
William  Schroeder’s  operation 
took  place  at  a Humana-owned 
hospital  in  Louisville,  Kentucky. 

Humana  has  committed  itself  to 
funding  some  100  artificial  heart 
implants,  provided  medical 
progress  is  realized  from  the 
procedures. 

However,  critics  contend,  those 
for-profit  institutions  which  have 
business  profits  and  public 
relations  images  to  contend  with 
may  view  progress  differently  than 
the  traditional  academic  medical 
center  whose  main  focus  is  the 
treatment  of  rare  and  complicated 
diseases. 


discouragingly  low,  possibly  due  to 
the  long  (three-month) 
convalescence  following  surgery. 

Balloon  Angioplasty 

Since  1977,  when  first  applied  to 
a human  being  in  Zurich, 
Switzerland,  balloon  angioplasty 
has  been  gradually  developing  into 
a definitive  solution  for  coronary 
artery  disease  in  many  patients. 
This  technique  consists  of  placing 
a tiny  balloon,  the  size  of  a 
kitchen  match,  into  a coronary 
artery,  where  the  narrowing  has 
occurred.  The  balloon  is  then 
filled  with  fluid  under  pressure 
and  the  atherosclerotic  obstruction 
is  compressed  against  the  wall  of 
the  artery,  allowing  blood  to  flow 
when  the  balloon  is  removed. 

Compared  to  open  heart 
surgery,  this  technique  has 
numerous  advantages.  The  cost  is 
one-third  or  less.  The  hospital  stay 
is  under  five  days.  The  procedure 
is  done  with  needle  sticks  rather 
than  incisions,  thereby  avoiding 
the  long  convalescence  to  heal  the 
breast  bone  incision  and  the 
incisions  in  the  legs  necessary  to 
do  bypass  surgery.  Patients, 
therefore,  return  to  normal 
activity,  including  full 
employment,  within  a week  rather 
than  three  months.  In  addition,  if 
necessary,  the  balloon  angioplasty 
can  be  done  again  with  even  less 
risk  and  a higher  success  rate,  as 
opposed  to  second  bypass 
operations,  which  carry  a much 
higher  risk  and  lesser  success. 

Although  originally  thought  to 
apply  to  only  a small  minority  of 
patients  who  would  otherwise  be 
candidates  for  open  heart  surgery, 
the  procedure  is  now  being  much 
more  broadly  applied.  It  is  now 
also  clear  that  the  procedure  is  not 
just  a way  of  “postponing” 
surgery,  but  is,  rather,  a definitive 
solution  to  the  patient’s  coronary 
problem,  resulting  in  complete 
avoidance  of  surgery  in  the 


majority.  It  has  also  proved  to  be 
a solution  to  the  problems  of 
many  patients  who  have  been 
thought  to  be  “inoperable,”  as 
well  as  for  patients  who  have 
previously  had  bypass  surgery, 
which  has  now  failed. 

According  to  Ralph  D.  Lach, 
MD,  principal  investigator  of  the 
PTC  A project  at  the  Mount 
Carmel  Medical  Center  in 
Columbus,  who  introduced  the 
procedure  to  Ohio  in  1979, 
“Angioplasty  has  now  replaced 
open  heart  surgery  in  well  over 
half  of  our  patients  with  serious 
coronary  artery  disease.” 

Laser  Surgery 

Early  last  spring,  Grant  Hospital 
in  Columbus  held  a symposium  on 
laser  surgery.  Several  experts  in 
the  area  — pioneers  from  around 
the  country  — came  to  speak  on 
the  subject  they  know  best. 

Among  them  was  Robert  Case, 


MD,  director  of  the  experimental 
heart  surgery  center  at  St.  Luke’s 
Hospital  in  New  York  City. 

Dr.  Case  spoke  on  a new, 
experimental  technique  which,  if 
developed  and  refined,  might 
prevent  thousands  of  open-heart 
surgeries  every  year. 

The  new  technique  uses  argon- 
lasers  to  vaporize  fatty  deposits  of 
arteriosclerosis.  Not  applicable  in 
this  country  because  of  regulations 
of  the  Food  and  Drug 
Administration,  the  laser  was  used 
on  five  patients  in  southern  France 
in  an  experimental  protocol 
applied  at  the  time  of  open  heart 
surgery.  Some  serious  difficulties 
were  encountered,  and  only  one  of 
the  arteries  so  treated  was  still 
open  one  month  later.  This  caused 
some  criticism  of  the  physicians 
and  their  technique,  and  the 
likelihood  of  using  this  approach 
in  patients  in  this  country  is,  by 
some  estimates,  at  least  two  years 
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away.  In  the  words  of  Dr.  Lach, 
the  laser,  when  finally  perfected, 
“may  be  a gun  without  a target. 
Balloon  angioplasty  is  successful  in 
over  90%  of  appropriate  cases  and 
in  those  cases  in  which  the  balloon 
is  unsuccessful,  technical 
considerations  may  make  the  laser 
undesirable.” 

One  problem,  according  to  Dr. 
Case,  is  mechanical  in  nature.  A 
laser  must  be  developed  that  will 
fit  into  a heart  catheter  and 
“although  a number  of  researchers 
are  working  on  the  job,”  he  said 
in  an  interview  with  the  Columbus 
Dispatch,  “such  a laser  does  not 
yet  exist.”  Using  the  argon-laser 
technique,  there  have  been  reports 
of  successful  treatment  of 
occluded  vessels  in  the  leg,  saving 
the  patient  from  amputation. 
However,  this  is  still  experimental 
and  limited  in  scope. 

Researchers  need  to  find  a way 
of  preventing  laser  damage  to 
artery  walls,  as  well  as  a way  to 
ensure  that  the  debris  left  by  the 
laser  does  not  block  circulation 
elsewhere  in  the  body. 

Although  James  McCaughan, 
MD,  director  of  the  laser  center 
at  Grant  Hospital,  believes  that 
the  laser’s  potential  as  a surgical 
tool  is  still  untapped,  he  thinks  it 
still  has  a way  to  go  before  it  will 
be  used  as  another  option  to  open 
heart  surgery. 

“It  is  definitely  coming  in  the 
future,”  he  says,  but  admits  he 
doesn’t  know  if  laser  surgery  as  a 
treatment  for  heart  disease  is  five, 
10  or  20  years  down  the  road. 

Researchers  are  looking  for  a 
laser  that  will  fit  in  a heart 
catheter  and  be  threaded  through 
blood  vessels  to  the  heart,  much 
the  same  way  that  cardiac 
catheterizations  are  done. 

“The  experiments  that  have 
been  done  so  far  have  taken  place 
at  the  time  of  surgery  so  that  the 
heart  has  already  been  exposed,” 
Dr.  McCaughan  says.  But  if  the 


procedure  described  can  be 
developed  and  refined,  it  could  be 
done  noninvasively  and  exist  as  yet 
another  alternative  to  open  heart 
surgery. 

Other  types  of  experimental 
work  are  being  done  in  the  area  of 
laser  surgery  and  heart  disease. 

Dr.  McCaughan  tells  of  a 
Milwaukee  physician  who  for  the 
past  10  years  has  been 
experimenting  with  lasers  and 
myocardial  revascularization. 

“We’re  just  beginning  to  learn 
what  we  can  do  with  lasers,”  Dr. 
McCaughan  sums  up. 

Improving  the  Odds: 

Pacers  and  Pumps 

One  of  the  ways  of  improving 
the  quality  of  life  for  heart 
patients,  and  decreasing  their 
chances  of  reinfarction  is  the 
development  of  different  hardware 
devices  which  assist  the  weakened 
heart  and  help  it  to  maintain  its 
life-supporting  beat.  Listed  below 
are  the  latest  improvements  in  the 
area  of  heart  hardware. 

Pacemakers 

The  pacemaker  is  not  exactly 
the  newest  device  on  the  cardiac 
horizon,  and  yet  new 
developments  are  occurring  in  this 
area  which  are  worth  noting. 

For  example,  the  New  England 
Journal  of  Medicine  released  a 
recent  report  which  detailed  a 
new,  simple  pacing  device  which 
can  restart  stopped  hearts,  or 
speed  up  dangerously  slow  ones. 

The  device  has  been  designed 
for  those  100,000  patients  who, 
each  year,  experience  heart  pacing 
problems,  but  not  as  severely  as 
those  who  require  a permanent 
pacemaker. 

Researchers  say  the  new  device 
is  easy  to  use,  and  unlike  current 
temporary  pacemakers,  it  can 
deliver  its  electrical  charge  without 
the  need  for  a wire  to  be  threaded 


through  a vein  into  the  heart. 

It  will  most  likely  be  used  as  a 
temporary  measure  in  emergencies, 
until  a pacing  catheter  can  be 
introduced  for  a more  secure 
control  of  the  heart  rhythm. 

The  device  should  be  available 
for  use  sometime  this  year. 

As  far  as  the  permanent 
pacemaker  is  concerned,  new 
reports  state  that,  although  they 
are  still  considered  to  be  a 
“godsend”  to  patients  who  need 
them,  they  are  often  being 
implanted  needlessly  in  people 
whose  heart-rhythm  problems 
could  be  corrected  in  other  ways. 

Brendan  Phibbs,  MD  of  the 
University  of  Arizona  Medical 
Center  commented  in  an  article 
late  last  year  in  the  Journal  of  the 
American  Medical  Association  that 
several  drugs  can  produce 
abnormal  heart  rhythms.  But 
bradyarrhythmias  do  not 
constitute  adequate  indications  for 
pacemaker  implantation,  Dr. 
Phibbs  adds. 

He  was  participating  in  a 
comprehensive  review  of 
pacemaker  use,  prompted  by  the 
large  number  of  permanent  heart 
pacemakers  being  implanted  in  this 
country  — more  than  100,000  a 
year  at  the  last  count. 

Dr.  Phibbs  estimates  that  at 
least  30%  of  the  118,000  cardiac 
pacemakers  implanted  in 
patients  in  1981  were  unneeded. 

His  comments  have  been 
challenged  by  the  Maryland 
Cardiac  Society,  which  reviewed 
similar  data  and  found  that  the 
judgment  that  a pacemaker  was 
unnecessary  was  often  a mistaken 
judgment  made  by  non-physician 
clerks  who  were  reviewing  medical 
records,  rather  than  truly 
analyzing  the  patients  so  treated. 

Dr.  Phibbs  does  note,  however, 
that  certain  blocks  in  the  natural 
electrical  conduction  system  in  the 
heart  should  be  remedied  by 
pacemaker  implantation,  even  in 
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the  absence  of  symptoms.  These 
include  Mobitz  type  II  blocks  and 
blocks  localized  in  the  bundle- 
branch  system.  “In  all  other 
settings,”  he  says,  “permanent 
pacing  is  justified  only  if  the 
failure  of  impulse  generation  or 
conduction  produces  serious 
symptoms.” 

Left  ventricular  assist  device 
(artificial  heart  pump) 

Last  spring,  Hans  Zwart,  MD, 
a cardiovascular  specialist  at 
Wright  State  University’s  Cox 
Heart  Institute,  led  a team  that 
implanted  — and  later  removed  — 
half  an  artificial  heart  from  a 
Springfield,  Ohio  woman. 

According  to  reports,  the 
operation  made  Miami  Valley 
Hospital  here  in  Ohio  the  fifth 
surgery  center  in  the  country  to 
use  a “left  ventricular  assist 
device.” 

The  device  was  not  entirely  new 
to  Dr.  Zwart.  He  helped  develop 
an  artificial  heart  pump,  and  is 
currently  at  work  on  a technique 
which  would  utilize  the  pump  in 
noninvasive  bypass  surgery. 

In  a recent  newspaper  article, 

Dr.  Zwart  says  that  he  is  looking 
at  a technique  called  a “left  heart 
bypass”  which  would  insert 
cannulas  from  a simple  pump  into 
the  heart  and  a peripheral  blood 
artery. 

The  cannulas  would  be  inserted 
in  a “more  sneaky”  way  than 
open  heart  surgery,  Dr.  Zwart 
claims. 

“They  would  be  inserted  into 
the  arm  and  leg,  then  pushed  into 
position  in  the  heart  and  chest 
through  the  bloodstream.” 

A variation  of  the  technique  has 
been  used  after  open  heart  surgery 
at  the  Cleveland  Clinic,  but  it  will 
be  at  least  another  two  years 
before  the  technique  is  attempted 
in  a closed-chest  patient. 

That’s  largely  because  it  will  be 
another  year  before  a cannula  will 


be  developed  that  is  small  enough 
for  effective  use,  Dr.  Zwart 
explains.  After  that,  there  will  be 
more  testing  and,  of  course, 
approval  by  the  Food  and  Drug 
Administration.  Dr.  Zwart  is 
currently  working  on  approval  to 
use  the  heart  pump  at  two  Dayton 
hospitals. 

“I  expect  the  pump  is  as  good 
as  it  can  be,”  Dr.  Zwart  adds. 

Time  will  tell,  but  once  it  has 
met  FDA  approval,  Dr.  Zwart  sees 
the  pump  being  used  largely  in 
emergency  situations. 

“It  will  not  be  used  in  patients 
after  heart  surgery,”  he  explains, 
“but  rather  in  those  patients  who 
have  heart  attacks  and  come  into 
the  emergency  room.” 

The  American  College  of 
Cardiology  has  just  released  a new 
publication  which  provides  even 
more  information  in  this  area. 

Entitled  “ Conventional  and 
New  Approaches  to  the  Prevention 
and  Treatment  of  Acute  and 
Chronic  Myocardial  Ischemia,  ” it 
is  a compilation  of  the  proceedings 
from  the  Learning  Center 
program,  conducted  last  May  at 
the  Heart  House  Learning  Center 
in  Bethesda,  Maryland. 

Cost  of  the  book  is  $6.00  and 
further  information  can  be 
obtained  from:  The  American 
College  of  Cardiology,  Learning 
Center,  9111  Old  Georgetown 
Road,  Bethesda,  Maryland  20814. 
OSMA 
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COMPLEX  CORONARY  ANGIOPLASTY  I: 
BRANCH  VESSEL  STENOSIS  AND  TOTAL 
CORONARY  ARTERY  OCCLUSION 


Dean  J.  Kereiakes,  MD 
Charles  W.  Abbottsmith,  MD 
John  B.  Simpson,  MD,  PhD 


Increased  physician  experience  and  technolog- 
ical advances  have  allowed  the  successful  per- 
formance of  coronary  angioplasty  in  patients  with 
complex  coronary  lesions.  The  “kissing  balloon” 
technique  is  indicated  in  the  patient  whose  coronary 
stenosis  involves  an  important  arterial  bifurcation. 
Percutaneous  coronary  angioplasty  can  be  per- 
formed safely,  effectively,  and  with  long  term  bene- 
fit in  patients  with  chronic  total  coronary  artery 
occlusion. 


Since  its  introduction  in  1978,  the  use  of  percutaneous  trans- 
luminal coronary  angioplasty  (PTCA)  in  the  treatment  of 
coronary  stenoses  has  undergone  a rapid  evolution.1  With  in- 
creased physician  experience  and  technological  improvements, 
a greater  percentage  of  patients  with  complex  and/or  multiple 
stenotic  lesions  have  undergone  successful  PTCA.2  We  discuss 
herein  the  current  approach  to  and  results  of  PTCA  in  patients 
having  atherosclerotic  stenoses  involving  major  vessel  branch 
points  and  in  those  patients  having  chronic  total  coronary  occlu- 
sion. 

Branch  Stenosis: 

PTCA  of  atherosclerotic  stenoses  involving  a bifurcation 
of  coronary  arteries  (Figure  1 A)  carries  a significant  risk  of  oc- 
clusion of  one  of  the  branches.  Acute  occlusion  may  occur  in 
up  to  14%  of  side  branches  and  is  often  associated  with  the 
signs  and  symptoms  of  myocardial  ischemia.3  To  prevent  side 
branch  occlusion,  the  technique  of  kissing  balloon  angioplasty 
has  evolved.4,5  The  important  conceptual  advance  involved  the 
simultaneous  use  of  guidewires  in  both  the  parent  vessel  and 
side  branch  (Figure  IB).  Guidewires  may  be  placed  through 
separate  guiding  catheters  or,  on  occasion,  a single  guiding 
catheter  may  be  used.  Once  the  guidewires  are  positioned  in 
their  respective  vessels,  the  dilation  catheters  may  be  inflated 
first  sequentially  and  finally  simultaneously  (Figure  IB,  C).  In 
cases  performed  with  a single  guiding  catheter,  longer  exchange 
guidewires  are  necessary  and  balloon  inflation  is  performed 
sequentially,  as  a single  guide  catheter  will  not  allow  passage 
of  two  dilation  catheters  simultaneously.  When  two  guide 
catheters  are  used,  they  may  be  introduced  via  the  femoral 
arteries  bilaterally  or  from  the  right  brachial  and  femoral 
arteries.  Although  most  frequently  utilized  in  the  left  anterior 
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coronary  artery  as  depicted  in  Figure  1 , the  kissing  balloon  tech- 
nique may  be  applied  to  branch  stenoses  in  the  left  circumflex 
and  right  coronary  arteries  as  well.  In  an  appropriately  selected 
patient,  the  technique  may  also  be  used  in  stenoses  of  the  distal 
left  main  coronary  artery  involving  the  origins  of  the  left  anterior 
descending  and  left  circumflex  coronaries  as  shown  in  Figure 
2.  PTCA  in  this  patient  was  successfully  performed  in  the  sur- 
gical operating  suite  using  fluoroscopic  guidance  due  to  the 
potential  risk  involved.  The  rate  of  restenosis  in  long  term  fol- 
low-up of  kissing  balloon  PTCA  has  not  been  defined. 

Recent  preliminary  data  have  suggested  that  the  majority 
of  side  branches  occluded  during  PTCA,  performed  without 
using  the  kissing  balloon  technique  can  be  found  patent  by 
angiography  in  long  term  follow-up.6  Recognizing  the  limita- 
tions of  presently  available  data,  we  recommend  use  of  the  kiss- 
ing balloon  technique  when  the  jeopardized  side  branch  supplies 
a large  volume  of  myocardium  (see  Figure  1A).  Side  branch 
occlusion  in  these  cases  may  be  associated  with  hemodynamic 
and/or  electrical  instability  and  is  best  prophylactically  avoided. 


FIGURE  1A 


Selective  left  coronary  angiogram  in  left  anterior  oblique  projec- 
tion demonstrating  atherosclerotic  stenosis  involving  bifurcation 
of  left  anterior  descending  (LAD)  and  left  anterior  descending 
diagonal  (LADD)  arteries. 


Total  Coronary  Occlusion: 

PTCA  has  been  performed  successfully  both  with  and  with- 
out prior  thrombolytic  therapy  in  patients  experiencing  acute 
myocardial  infarction  who  have  angiographically  documented 
coronary  occlusion.7,8  The  efficacy  of  PTCA  in  patients  with 
chronic  total  coronary  occlusion  is  less  well  appreciated.  We 
have  found  that  the  success  of  PTCA  in  chronic  coronary  occlu- 
sion is  significantly  influenced  by  the  duration  of  occlusion  esti- 
mated from  clinical  and  angiographic  data;  the  length  of  non- 
visualized  arterial  segment  distal  to  the  site  of  occlusion  and 
a history  of  myocardial  infarction  in  the  distribution  of  the 
occluded  vessel.9  In  a series  of  76  consecutive  patients  with  total 
coronary  occlusion,  we  found  that  the  success  of  PTCA  was 

continued  on  next  page 
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Complex  Coronary  Angioplasty  I 

continued 


FIGURE  IB 


FIGURE  1C 


Following  successful  dilation  of  the  LAD,  the  dilation  catheter  is  Both  dilation  catheters  are  inflated  simultaneously, 
advanced  distally  in  the  LAD  (large  arrow)  as  second  dilation 
catheter  (small  arrow)  is  inflated  in  LADD  branch. 


FIGURE  ID  FIGURE  2A 


Selective  left  coronary  angiogram  in  left  anterior  oblique  projec- 
tion following  successful  angioplasty  showing  normal  coronary 
arterial  bifurcation  in  region  of  prior  severe  stenosis  (arrow). 


Selective  left  coronary  angiogram  in  right  anterior  oblique  pro- 
jection (RAO)  demonstrating  atherosclerotic  stenosis  involving 
distal  left  main  coronary  and  bifurcation  into  left  anterior 
descending  and  left  circumflex  coronary  arteries. 


not  influenced  by  the  age  and  sex  of  the  patient,  the  vessel  in- 
volved, the  location  of  occlusion  within  an  involved  vessel 
(proximal,  middle,  distal)  or  the  angiographic  occlusion 
morphology  (tapered  versus  abrupt).  PTCA  was  performed  suc- 
cessfully in  40  patients  (53%)  including  19  of  32  patients  (59%) 
with  left  anterior  descending  coronary  occlusion;  16  of  30  pa- 
tients (53%)  with  right  coronary  occlusion  and  four  of  12  pa- 
tients (33%)  with  left  circumflex  coronary  occlusion.  These 
results  are  similar  to  those  reported  by  Holmes  et  al. 10  We  found 
that  patients  having  an  estimated  duration  of  occlusion  of  less 
than  20  weeks,  a nonvisualized  arterial  segment  of  less  than 


1.5  cm,  and  a history  of  myocardial  infarction  were  most  likely 
to  have  successful  PTCA.9  At  a mean  of  7.3  months  follow- 
up, 75%  of  successfully  angioplastied  patients  have  remained 
free  of  angina  pectoris.  An  example  of  chronic  proximal  right 
coronary  artery  occlusion  prior  to  and  following  successful 
PTCA  is  shown  in  Figure  3. 

In  chronic  total  coronary  occlusion  it  is  necessary  to  first 
cross  the  site  of  occlusion  with  a steerable  guidewire  which  may 
require  the  application  of  force.  Once  the  wire  is  across  the  oc- 
clusion, the  dilation  catheter  is  advanced  over  the  wire.  Inabil- 
ity to  cross  the  occlusion  with  a guidewire  is  the  most  common 
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FIGURE  2B 


Following  successful  angioplasty,  selective  left  coronary  angio- 
gram in  RAO  projection  demonstrates  improvement  in  severity 
of  stenosis. 


FIGURE  3A 


Selective  right  coronary  angiogram  in  left  anterior  oblique  (A) 
and  right  anterior  oblique  (B)  projections  demonstrating  an 
occlusion  (arrows)  in  the  proximal  right  coronary  artery. 
(C)  Selective  angiogram  in  left  anterior  oblique  and  (D)  right 
anterior  oblique  projections  following  successful  angioplasty. 


cause  of  failed  PTCA  in  those  patients.9,10  PTCA  of  chronic 
total  coronary  artery  occlusions  has  been  performed  with  no 
mortality  and  an  incidence  of  emergent  coronary  bypass  surgery 
of  1%.9,10 

Summary: 

PTCA  can  be  safely  and  effectively  performed  in  many  pa- 
tients with  either  a coronary  stenosis  involving  branch  vessels 

continued  on  page  116 
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AORTIC  VALVE  REPLACEMENT  WITH  CONCOMITANT 
MYOCARDIAL  REVASCULARIZATION 

Daniel  R.  Watson,  MD 
Chester  Osborn,  MD 
Charles  Bush,  MD 


During  a seven-year  period  from  1977  to  1984, 
50  patients  underwent  simultaneous  aortic  valve  re- 
placement and  aorta-coronary  sapenous  vein  bypass 
grafting.  Significant  coronary  artery  disease  was 
found  unexpectedly  in  26  patients.  The  average  age 
was  66  years  old  and  35  of  the  patients  were  male. 
Twenty  patients  had  previously  experienced  a 
myocardial  infarction.  Fifteen  patients  had  severe 
left  ventricular  dysfunction  as  assessed  angiographi- 
cally.  The  average  number  of  vein  grafts  placed  was 
2.0,  perioperative  (30  day)  mortality  was  10%  (five 
patients),  and  late  mortality  (two  months  to  seven 
years)  was  8%  (four  patients).  Perioperative 
myocardial  infarction  occurred  in  three  patients 
(6%),  none  of  whom  died.  After  a mean  follow-up 
of  30  months,  36  of  41  survivors  were  fully  active. 


Myocardial  infarction  and  ischemia  continue  to  be  a com- 
mon cause  of  morbidity  and  mortality  in  aortic  valve  replace- 
ment. Patients  comprising  the  highest  operative  risk,  those  with 
coexisting  aortic  valve  disease  and  coronary  artery  stenosis,  can 
be  identified  with  performance  of  coronary  arteriography  at  the 
time  of  cardiac  catheterization  for  evaluation  of  valvular  disease. 
However,  for  those  patients  identified  at  risk,  there  continues 
to  be  controversy  in  the  approach  towards  management. 

Concomitant  myocardial  revascularization  by  coronary 
artery  bypass  grafting  at  the  time  of  aortic  valve  replacement 
should  decrease  the  perioperative  risk  and  increase  survival  by 
reducing  the  likelihood  of  subsequent  ischemia  and  myocardial 
infarction.  However,  reported  perioperative  morbidity  and 
mortality  for  the  combined  procedures  remains  higher  than  for 
either  procedure  alone,  with  perioperative  infarction  rates  rang- 
ing from  3%  to  30%  and  operative  mortality  rates  ranging  from 
4%  to  85%M0.  Thus,  the  question  remains  whether  con- 
comitant aorta  — coronary  bypass  grafting  has  a positive  influ- 
ence on  the  results  of  aortic  valve  replacement. 

It  is  important  to  attempt  to  define  more  accurately  the  im- 
pact of  coexisting  coronary  artery  disease  on  both  the  natural 
and  postoperative  course  of  patients  undergoing  aortic  valve 
replacement.  In  the  hopes  of  moving  toward  an  approach  re- 
garding management  of  these  patients  with  dual  cardial  pathol- 
ogy, we  have  examined  our  experience. 

Clinical  Material  and  Methods 

Between  February  1,  1977  and  March  1,  1984,  50  patients 
were  found  to  have  coexistent  significant  atherosclerotic  coro- 
nary artery  disease  and  aortic  valve  dysfunction.  All  of  these 
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patients  subsequently  underwent  concomitant  coronary  artery 
bypass  grafting  and  aortic  valve  replacement  at  Riverside  Metho- 
dist Hospital,  Columbus,  Ohio.  This  series  represents  the  basis 
for  our  report.  The  average  age  was  66  years  old  (range  from 
45-83).  Thirty-five  of  the  50  patients  were  male. 

Presenting  complaints  ranged  from  asymptomatic  to 
N.Y.H.A.  class  IV  CHF.  Twenty  patients  had  a history  of  previ- 
ous myocardial  infarction  with  the  most  common  location  being 
inferior.10  Twenty-three  patients  had  a past  medical  history  posi- 
tive for  congestive  heart  failure,  14  had  hypertension,  and  three 
had  a history  of  renal  dysfunction.  The  average  length  of  hospi- 
tal stay  for  all  patients  was  13  days. 

Further  delineation  of  clinical  and  diagnostic  data  can  be 
found  in  Table  I. 

In  each  patient,  coronary  arteriography  demonstrated  an 
estimated  60%  or  greater  obstruction  of  the  major  coronary 
vessels.  Five  patients  had  triple  vessel  disease,  45  had  double 
vessel  disease  and  none  had  obstruction  in  only  one  vessel. 

In  addition,  15  patients  were  found  to  have  severe  left  ventri- 
cular dysfunction,  with  three  patients  having  wall  motion  de- 
fects in  greater  than  one  area.  Cardiac  catheterization,  clinical 
presentation,  and  operative  findings  were  to  categorize  these 
patients  as  having  primarily  aortic  stenosis,  aortic  insufficiency, 
or  mixed  lesions.  The  most  common  finding  was  aortic  stenosis 
in  36  patients.  These  data  are  summarized  in  Table  II. 

The  mean  pulmonary  artery  wedge  pressure  for  all  patients 
was  24mm  Hg.  In  patients  with  aortic  stenosis  or  mixed  pathol- 


Table  1 

Clinical  and  Diagnostic  Data 


4 of  Patients  50 

Age: 

Mean  66 

Range  45-83 

Sex: 

Male  35 

Female  15 

Past  Medical  History  of  Angina  ^ 24 

Hx  of  Previous  MI  20 

Location:  anterior  5 

posterior  5 

inferior  10 

Degree  of  LV  Impairment 
moderate  20 

severe  15 

Past  Medical  History  of 

Hypertension  14 

Past  Medical  History  of  CHF  20 

Past  Medical  History  of 

Renal  Dysfunction  3 

Average  length  of  stay 

in  hospital  13  days 
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Table  II 

Aortic  Valve  Lesion  VS.  Extent  of  C.A.D. 


Lesion 

# 

Coronary  Vessels  Obstructed 
1 2 3 

AS 

36 

0 

32 

4 

AR 

5 

0 

4 

1 

AS/AR 

9 

0 

9 

0 

TOTAL 

50 

-(%) 

90(%) 

10(%) 

ogy,  the  average  transvalvular  systoloic  gradient  was  70.4mm 
Hg,  with  a range  from  25-125mm  Hg.  Of  those  patients  with 
primarily  aortic  insufficiency,  four  were  judged  as  having  “se- 
vere” regurgitation  upon  review  of  the  cardiac  catheterization 
films.  This  data  is  reviewed  in  Table  III. 

A total  of  100  vein  grafts  were  placed  in  our  series  of  50 
patients  for  an  average  of  2.0  grafts  per  patient.  The  artery  most 
commonly  receiving  a graft  was  the  left  anterior  descending, 
with  30  cases.  The  complete  distribution  of  graft  placement  can 
be  found  in  Table  IV.  Of  the  50  prosthetic  valve  insertions,  the 
most  common  valve  placed  was  the  Carpenter-Edwards,  a total 
of  24  times  (see  Table  V). 


Table  HI 

Catheterization  Data 

(Number  of 

(Mean)  Patients) 


PAP 

24 

(17) 

A/V  Gradient 

70.4 

(42) 

A/V  Area 

0.65 

(19) 

Degree  of  A/V 
insufficiency 
Mild 

10 

Moderate 

6 

Severe 

6 

Table  IV 

Distribution  of  Grafts  Placed 

Left  Main  Trunk 

3 

Left  Anterior  Descending 

30 

Diagonal 

11 

Left  Obtuse  Marginal 

4 

High  Circumflex 

4 

Lateral  Circumflex 

14 

Posterial  Circumflex 

3 

Right  Coronary 

20 

Posterior  Interventricular 

7 

Diagonal  Artery 

4 

Total 

100 

Mean 

2.0 

Operative  Technique 

The  operative  techniques  remained  standard  for  our  entire 
series.  Hemodilution,  median  sternotomy,  moderate  (30-32  °c) 
systemic  hypothermia,  hypothermic,  potassium-induced  cardio- 
plegia left  ventricular  venting,  and  low  flow  (40-50  ml/kg/min), 
low  pressure  cardiopulmonary  bypass  using  a disposable  bubble 
oxygenator  were  used  in  all  cases.  Replacement  of  the  valve  and 
anastomosis  of  the  grafts  to  the  coronary  arteries  were  per- 
formed during  a single  anoxic  interval.  Myocardial  protection 
was  achieved  by  continuous  iced  saline  lavage  providing  topical 
epicardial  and  topical  endocardial  cooling.  The  distribution  of 
autologous  vein  grafts  and  delineation  of  prosthetic  valve  place- 
ment were  discussed  in  the  above  text  (Table  IV  and  V). 


Results 

The  early  (30  day)  mortality  for  our  series  of  50  patients 
who  underwent  concomitant  aortic  valve  replacement  and 
myocardial  revascularization  was  10%  (five  patients).  All  of 
these  patients  were  over  age  70  at  the  time  of  operation  and 
causes  of  early  death  included  left  ventricular  failure,  renal 
failure,  sudden  postoperative  ventricular  fibrillation,  and  ex- 
sanguinating hemorrhage  in  one  patient  who  required  a dacron 
aortic  patch. 

Three  of  the  10  triple-graft  patients  (30%)  and  two  of  the 
20  single-graft  patients  (10%)  died  within  30  days  of  operation. 
None  of  the  patients  in  the  double  or  quadruple-graft  series  died 
in  the  early  postoperative  period.  Myocardial  infarction 
documented  by  the  appearance  of  new  Q-waves  with  elevation 
of  cardiac-specific  enzymes  occurred  in  three  patients  (6%), 
none  of  whom  died. 

Four  patients  (8%)  died  in  the  late  period  between  two 
months  and  seven  years  postoperatively.  Cause  of  late  death 
included  ruptured  abdominal  aortic  aneurysm,  primary  myocar- 
dopathy,  Legionnaire’s  Disease,  and  self-inflicted  gunshot 
wound. 

An  outline  of  our  series’  aortic  valve  pathology  and  graft 
placement  versus  morbidity  myocardial  infarction  and  mortality 
can  be  seen  in  Table  VI. 

Our  preliminary  clinical  information  indicates  that  many  pa- 
tients can  be  successfully  rehabilitated  by  the  combination  of 
coronary  artery  bypass  grafting  and  aortic  valve  replacement. 
After  a mean  follow-up  of  30  months,  36  of  41  survivors  were 
fully  active.  Significant  improvement  was  seen  in  13  of  17  sur- 
vivors who  had  preoperative  symptoms  of  congestive  heart 
failure,  and  angina  was  relieved  19  out  of  20  survivors  who  were 
previously  symptomatic. 

continued 


Table  V 

Prosthetic  Valves 

Type 

No. 

St.  Jude 

23 

Carpenter-Edwards 

24 

Bjork-Shiley 

3 
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Discussion 

On  the  basis  of  our  experience,  preoperative  symptoms  are 
of  little  value  in  predicting  coronary  artery  disease.  The  presence 
or  absence  of  angina  correlates  poorly  with  the  presence  or  ex- 
tent of  coronary  atherosclerosis  in  adult  patients  with  all  forms 
of  aortic  valve  dysfunction.11'15  Only  24  of  our  50  patients  with 
severe  coronary  artery  disease  reported  angina  preoperatively. 
In  light  of  these  findings,  complicated  by  the  subjective  nature 
of  angina  pectoris,  we  advocate  the  performance  of  coronary 
arteriography  in  the  preoperative  evaluation  of  all  adult  patients 
with  aortic  valvular  disease. 

The  risk  of  perioperative  death  in  our  series  (10%)  for  the 
combined  operation  exceeded  the  currently  accepted  risk  of 
either  isolated  aortic  valve  replacement  or  coronary  artery  by- 
pass grafting.16"18  This  supports  the  premise  that  the  dual 
pathologic  processes  of  coronary  and  aortic  valvular  disease, 
coupled  with  the  technical  magnitude  of  performing  simultane- 
ous procedures,  have  an  additive  effect  that  increases  the  periop- 
erative mortality  rate.  However,  bypass  of  significantly  diseased 
coronary  arteries  seems  an  obvious  valuable  resource  to  marshall 
in  providing  maximal  protection  to  threatened  areas  of  left  ven- 
tricular myocardium. 

Whether  revascularization  of  severely  stenotic  coronary  ves- 
sels at  the  time  of  AVR  will  appreciably  improve  the  long-term 
morbidity  and  mortality  of  patients  with  combined  aortic  valvu- 
lar and  coronary  arterial  disease  is  not  clearly  established.  This 
question  can  only  be  answered  conclusively  by  obtaining  infor- 
mation regarding  the  fate  of  patients  with  comparably  diseased 
coronary  vessels  undergoing  only  aortic  valve  replacement. 
However,  in  the  operative  treatment  of  patients  who  have 
symptomatic  aortic  valve  disease,  it  is  difficult  to  justify  the 
failure  to  use  coronary  artery  bypass  grafting  in  angiographically 
documented  coronary  lesions  that  jeopardize  substantial  por- 
tions of  myocardium.  Thus  controlled,  randomized  studies  of 
the  efficacy  of  myocardial  revascularization  in  conjunction  with 
aortic  valve  replacement  are  unlikely. 

In  the  absence  of  a randomized  study  in  which  patients  with 
comparable  coronary  artery  disease  undergo  aortic  valve  re- 
placement, our  series  leads  us  to  recommend  that  all  adult  pa- 
tients with  significant  aortic  valve  disease  should  undergo  coro- 
nary arteriography  to  delineate  the  extent  and  distribution  of 
concomitant  coronary  artery  disease.  With  regard  to  those  pa- 


tients with  coexistent  coronary  disease,  we  believe  that  coronary 
artery  bypass  grafting  can  be  carried  out  in  conjunction  with 
aortic  valve  replacement  without  a significant  increase  in  periop- 
erative mortality.  By  augmenting  myocardial  perfusion  at  the 
time  of  valvular  replacement,  coronary  artery  bypass  should 
lower  operative  risk  and  improve  late  results  in  formerly  high- 
risk  patients.  Severe  coronary  artery  disease  should  not  be  a 
contraindication  for  aortic  valve  replacement. 
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Table  VI 

AVR  w/MYO  Rev:  Valve  Pathology,  Grafts,  Morbidity  and  Mortality 


Lesion 

#Grafts 

#Pts 

Mi’s 

Perioperative 

Deaths 

Late 

Deaths 

Total 

Deaths 

AS 

1 

15 

1 

2 

1 

3 

2 

12 

— 

3 

5 

3 

1 

4 

4 

4 

— 

AR 

1 

3 

1 

— 

2 

0 

— 

3 

2 

— 

4 

0 

— ■ 

1 

1 

Mixed 

1 

2 

— 

— 

2 

3 

— 

1 

1 

3 

3 

1 

— 

4 

1 

Total 

100 

3 

5 

4 

9 
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SIMULTANEOUS  CORONARY  ARTERY  BYPASS 
AND  NONCARDIAC  OPERATIONS 


Thomas  J.  Merle,  MD 
Chester  W.  Osborn,  MD 
Charles  R.  Bush,  MD 


A retrospective  study  was  done  on  32  patients 
who  underwent  simultaneous  coronary  artery  by- 
pass and  noncardiac  operations.  The  most  com- 
monly performed  second  operation  was  carotid 
endarterectomy.  There  was  one  post-operative 
death.  There  were  no  peri-operative  myocardial 
infarctions.  There  were  no  post-operative  neuro- 
logical deficits  in  those  patients  undergoing  carotid 
artery  surgery.  Average  length  of  hospital  stay  was 
not  affected.  We  concluded  from  our  study  that 
combined  coronary  artery  bypass  and  noncardiac 
procedures  are  both  safe  and  cost  effective. 


Introduction 

The  safety  and  efficacy  of  coronary  artery  bypass  sur- 
gery and  concomitant  noncardiac  surgery  has  been  well  docu- 
mented.1,2 Considering  the  endemic  nature  of  atherosclerotic 
heart  disease  and  the  increasing  frequency  of  coronary  bypass 
surgery,  the  clinical  situation  in  which  simultaneous  cardiac  and 
noncardiac  problems  are  encountered  is  not  uncommon. 

There  are  both  medical  and  economical  factors  that  favor 
simultaneous  procedures.  Korampai,  et  al1  have  cited  these  ad- 
vantages which  include  both  cost  effectiveness  and  decreased 
potential  morbidity.  In  his  study  of  63  combined  procedures, 
the  mortality  rate  was  4.7%  and  there  were  no  complications 
related  to  the  second  procedure. 

In  another  large  study  by  Dalton,  et  al2  68  patients  under- 
went combined  procedures  with  a mortality  rate  of  2.9%.  This 
compared  with  a mortality  rate  of  1.7%  for  isolated  coronary 
artery  bypass. 

Carotid  endarterectomy  is  the  most  common  noncardiac 
operation  performed  and  the  one  first  reported.  The  incidence 
of  significant  carotid  disease  in  large  series’  of  patients  with 
coronary  artery  disease  ranges  from  1.5  to  6.0%. 3 In  these  pa- 
tients, myocardial  infarction  is  the  most  common  cause  of  both 
early  and  late  death.  Bernhard  et  al  demonstrated  that  in  patients 
with  combined  disease,  the  operative  mortality  for  endarterec- 
tomy alone  was  33%. 4 This  compares  with  a 0%  mortality  rate 
for  patients  undergoing  simultaneous  procedures. 

The  safety  and  effectiveness  of  combined  procedures  have 
been  substantiated  by  our  own  clinical  experience.  A retrospec- 
tive study  was  done  on  combined  cardiac  and  noncardiac  proce- 
dures performed  at  Riverside  Methodist  Hospital  in  Columbus, 
Ohio,  over  the  past  six  years. 


From  Riverside  Methodist  Hospital,  Columbus,  Ohio:  Thomas 
J.  Merle,  MD,  Resident  in  General  Surgery;  Chester  W. 
Osborn,  MD,  Senior  Attending  in  Thoracic  and  Cardiovas- 
cular Surgery;  Charles  R.  Bush,  MD,  Senior  Attending  in 
Thoracic  and  Cardiovascular  Surgery. 
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Materials  and  Results 

A total  of  2,21 1 operative  procedures  were  done  for  acquired 
adult  cardiac  disease.  There  were  32  combined  coronary  artery 
bypass  and  noncardiac  operations.  Their  types  and  frequencies 
are  listed  in  Table  I. 

There  were  26  males  and  six  females  with  an  average  age 
of  60.  The  average  number  of  coronary  grafts  was  2.8.  There 
was  only  one  post-operative  death.  This  was  in  a 59-year-old 
white  male  who  died  on  the  45th  post-operative  day  from  renal 
failure  and  sepsis. 

There  were  four  post-operative  complications,  only  one  of 
which  was  directly  related  to  the  secondary  noncardiac  proce- 
dures. This  was  in  a 67-year-old  white  male  who  underwent  SVG 
x 3 and  cholecystectomy.  Postoperative  jaundice  cleared  spon- 
taneously in  four  days. 

The  overall  operative  mortality  was  3%.  The  post-operative 
complication  rate  was  12.5%.  There  were  no  peri-operative 
myocardial  infarctions.  There  were  no  neurologic  deficits  in  the 
12  patients  undergoing  carotid  artery  surgery. 

It  is  interesting  to  note  that  one  patient  underwent  simulta- 
neous SVG  x 1,  bilateral  aortocarotid  bypass  and  left  carotid- 
subclavian  bypass  for  Takayasu’s  Disease.  Her  postoperative 
course  was  unremarkable  and  delayed  only  by  rehabilitation 
necessitated  by  a pre-operative  stroke. 

The  average  length  of  hospital  stay  for  all  patients  was  13 
days.  This  compared  to  13.4  days  for  all  patients  undergoing 
coronary  artery  bypass  alone  over  the  past  six  years.* 

Late  follow-up  was  obtained  on  all  patients.  The  average 
length  of  follow-up  was  29  months.  There  was  one  late  death. 
This  was  at  1 1 months  postoperatively  in  a 68-year-old  white 
female  who  underwent  SVG  x 3 and  carotid  endarterectomy. 
The  patient  was  on  Coumadin  at  the  time  of  death.  Cause  of 
death  is  unknown. 


TABLE  I 

NONCARDIAC  OPERATIONS  PERFORMED 
SIMULTANEOUSLY  WITH  CORONARY  BYPASS 

Number  of 

Procedure  Patients 


Carotid  Endarterectomy 

11 

Cholecystectomy 

7 

Pulmonary  Resection 

4 

Resection  Abd.  Aortic  Aneurysm 

3 

Lip  Revision  (Extensive) 

1 

Excision  Pericardial  Cyst 

1 

Renal  Artery  Bypass 

1 

Nephrectomy 

1 

Vagotomy  & Pyloroplasty 

1 

Nissen  Fundoplication 
Aortic  Arch  Reconstruction  for 

1 

Takayasu’s  Disease 

1 

Conclusion 

In  our  study  of  32  patients  undergoing  combined  coronary 
artery  bypass  and  concomitant  noncardiac  procedures,  we  have 
shown  that  the  mortality  rate  is  low  and  that  the  post-operative 
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or  chronic  total  coronary  artery  occlusion.  Such  patients,  previ- 
ously excluded  from  consideration  for  PTCA  by  prior  selection 

criteria,  may  benefit  from  this  procedure. 
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course  is  not  significantly  affected.  Based  on  the  average  length 
of  hospital  stay,  combined  procedures  are  cost-effective.  For 
these  reasons,  combined  operations  should  and  will  continue 
to  be  done  at  our  institution. 

*Note:  These  averages  include  hospitalized  days  for  pre-opera- 
tive evaluation. 
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The  AM  A Interim  Report 


By  Oscar  W.  Clarke , MD  and  A.  Burton  Payne,  MD 


This  report  covers  some  of  the 
important  issues  voted  on  by  the 
Ohio  Delegation  at  the  1984 
Interim  Business  meeting  of  the 
American  Medical  Association  in 
Honolulu,  Hawaii,  December  2-5, 
1984. 

There  were  76  reports  and  107 
resolutions  considered  by  the 
House  of  Delegates.  Three  of  the 
resolutions  were  introduced  by  the 
Ohio  Delegation  to  the  AM  A. 

National  Public  Information 
Program 

The  American  Medical 
Association  House  of  Delegates 
adopted  a Board  of  Trustees 
report  and  the  following  substitute 
resolution  containing  all  of  the 
original  elements  of  the  Ohio 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
strengthen  its  efforts  to  increase 
the  public’s  awareness  that 
physicians  are  patient  advocates; 
and  be  it  further 

RESOLVED,  That  an 
immediate  program  be  developed 
and  implemented  to  focus  on 
increasing  the  public’s 
understanding  of  key  changes  that 
are  occurring  in  health  care 
delivery  and  the  impact  that  such 
changes  will  have  on  health  care 
quality  and  access;  and  be  it 
further 

RESOLVED,  That  the  AMA 
plan  a long  range  national  public 
education  campaign  utilizing 
consultants  with  established 
reputations;  and  be  it  further 

RESOLVED,  That  the  AMA 
provide  assistance  and 
encouragement  to  state  and  county 
associations  to  develop  and 


implement  similar  public 
awareness  programs  and  monitor 
and  evaluate  such  programs  for 
their  effectiveness  and  that  a 
report  be  made  to  the  House  of 
Delegates  at  the  Annual  Meeting 
in  1985.’’ 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Combat  Legislation  Authorizing 
Medical  Acts  by  Unlicensed 
Individuals 

The  AMA  House  of  Delegates 
adopted  the  following  substitute 
resolution  in  lieu  of  the  resolution 
submitted  by  the  Ohio  Delegation: 

“RESOLVED,  That  the 
American  Medical  Association 
continue  its  program  of 
monitoring  legislative  and 
regulatory  activities  at  state  and 
local  levels  to  permit  adequate  and 
timely  participation  by  the  medical 
profession  in  such  activities;  and 
be  it  further 

RESOLVED,  That  the  AMA 
continue  to  disseminate 
information  concerning  such 
activity  as  expeditiously  as  possible 
to  state  medical  and  specialty 
societies;  and  be  it  further 

RESOLVED,  That  the  AMA 
continue  to  augment  its  program 
of  providing  timely  AMA 
legislative  and  staff  support  to 
assist  state  medical  and  specialty 
societies  in  their  efforts  to  oppose 
enactment  of  new  legislation  which 
authorize  independent  practice  of 
medicine  by  individuals  who  are 
not  licensed  to  practice  medicine 
and  surgery  in  all  of  its  branches, 
and  to  similarly  act  to  support 
enactment  of  amendments  to 
restrict  statutes  which  authorize 
independent  practice  of  medicine 


by  individuals  who  are  not 
licensed  to  practice  medicine  and 
surgery  in  all  of  its  branches.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

National  Council  on 
Interprofessional  Education  and 
Practice 

The  AMA  House  of  Delegates 
rejected  a resolution  from  Ohio 
that  asks  the  AMA  to  suggest  that 
the  core  curriculum  of  medical 
schools  include  interprofessional 
courses  and  events,  to  work  with 
and  through  state  medical  societies 
to  implement  interprofessional 
education  within  their  continuing 
education  programs,  to  co-sponsor 
an  interprofessional  conference, 
and  to  implement  co-sponsorship 
through  designation  of  appropriate 
staff  and  fiscal  resources. 

The  Ohio  Delegation  supported 
rejection. 

Conflict  of  Interest  — Guidelines 

The  AMA  House  of  Delegates 
adopted  a Judicial  Council  report 
that  provides  five  guidelines  by 
which  physicians  can  judge 
whether  or  not  they  are  involved 
in  an  impermissible  conflict  of 
interest  in  their  professional 
practice.  The  five  guidelines  are  as 
follows: 

1.  the  physician  has  an  affirmative 
ethical  obligation  to  disclose  to 
the  patient  or  referring 
colleagues  his  or  her  ownership 
interest  in  the  facility  or 
therapy  prior  to  utilization; 

2.  the  physician  may  not  exploit 
the  patient  in  any  way,  as  by 
inappropriate  or  unnecessary 
utilization; 
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After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/KnoIl) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTINtaius 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  aione,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

£X  knoll  pharmaceutical  company 

knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 
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3.  the  physician’s  activities  must 
be  in  strict  conformance  with 
the  law; 

4.  the  patient  should  have  free 
choice  either  to  use  the 
physician’s  proprietary  facility 
or  therapy  or  to  seek  the 
needed  medical  services 
elsewhere;  and 

5.  when  a physician’s  commercial 
interest  conflicts  so  greatly  with 
the  patient’s  interest  as  to  be 
incompatible,  the  physician 
should  make  alternative 
arrangements  for  the  care  of 
the  patient. 

The  Ohio  Delegation 
unanimously  supported  adoption. 

International  Commission  on 
Prison  Medical  Ethics 

The  AMA  House  of  Delegates 
referred  a resolution  to  the  Board 
of  Trustees  asking  that  the  AMA 
endorse  a United  Nations 
resolution  adopting  Principles  of 
Medical  Ethics  for  prison  health 
workers,  and  also  a resolution 
adopted  by  the  Second  World 
Congress  on  Prison  Health  Care, 
which  asks  the  U.N.  to  establish  a 
commission  to  monitor  compliance 
with  the  U.N.  Principles  of 
Medical  Ethics. 

The  Ohio  Delegation 
unanimously  supported  referral. 

State  Regulation  of  Self-Insured 
Medical  Plans 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees 
report  that  describes  a study  of 
state  regulation  of  self-insured 
medical  plans  and  recommends 
that:  State  medical  associations 
support  legislation  requiring  non- 
profit service  plans  and  insurance 
companies  offering  individual 
policies  covering  hospital,  medical, 
and  surgical  services  to  offer 
individual  coverage  for  preventive 
and  immunization  services;  that 
AMA  develop  proposed 
amendments  to  the  federal 
Employee  Retirement  Income 
Security  Act  to  allow  state 
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regulation  of  self-insured  health 
benefit  plans;  and  that  state 
medical  societies  be  encouraged  to 
support  legislation  regulating  all 
health  benefit  plans  with  regard  to 
accessibility  of  providers  and 
quality  of  care. 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Government  Fee  Schedules  and  the 
Doctor/Patient  Relationship 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
substitute  resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
continue  to  publicize  the 
discriminatory  aspects  of  recent 
changes  in  the  Medicare  law  which 
provide  sanctions  and  penalties 
against  physicians  who  do  not 
contract  with  the  government.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Special  Task  Force  on  Professional 
Liability  and  Professional  Liability 
Problems 

The  AMA  House  of  Delegates 
amended  and  adopted  two  Board 
of  Trustees  reports.  The  Board  of 
Trustees  reports  brought  the 
House  of  Delegates  up-to-date  on 
the  activities  of  the  Special  Task 
Force  on  Professional  Liability 
and  Insurance  and  relates  the 
results  of  a study  by  the  AMA’s 
Committee  on  Professional 
Liability  of  costs,  tort  reform  and 
other  aspects  of  the  professional 
liability  problem.  One  of  the 
Board  reports  was  amended  to 
commend  the  statement  of  Warren 
E.  Burger,  Chief  Justice  of  the 
United  States  Supreme  Court,  in  a 
speech  delivered  February  14, 

1984,  to  the  American  Bar 
Association  suggesting  sanctions 
against  attorneys  who  file 
“frivilous”  allegations  in  court, 
and  that  this  concept  should  be 
encouraged  by  the  American 
Medical  Association  to  insure 
justice  for  all  as  well  as  improving 
the  professional  liability  climate. 


The  Ohio  Delegation 
unanimously  supported  adoption. 

Family  Medicine  as  a Fundamental 
Subject  in  Medical  Schools 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
recommend  to  the  medical  schools 
of  the  U.S.  that  they  include 
family  medicine  as  a clinical 
subject.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Hospital  Medical  Staff  Joint 
Ventures 

The  AMA  House  of  Delegates 
referred  to  the  Board  of  Trustees 
the  following  substitute  resolution: 

“RESOLVED,  That  the  AMA 
adopt  a policy  that  when  ‘joint 
venturing’  programs  are  under 
consideration  by  hospitals,  medical 
staff,  or  others,  which  affect 
directly  or  indirectly  the  quality  of 
patient  care,  such  programs  shall 
be  subject  to  approval  of  and 
continued  monitoring  by  the 
organized  medical  staffs  and  that, 
as  technically  feasible,  each 
physician  on  the  staff  should  have 
the  opportunity  to  participate  in 
such  ventures;  and  be  it  further 

RESOLVED,  That  the  AMA 
Board  of  Trustees,  in  cooperation 
with  the  Hospital  Medical  Staff 
Section,  develop  a document  that 
provides  a working  definition  of 
the  term  ‘joint  venture,’  and 
guidelines  for  use  by  hospital 
medical  staff  members  interested 
in  participating  in  ‘joint 
ventures.’  ” 

The  Ohio  Delegation 
unanimously  supported  referral. 

Conflict  Resolution 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
urge  hospitals  to  establish  a 


committee  of  equal  numbers  of 
board  of  trustees/directors  and 
medical  staff  representatives  to 
negotiate  conflicts  and  attempt  to 
resolve  them  as  they  arise;  and  be 
it  further 

RESOLVED,  That  the 
American  Medical  Association  and 
American  Hospital  Association 
explore  mechanisms  to  the  further 
resolution  of  unresolved  conflicts 
between  hospitals  and  medical 
staffs  through  a mechanism  such 
as  a local  mediation  committee 
composed  of  equal  numbers  of 
physicians  and  hospital 
trustees/directors  appointed  jointly 
by  the  component  medical  society 
and  the  local  hospital  association 
or  council.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Amendment  to  JCAH  Medical 
Staff  Standard  II 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
direct  its  Commissioners  to  the 
Joint  Commission  on 
Accreditation  of  Hospitals  to  seek 
deletion  of  the  words,  ‘or  with  the 
bylaws  of  the  governing  body,’ 
from  the  1985  JCAH  Medical 
Staff  Standard  II,  Required 
Characteristic  F.2.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Chelation  Therapy 

The  AMA  House  of  Delegates 
referred  a Council  on  Scientific 
Affairs  report  and  adopted  the 
following  amended  substitute 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
lauds  scientific  advancements 
which  have  been  made  in  the 
treatment  of  atherosclerotic 
vascular  disease,  which  is  the 
leading  cause  of  death  in  the 
United  States,  and  be  it  further 

continued  on  page  139 
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01 

02 

03 

04 

05 

06 

Educ. 

Speclty.  Soc. 

Health 

Field 

Fiscal 

Government 

Account: 

Admin. 

Mtg.  Mgmt. 

Education 

Service 

Membership 

Relations 

Furniture  and  Equipment 

...  $ 0 

$ 750.00 

$ 100.00 

$ 0 

$ 3,900.00 

$ 1,600.00 

Equipment:  Data  Processing 

0 

0 

0 

0 

32,120.00 

0 

Buildings  

1,175.00 

4,450.00 

1,100.00 

1,625.00 

3,750.00 

1,650.00 

Accounts  Payable:  OMERF 

0 

0 

0 

0 

0 

0 

Term  Debt:  Current 

150.40 

569.60 

140.80 

208.00 

480.00 

211.20 

Journal:  Advertise  Costs 

0 

0 

0 

0 

0 

0 

Journal:  Publication  Cost 

0 

0 

0 

0 

0 

0 

Salaries  & Ins.  Benefits 

237,061.77 

251,957.68 

74,442.32 

20,966.37 

255,907.95 

100,129.38 

Staff  Development 

100,000.00 

0 

0 

0 

0 

0 

Staff  Expense 

12,000.00 

14,000.00 

3,400.00 

0 

12,000.00 

13,000.00 

President  Expense 

12,000.00 

0 

0 

0 

0 

0 

President-Elect  Expense 

6,000.00 

0 

0 

0 

0 

0 

Officer  Honorariums 

19,000.00 

0 

0 

0 

0 

0 

Council  Expense 

55,000.00 

0 

0 

0 

0 

0 

AMA  Del/Alt  Expense 

0 

0 

0 

0 

0 

0 

Student  Business  Section 

0 

25,000.00 

0 

0 

0 

0 

Ad  Hoc:  Long  Range  Plan 

0 

0 

0 

0 

0 

0 

Committee:  Ad  Hoc  Delegate 

0 

0 

0 

0 

0 

0 

Committee:  AMA-ERF 

0 

0 

0 

0 

0 

0 

Committee:  Art  & Culture 

0 

0 

0 

0 

0 

0 

Committee:  Audit  & Apprtn 

0 

0 

0 

0 

38,000.00 

0 

Committee:  Cancer  

0 

0 

500.00 

0 

0 

0 

Committee:  Editorial  Board 

0 

0 

0 

0 

0 

0 

Committee:  Education 

0 

9,400.00 

0 

0 

0 

0 

Committee:  Emrgcy.  & Disas 

0 

3,200.00 

0 

0 

0 

0 

Committee:  Cost  Effective 

0 

0 

0 

0 

0 

0 

Committee:  Envirn.  Liaison 

0 

0 

500.00 

0 

0 

0 

Committee:  Geriatric  Med 

0 

0 

0 

0 

0 

1,500.00 

Committee:  Hlth.  Care  Issue 

0 

0 

0 

0 

0 

1,800.00 

Committee:  Health  Manpowr 

0 

0 

1,000.00 

0 

0 

0 

Committee:  Hlth.  Planning 

0 

0 

0 

0 

0 

0 

Committee:  Hlth.  Pin.  Ad.  Pnl 

0 

0 

0 

0 

0 

500.00 

Committee:  Jails  & Prison 

0 

0 

0 

0 

0 

0 

Committee:  Judicial/Prof 

0 

0 

0 

0 

0 

0 

Committee:  Matrnl./Neonatl 

0 

0 

0 

0 

0 

2,000.00 

Committee:  Members  Ins 

0 

0 

0 

0 

0 

0 

Committee:  Membership 

0 

0 

0 

0 

0 

0 

Committee:  Mental  Health 

0 

0 

2,000.00 

0 

0 

0 

Committee:  Impaired  Phys 

0 

0 

5,000.00 

0 

0 

0 

Committee:  Non-Dues  Income 

0 

0 

0 

0 

0 

0 

Committee:  Prof.  Liab.  Task 

0 

0 

0 

0 

0 

0 

Committee:  Sports  Med 

0 

0 

5,000.00 

0 

0 

0 

Committee:  Communications 

0 

0 

0 

0 

0 

0 

Committee:  School  Health 

0 

0 

2,000.00 

0 

0 

0 

Committee:  Stdy.  & Rev.  Act 

0 

0 

0 

0 

0 

0 

Committee:  On  Program  

0 

1,400.00 

0 

0 

0 

0 

Committee:  State  Legis 

0 

0 

0 

0 

0 

0 

Task  Force:  On  Medicaid 

0 

0 

0 

0 

0 

0 

Task  Force:  Hlth.  Care  Mkt 

0 

0 

0 

0 

0 

0 

Annual  Meeting 

0 

154,500.00 

0 

0 

0 

0 

Bad  Debt  Expense 

0 

0 

0 

0 

0 

0 

Building  Expense 

3,844.60 

14,560.40 

3,599.20 

5,317.00 

12,270.00 

5,398.80 

Car  Lease 

18,000.00 

6,400.00 

4,000.00 

4,000.00 

3,200.00 

6,500.00 

Contributions 

0 

0 

0 

0 

0 

0 

Councilor  Dist.  Conference 

6,000.00 

0 

0 

0 

0 

0 

Data  Processing 

0 

0 

0 

0 

45,400.00 

0 

Depreciation  Expense 

2,333.05 

4,654.04 

968.13 

1,398.70 

42,871.09 

1,560.28 

Equipment  Lease  & Supply  

5,644.50 

10,170.75 

2,289.75 

3,408.00 

9,052.50 

3,408.00 

Equipment  Maint.  Agreement 

0 

0 

0 

0 

0 

2,000.00 

Emergency  Fund 

21,300.00 

2,300.00 

2,300.00 

2,300.00 

4,300.00 

1,300.00 

Insurance  and  Bonding 

15,782.00 

1,118.00 

1,118.00 

1,118.00 

1,144.00 

1,144.00 

Interest  Expense 

275.42 

1,043.08 

257.84 

380.90 

879.00 

386.76 

Legal  Expense 

0 

0 

0 

0 

0 

0 

Library  

296.10 

456.10 

446.10 

646.10 

296.10 

946.10 

Meeting  Expense 

22,500.00 

4,000.00 

0 

0 

0 

0 

Misc.  Supplies 

848.00 

1,528.00 

344.00 

512.00 

1,360.00 

512.00 

OSMAgram 

0 

0 

0 

0 

0 

0 

Pension  Expense 

12,096.00 

17,360.00 

5,264.00 

2,428.00 

18,480.00 

11,088.00 

Postage 

2,526.82 

9,913.05 

3,525.03 

4,025.63 

10,052.46 

1,525.63 

Printing  & Office  Supply 

2,141.26 

5,551.73 

2,502.62 

2,792.83 

9,434.09 

1,292.83 

Prof.  Relations  Activity 

786.50 

786.50 

786.50 

786.50 

786.50 

786.50 

Public  Relations  Expense 

0 

0 

0 

0 

0 

0 

Taxes:  Payroll 

9,793.92 

18,885.00 

4,702.69 

1,715.03 

18,615.23 

8,553.85 

Taxes:  State  and  Local 

0 

0 

0 

0 

0 

0 

Telephone  and  Telegraph 

6,148.00 

11,078.00 

2,494.00 

3,712.00 

9,860.00 

3,712.00 

TOTAL  BUDGET 

. . . $572,703.34 

$575,031.93 

$129,780.98 

$ 57,340.06 

$534,158.92 

$172,505.33 
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1985  BUDGET  ALLOCATION 


07  08  09  10  11  12 

Communi-  Development  State  Legal  Rental  1985 

cations  & Services  Legislation Services Area MRF Totals 


$ 1,500.00 

$ 1,200.00 

$ 3,000.00 

$ 3,500.00 

$ 0 

$ 

0 

$ 0 

$ 15,550.00 

0 

0 

0 

5,000.00 

0 

0 

0 

37,120.00 

2,675.00 

1,600.00 

2,325.00 

1,800.00 

2,850.00 

0 

0 

25,000.00 

0 

0 

0 

0 

0 

0 

0 

0 

342.40 

204.80 

297.60 

230.40 

364.80 

0 

0 

3,200.00 

1,600.00 

0 

0 

0 

0 

0 

0 

1,600.00 

205,000.00 

0 

0 

0 

0 

0 

0 

205,000.00 

184,651.55 

90,860.66 

157,546.45 

134,296.54 

0 

0 

0 

1,507,820.67 

0 

0 

0 

0 

0 

0 

0 

100,000.00 

12,000.00 

4,000.00 

37,000.00 

28,750.00 

0 

0 

0 

136,150.00 

0 

0 

0 

0 

0 

0 

0 

12,000.00 

0 

0 

0 

0 

0 

0 

0 

6,000.00 

0 

0 

0 

0 

0 

0 

0 

19,000.00 

0 

0 

0 

0 

0 

0 

0 

55,000.00 

0 

102,205.00 

0 

0 

0 

0 

0 

102,205.00 

0 

0 

0 

0 

0 

0 

0 

25,000.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1,199.00 

0 

0 

0 

0 

0 

1,199.00 

0 

0 

0 

0 

0 

0 

0 

0 

400.00 

0 

0 

0 

0 

0 

0 

400.00 

0 

0 

0 

0 

0 

0 

0 

38,000.00 

0 

0 

0 

0 

0 

0 

0 

500.00 

400.00 

0 

0 

0 

0 

0 

0 

400.00 

0 

0 

0 

0 

0 

0 

0 

9,400.00 

0 

0 

0 

0 

0 

0 

0 

3,200.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

500.00 

0 

0 

0 

0 

0 

0 

0 

1,500.00 

0 

0 

0 

0 

0 

0 

0 

1,800.00 

0 

0 

0 

0 

0 

0 

0 

1,000.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

500.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

11,000.00 

0 

0 

0 

11,000.00 

0 

0 

0 

0 

0 

0 

0 

2,000.00 

0 

2,050.00 

0 

0 

0 

0 

0 

2,050.00 

0 

1,800.00 

0 

0 

0 

0 

0 

1,800.00 

0 

0 

0 

0 

0 

0 

0 

2,000.00 

0 

0 

0 

0 

0 

0 

0 

5,000.00 

0 

3,500.00 

0 

0 

0 

0 

0 

3,500.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

5,000.00 

400.00 

0 

0 

0 

0 

0 

0 

400.00 

0 

0 

0 

0 

0 

0 

0 

2,000.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1,400.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

2,500.00 

0 

0 

0 

0 

0 

0 

2,500.00 

0 

0 

0 

0 

0 

0 

0 

154,500.00 

500.00 

0 

0 

0 

0 

0 

0 

500.00 

8,752.60 

5,235.20 

7,607.40 

5,889.60 

9,325.20 

0 

0 

81,800.00 

0 

3,200.00 

0 

4,500.00 

0 

0 

0 

49,800.00 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

6,000.00 

0 

0 

0 

0 

0 

0 

0 

45,400.00 

3,489.15 

1,923.19 

2,060.04 

2,166.31 

1,631.62 

0 

0 

65,055.60 

7,934.25 

3,408.00 

4,526.25 

3,408.00 

0 

0 

0 

53,250.00 

0 

0 

0 

0 

0 

0 

0 

2,000.00 

2,300.00 

1,300.00 

1,300.00 

1,300.00 

0 

0 

0 

40,000.00 

1,144.00 

1,144.00 

1,144.00 

1,144.00 

0 

0 

0 

26,000.00 

627.02 

375.04 

544.98 

421.92 

668.04 

0 

0 

5,860.00 

0 

0 

0 

95,000.00 

0 

0 

0 

95,000.00 

896.10 

425.10 

1,296.10 

2,296.10 

0 

0 

0 

8,000.00 

1,000.00 

0 

0 

11,500.00 

0 

0 

0 

39,000.00 

1,192.00 

512.00 

680.00 

512.00 

0 

0 

0 

8,000.00 

50,000.00 

0 

0 

0 

0 

0 

0 

50,000.00 

12,768.00 

9,072.00 

11,200.00 

9,744.00 

0 

0 

0 

109,500.00 

9,551.86 

4,327.63 

4,526.23 

2,525.66 

0 

0 

0 

52,500.00 

9,009.88 

3,264.83 

15,677.04 

2,292.89 

0 

0 

0 

53,960.00 

786.50 

786.50 

786.50 

786.50 

0 

0 

0 

7,865.00 

180,000.00 

0 

0 

0 

0 

0 

0 

180,000.00 

13,797.89 

5,113.57 

11,823.26 

7,891.84 

0 

0 

0 

100,892.28 

0 

0 

0 

0 

0 

0 

0 

0 

8,642.00 

3,712.00 

4,930.00 

4,512.00 

0 

0 

0 

58,800.00 

$723,860.20 

$252,418.52 

$268,270.85 

$340,467.76 

$ 14,839.66 

$ 

0 

$ 0 

$3,641,377.55 
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ACCOUNTANTS’  REPORT 

The  Committee  on  Auditing  and  Appropriations 
Ohio  State  Medical  Association 
Columbus,  Ohio 

We  have  examined  the  balance  sheets  of  Ohio  State  Medical  Association  at  December  31,  1983  and  1982  and 
the  related  statements  of  operations  and  undesignated  net  worth  and  changes  in  financial  position  for  the  years  then 
ended.  Our  examinations  were  made  in  accordance  with  generally  accepted  auditing  standards  and,  accordingly,  included 
such  tests  of  the  accounting  records  and  such  other  auditing  procedures  as  we  considered  necessary  in  the  circumstances. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly  the  financial  position  of  Ohio  State  Medical 
Association  at  December  31,  1983  and  1982  and  the  results  of  its  operations  and  changes  in  its  financial  position  for 
the  years  then  ended,  in  conformity  with  generally  accepted  accounting  principles  applied  on  a consistent  basis. 

Coopers  & Lybrand 

Columbus,  Ohio 
April  3,  1984 


OHIO  STATE  MEDICAL  ASSOCIATION 
BALANCE  SHEET,  December  31,  1983  and  1982 


ASSETS 

1983 

1982 

Current  assets: 

Cash  and  cash  equivalents 

$2,462,206 

$2,221,618 

Accounts  receivable  

84,346 

85,098 

Accounts  receivable,  PICO  . . . 

56,246 

133,405 

Accounts  receivable,  PACO  . . 

62,604 

21,098 

Prepaid  expenses 

49,693 

45,469 

Total  current  assets 

2,715,095 

2,506,688 

Other  assets: 

Funds  restricted  for 
designated  purposes 
(Note  2) 

512,511 

421,683 

Notes  receivable: 

Mortgage  (Note  5)  

59,342 

59,405 

Other 

111,494 

39,534 

Investments: 

General  Trust  Fund  (net  of 
amount  owed  to  pension 
plan,  $46,276  in  1983, 
$14,560  in  1982), 
approximates  market 

71,328 

62,662 

Physicians  Insurance 
Company  of  Ohio  (PICO), 
at  cost  (Notes  3,  4 


and  8) 

PRORECO  Reinsurance 
Corporation,  Ltd. 

100,000 

100,000 

(PRORECO),  at  cost 

622  South  High  Street,  Inc. 

25,000 

25,000 

(Note  5) 

Physicians  Administrative 
Corporation  of  Ohio 

24,989 

21,619 

(PACO)  (Note  6) 

Real  estate  (building  — 
$2,090,000;  equipment  — 
$260,000;  net  of 
accumulated  depreciation 
of  $117,375  in  1983  and 
$39,125  in  1982) 

68,792 

125,479 

(Note  8) 

Prepaid  conversion  costs  on 
computer  installation,  net 
of  $60,730  and  $48,584 
amortization  in  1983  and 

2,232,625 

2,310,875 

1982,  respectively  (Note  1)  . 

12,146 

3,206,081 

3,178,403 

Property  and  equipment,  at  cost 
(Notes  1 and  7): 


Building 

572,481 

572,481 

Data  processing  equipment  . . . 
Furniture,  fixtures  and 

274,450 

263,790 

equipment 

153,137 

147,178 

Less  accumulated 

1,000,068 

983,449 

depreciation 

( 382,830) 

( 309,793) 

617,238 

673,656 

Land 

Deposit  on  data  processing 

447,717 

447,717 

equipment 

4,256 

1,064,955 

1,125,629 

$6,986,131 

$6,810,720 

The  accompanying  notes  are  an  integral 
part  of  the  financial  statements. 


LIABILITIES  AND  NET  WORTH 


Current  liabilities: 

1983 

1982 

Accounts  payable 

Accounts  payable,  PICO 

$ 208,271 

$ 162,421 

(Note  3) 

Current  portion,  term  debt 

1,502,045 

1,240,929 

(Note  7) 

27,542 

55,966 

Other  current  liabilities 

282,046 

275,590 

Total  current  liabilities . 

2,019,904 

1,734,906 

Term  debt  (Note  7) 

Deferred  income: 

Annual  membership  dues 

2,486,156 

2,512,554 

(Note  1) 

Life  membership  dues 

379,219 

345,280 

(Note  1) 

33,150 

35,200 

Other 

76,670 

70,000 

Commitment  (Note  6) 

Net  worth  (Note  2): 

489,039 

450,480 

Designated  funds 

512,511 

421,683 

Undesignated  funds  

1,478,521 

1,691,097 

1,991,032 

2,112,780 

$6,986,131 

$6,810,720 

The  accompanying  notes  are  an  integral 
part  of  the  financial  statements. 
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OHIO  GAZETTE 

TALWIN  Nx... BUILT-IN 
PROTECTION  AGAINST 
MISUSE  BY  INJECTION 


Major  Analgesic 
Reformulated 

Now  contains  naloxone, 
a potent  narcotic  antagonist 

Extra  security  added 
to  proven  efficacy  and  safety 


No  longer  do  doctors  have  to  deny  patients  the 
benefit  of  an  effective  oral  analgesic  for  fear  of  its 
misuse  by  injection. 

Winthrop-Breon  Laboratories  has  met  a nagging 
problem  by  reformulating  TALWIN®  50  (pentazo- 
cine HC1  tablets)  with  the  addition  of  naloxone, 
equivalent  to  0.5  mg  base.  The  reformulated 
product  is  called  TALWIN®  Nx. 

The  original  formulation  had  been  subject  to  a 
form  of  misuse  among  street  abusers  known  as 
“T’s  and  Blues.”  TALWIN  50  and  PBZf  an  anti- 
histamine, would  be  ground  up  together,  put  into 
solution,  and  injected  intravenously.  The  combi- 
nation produced  a heroin-like  high.  Because 
naloxone  is  a narcotic  antagonist  when  injected 
intravenously,  it  acts  to  nullify  any  high  a “T’s  and 
Blues”  addict  might  expect  from  the  pentazocine 
in  a combination  of  TALWIN  Nx  and  PBZ.  When 
taken  as  directed  orally,  the  naloxone  component 
of  TALWIN  Nx  is  inactive.  Thus,  TALWIN  Nx 
continues  to  be  a safe,  effective,  oral  analgesic  for 
the  relief  of  moderate  to  severe  pain,  now  provid- 
ing added  security  against  misuse. 

‘Registered  trademark  of  Ciba-Geigy  Corp  for  tripelennamine. 


•*540  NDC  0024-1951-04  \\ 

100 tablets  ID L d 

ItilwirL  | 

Each  tablet  contains  pentazocine  it 

hydrochloride, USP,  equivalent  to  50  mg  MS'  tfj 
and  naloxone  hydrochloride,  USP,  0.5  mfl  ||| 
Caution:  Federal  law  prohibits  '1*1 
dispensing  without  prescription.  f \ 


^j/f/rtihrop 


TnlwiivZ^ 


Each  tablet  contains  pentazocine  HCl,  USR 
equivalent  to  50  mg  base  and  naloxone 
HCl,  USR  equivalent  to  0.5  mg  base. 


The  reformulation  of  Talwin  50  to  Talwin  Nx 
involved  the  addition  of  0.5  mg  naloxone  to 
help  prevent  misuse  by  injection. 


Winf/irop-Breon 

© 1984  winthrop-Breon  Laboratories  Please  see  following  page  for  Brief  Summary. 
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Ttaflwin  © 

Each  tablet  contains  pentazocine  HCI,  USR  equivalent  to 
50  mg  base  and  naloxone  HCI.  USR  equivalent  to  0.5  mg  base. 

Analgesic  for  Oral  Use  Only 

Contraindications:  Hypersensitivity  to  either  pentazocine  or 
naloxone. 

TALWIN®  Nx  is  intended  for  oral  use  only.  Severe,  potentially 
lethal,  reactions  may  result  from  misuse  of  TALWIN®  Nx  by 
injection  either  alone  or  in  combination  with  other  substances 
(See  Drug  Abuse  and  Dependence  section ) 

Warnings:  Drug  Dependence.  Can  cause  physical  and  psycho- 
logical dependence.  (See  Drug  Abuse  and  Dependence.)  Head 
Injury  and  Increased  Intracranial  Pressure  As  with  other  potent 
analgesics,  respiratory  depressant  effects  of  the  drug  may  elevate 
cerebrospinal  fluid  pressure  due  to  C02  retention:  these  effects  may 
be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions,  or  a preexisting  increase  in  intracranial  pres- 
sure. Can  obscure  the  clinical  course  of  patients  with  head  injuries: 
in  such  patients,  use  with  extreme  caution  and  only  if  deemed 
essential.  Usage  with  Alcohol.  Due  to  potential  for  increased  CNS 
depressant  effects,  alcohol  should  be  used  with  caution.  Patients 
Receiving  Narcotics.  Pentazocine  is  a mild  narcotic  antagonist. 
Withdrawal  symptoms  have  occurred  in  patients  previously  given 
narcotics,  including  methadone  Certain  Respiratory  Conditions. 
Should  be  administered  with  caution  in  respiratory  depression  from 
any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Precautions:  CNS  Effect.  Use  cautiously  in  patients  prone  to 
seizures:  seizures  have  occurred  though  no  cause  and  effect 
relationship  has  been  established.  Therapeutic  doses  have  in  rare 
instances,  resulted  in  hallucinations  (usually  visual),  disorientation, 
and  confusion,  which  cleared  spontaneously  within  a period  of 
hours.  Such  patients  should  be  very  closely  observed  and  vital  signs 
checked:  if  the  drug  is  reinstituted,  it  should  be  done  with  caution 
since  the  acute  CNS  manifestations  may  recur.  Impaired  Renal  or 
Hepatic  Function.  Decreased  metabolism  of  pentazocine  in  exten- 
sive liver  disease  may  predispose  to  accentuation  of  side  effects:  it 
should  be  administered  with  caution  in  renal  or  hepatic  impairment. 
In  long-term  use,  precautions  should  be  taken  to  avoid  increases  in 
dose  by  the  patient.  Biliary  Surgery.  Some  evidence  suggests  that 
unlike  other  narcotics  pentazocine  causes  little  or  no  elevation  in 
biliary  tract  pressures:  the  clinical  significance  of  these  findings  is 
not  yet  known.  Information  for  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards.  May  cause  physical  and 
psychological  dependence  taken  alone  and  may  have  additive  CNS 
depressant  properties  in  combination  with  alcohol  or  other  CNS 
depressants.  Myocardial  Infarction.  Use  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea  or  vomiting.  Drug 
Interactions.  Usage  with  Alcohol:  See  Warnings.  Carcinogen- 
esis, Mutagenesis,  Impairment  of  Fertility.  No  long-term  studies 
in  animals  to  test  for  carcinogenesis  have  been  performed.  Preg- 
nancy Category  C.  Should  be  given  to  pregnant  women  only  if 
clearly  needed.  Labor  and  Delivery.  Use  with  caution  in  women 
delivering  premature  infants.  Effect  on  mother  and  fetus,  duration  of 
labor  or  delivery,  need  for  forceps  delivery  or  other  intervention  or 
resuscitation  of  newborn,  or  later  growth,  development,  and 
functional  maturation  of  the  child  is  unknown.  Nursing  Mothers. 
Caution  should  be  exercised  when  administered  to  a nursing 
woman.  Pediatric  Use.  Safety  and  effectiveness  in  children  below 
the  age  of  12  years  have  not  been  established. 

Adverse  Reactions:  Cardiovascular:  Hypotension,  tachycar- 
dia, syncope.  Respiratory:  Rarely,  respiratory  depression.  CNS. 
Acute  CNS  Manifestations:  In  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours:  may  recur  if  drug  is 
reinstituted.  Other  CNS  Effects:  Dizziness,  lightheadedness,  seda- 
tion, euphoria,  disturbed  dreams,  hallucinations,  irritability,  excite- 
ment, tinnitus,  tremor.  Gastrointestinal:  Nausea,  vomiting,  con- 
stipation, diarrhea,  anorexia,  rarely  abdominal  distress.  Allergic: 
Edema  of  the  face:  dermatitis,  including  pruritus:  flushed  skin,  includ- 
ing plethora.  Ophthalmic:  Visual  blurring  and  focusing  difficulty. 
Hematologic:  Depression  of  white  blood  cells  (especially  granulo- 
cytes), which  is  usually  reversible,  moderate  transient  eosinophilia. 
Other:  Headache,  chills,  insomnia,  weakness,  urinary  retention. 
Drug  Abuse  and  Dependence:  Controlled  Substance. 
TALWIN  Nx  is  a Schedule  IV  controlled  substance. 

Dependence  and  withdrawal  symptoms  have  been  rr.  .crted  with 
orally  administered  pentazocine.  Patients  whh  a history  of  drug 
dependence  should  be  under  close  supervision  Possible  abstinence 
syndromes  in  newborns  after  prolonged  use  of  pentazocine  during 
pregnancy  have  been  reported.  In  prescribing  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in  dose  by  the 
patient.  Tolerance  to  the  analgesic  effect  is  rarely  reported:  there  is 
no  long-term  experience  with  oral  use  of  TALWIN  Nx. 

The  amount  of  naloxone  present  (0.5  mg  per  tablet)  has  no  action 
when  taken  orally  and  will  not  interfere  with  the  pharmacologic 
action  of  pentazocine:  however,  this  amount  of  naloxone  given  by 
injection  has  profound  antagonistic  action  to  narcotic  analgesics. 
TALWIN  Nx  has  a lower  potential  for  parenteral  misuse  than  the 
previous  oral  pentazocine  formulation,  but  is  still  subject  to  patient 
misuse  and  abuse  by  the  oral  route. 

Severe,  even  lethal,  consequences  may  result  from  misuse  of  tablets 
by  injection  either  alone  or  in  combination  with  other  substances, 
such  as  pulmonary  emboli,  vascular  occlusion,  ulceration  and  absces- 
ses, and  withdrawal  symptoms  in  narcotic  dependent  individuals. 
Overdosage:  Treatment:  Oxygen,  intravenous  fluids,  vasopres- 
sors, and  other  supportive  measures  should  be  employed  as  indi- 
cated. Assisted  or  controlled  ventilation  should  also  be  considered. 
For  respiratory  depression,  parenteral  naloxone  is  a specific  and 
effective  antagonist. 

Please  consult  full  product  information  before  prescribing. 
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STATEMENT  OF  OPERATIONS  AND 
UNDESIGNATED  NET  WORTH 
for  the  years  ended  December  31,  1983  and  1982 


Income: 

Membership  dues  (Notes  1,  3 

1983 

1982 

and  10) 

$2,216,526 

$2,169,602 

Exhibit  fees  

5,400 

10,109 

Annual  meeting 

Fees  for  collection  of  AMA 

3,370 

3,270 

dues 

CME  accreditation  and 

16,399 

10,618 

courses 
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3,875 

( 6,169) 

(Note  10) 

206,808 

182,268 

Interest 

239,881 

270,457 

General  trust  income 

Administration  and  technical 

8,666 

7,082 

service  (Note  3) 

70,000 

50,000 

Rental  income 

Promotion  and  development 

19,738 

19,409 

(Note  3) 

164,486 

215,760 

Services,  specialty  societies  . . . 

32,862 

29,243 

Other 

112,940 

80,913 

Departmental  operating  expenses: 

3,100,951 

3,042,562 

Administration 

Education,  specialty  societies 

514,679 

480,455 

and  meeting  management  . . 

448,020 

351,494 

Health  education 

109,171 

101,206 

Field  service 

130,337 

116,797 

Fiscal  and  membership 

375,400 

393,262 

Government  relations 

133,735 

204,667 

Communications 

Development  and  member 

628,339 

598,615 

services  

280,524 

241,421 

State  legislation 

206,691 

296,082 

Legal  services 

199,097 

Income  from  operations 
before  loss  from  lease  to 
related  party  and  equity 

3,025,993 

2,783,999 

in  losses  of  subsidiaries  . . 
Loss  from  lease  to  related 

74,958 

258,563 

party  (Note  8) 

Equity  in  losses  of  subsidiaries 

( 51,589) 

( 39,125) 

(Notes  5 and  6) 

Net  income  (loss)  from 

( 145,117) 

( 92,135) 

operations  for  the  year. . . 
Undesignated  net  worth, 

( 121,748) 

127,303 

beginning  of  year 

Transfer  to  designated  funds, 

1,691,097 

1,645,938 

net  (Note  2)  

Undesignated  net  worth, 

( 90,828) 

( 82,144) 

end  of  year 

$1,478,521 

$1,691,097 

The  accompanying  notes  are  an  integral 

part  of  the  financial  statements. 

STATEMENT  OF  CHANGES  IN  FINANCIAL  POSITION 

for  the  years  ended  December  31,  1983  and  1982 

Cash  provided  (used)  through 
current  operations: 

1983 

1982 

Net  income  (loss)  

Add  charges  not  involving 
cash: 

Depreciation  and 

$(  121,748) 

$ 127,303 

amortization 

Equity  in  losses  of 

165,360 

132,002 

subsidiaries 

145,117 

92,135 

188,729 

351,440 
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(Increase)  decrease  in  accounts 


receivable 

36,405 

( 47,186) 

(Increase)  in  prepaid 
expenses  

( 4,224) 

( 15,602) 

Increase  in  accounts  payable . . 

306,966 

1,254,729 

Increase  (decrease)  in  other 
current  liabilities 

6,456 

( 332,728) 

Cash  provided  from  current 
operations 

534,332 

1,210,653 

Cash  provided  (used)  through 
financing  activities: 

Increase  (decrease)  in  current 
portion,  term  debt  

( 28,424) 

28,334 

Repayment  of  term  debt,  net 
of  conversions  to  current . . . 

( 26,398) 

( 155,966) 

Additions  to  long-term 

indebtedness 

2,550,000 

Increase  in  deferred  income  . . 

38,559 

113,417 

( 16,263) 

2,535,785 

Total  funds  provided  . . 

518,069 

3,746,438 

Investment  activities: 

Increase  in  funds  restricted 
for  designated  purposes  .... 

90,828 

82,144 

Increase  in  General  Trust 
Fund 

8,666 

7,082 

Increase  in  notes  receivable  . . . 

71,897 

39,478 

Investment  in  PRORECO  .... 

25,000 

Investment  in  622  South  High 
Street,  Inc 

6,800 

Investment  in  PACO 

85,000 

215,000 

Increase  in  investment  in 
real  estate 

2,350,000 

Additions  to  property  and 
equipment,  net 

14,290 

317,363 

Total  funds  used  for 
investment  activities 

277,481 

3,036,067 

Increase  in  cash  and  cash 
equivalents 

240,588 

710,371 

Cash  and  cash  equivalents: 
Beginning  of  year 

2,221,618 

1,511,247 

End  of  year 

$2,462,206 

$2,221,618 

The  accompanying  notes  are  an  integral 

part  of  the  financial  statements. 

NOTES  TO  THE  FINANCIAL  STATEMENTS 

1.  Accounting  Policies: 

The  following  is  a summary  of  certain  significant  account- 
ing policies  followed  in  the  preparation  of  the  financial 
statements.  The  policies  conform  to  generally  accepted  ac- 
counting principles  and  have  been  consistently  applied, 

a.  Depreciation: 

Depreciation  and  amortization  are  recognized  on  the 
straight-line  method  in  amounts  adequate  to  amortize 
costs  over  the  estimated  useful  lives  of  the  assets  as  fol- 


lows: 

Building  and  improvements 10-40  years 

Data  processing  equipment 5 years 

Furniture,  fixtures  and  equipment 10  years 

Prepaid  conversion  costs  on  computer 
installation 5 years 


Depreciation  and  amortization  charged  to  operations 
amounted  to  $165,360  in  1983  and  $132,002  in  1982. 

b.  Deferred  Membership  Dues: 

Income  from  annual  membership  dues  is  recognized  in 
the  calendar  year  to  which  they  apply.  Life  membership 
dues  income  is  recognized  over  25  years  of  active  prac- 
tice to  the  life  membership  participants. 

c.  Exemption  — Federal  Taxes  on  Income: 

The  Ohio  State  Medical  Association  is  exempt  from 
federal  taxes  on  income  under  Section  501(c)(6)  of  the 
Internal  Revenue  Code. 


2.  Funds  Restricted  for  Designated  Purposes: 

During  1983  and  1982,  the  Council  of  the  Ohio  State 
Medical  Association  authorized  funds  to  be  restricted  for 
designated  purposes.  The  funds  represent  cash  and  cash 
equivalents  that  has  been  designated  for  the  following  pur- 
poses as  of  December  31: 


1983 

1982 

Capital  Asset 
Improvements  and 

Replacement 

. $127,127 

$ 90,979 

Data  Processing 
Improvements  and 

Replacement 

202,186 

134,216 

Malpractice  Research  . . 

54,944 

77,296 

Staff  Development 

. $128,254 

$119,192 

$512,511 

$421,683 

3.  Physicians  Insurance  Company  of  Ohio: 

The  Association  owns  100%  of  the  Class  B common  stock 
of  Physicians  Insurance  Company  of  Ohio  (PICO).  PICO 
has  two  classes  of  common  stock,  Class  A and  Class  B. 
Each  class  of  stock  has  equal  rights  on  a per  share  basis 
to  participate  in  dividends  and  other  types  of  distributions. 
The  Association  earned  $5,700  of  dividend  income  in  1983 
and  $6,300  in  1982,  which  is  included  in  other  income  in 
the  accompanying  financial  statements.  Each  Class  A share 
is  entitled  to  one  vote  and  each  Class  B share  is  entitled 
to  100  votes. 

By  virtue  of  its  ownership  of  100%  of  the  outstanding 
Class  B shares  (30,000  shares),  the  Association  is  entitled 
to  3,000,000  votes.  At  December  31,  1983,  the  Class  A 
shareholders  owned  2,587,763  shares  of  Class  A stock.  Ac- 
cordingly, at  December  31,  1983,  the  Association  was  en- 
titled to  exercise  53.69%  of  the  voting  power  of  PICO.  If 
the  total  authorized  Class  A shares  (8,000,000)  and  Class 
B shares  (66,668)  were  to  be  sold  (although  no  such  sale 
is  currently  planned),  the  Class  A shareholders  would  hold 
approximately  55%  of  the  voting  control  over  PICO. 

Physicians  Insurance  Company  of  Ohio  has  a total 
shareholders’  equity  of  $20,321,600  at  December  31,  1983 
and  $16,853,593  at  December  31,  1982.  The  Association’s 
equity  in  PICO  totaled  approximately  $232,900  at  Decem- 
ber 31,  1983  and  $196,200  at  December  31,  1982. 

PICO  is  limited  to  selling  medical  liability  insurance 
only  to  members  of  the  Association.  While  medical  students 
and  residents  do  not  currently  need  medical  liability  insur- 
ance, PICO  wishes  to  encourage  them  to  join  the  Associa- 
tion, hopefully  leading  to  future  insurance  business  for 
PICO.  An  agreement  was  entered  into  between  the  Associa- 
tion and  PICO  whereby  PICO  agreed  to  reimburse  the  As- 
sociation for  direct  and  indirect  costs  of  promoting 
organized  medicine,  including  the  promotion  and  servicing 
of  new  student  and  resident  memberships  in  the  Associa- 
tion. Total  reimbursement  for  the  national,  state  and 
county  medical  society  membership  dues  of  medical  stu- 
dents and  residents  amounted  to  $235,514  in  1983  and 
$184,240  in  1982.  The  portion  of  such  reimbursements 
relating  to  OSMA’s  annual  dues  amounted  to  $75,840  and 
$63,890  in  1983  and  1982,  respectively,  and  is  included  in 
the  membership  dues  income  classification  in  the  Statement 
of  Operations.  The  Association  received  $164,486  in  1983 
and  $215,760  in  1982  as  reimbursement  for  costs  incurred 
in  promoting  and  servicing  the  student  and  resident  mem- 
berships. These  amounts  are  classified  as  promotion  and 
development  income  in  the  Statement  of  Operations. 

In  connection  with  a group  professional  liability  insur- 
ance plan,  OSMA  receives  premium  payments  from  its 
member  physicians  for  the  PICO-insured  coverage.  The 
Association  maintains  these  premiums  on  deposit  monthly 
and,  by  agreement,  remits  such  premiums  to  PICO  on  the 
fifteenth  day  of  the  following  month. 

PICO  made  payments  to  the  OSMA  totaling  $70,000 
and  $50,000  in  1983  and  1982,  respectively,  to  defray  other 
clerical  and  administrative  expenses  incurred  by  the  Associ- 
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ation  on  behalf  of  PICO.  These  funds  are  classified  as  ad- 
ministrative and  technical  service  income  in  the  Statement 
of  Operations. 

In  recognition  of  OSMA’s  efforts  in  assisting  PICO  to 
secure  an  extraordinary  assumption  agreement,  on  Decem- 
ber 13,  1983  PICO  assigned  to  the  OSMA  a portion  of 
amounts  returnable  to  PICO  under  a separate,  but  related, 
agreement.  In  early  1984,  this  assignment  was  determined 
to  have  a probable  ultimate  value  of  approximately 
$2,200,000,  with  payments  commencing  in  1987  and  ending 
in  1992. 

4.  Insurance  Holding  Company  System: 

The  insurance  holding  company  system  presently  consists 
of  two  affiliated  persons,  the  Ohio  State  Medical  Associa- 
tion (OSMA)  and  Physicians  Insurance  Company  of  Ohio 
(PICO). 

OSMA  controls  PICO  by  virtue  of  its  ownership  of 
30,000  shares  of  Class  B common  stock  of  PICO,  compris- 
ing 100%  of  such  outstanding  shares  of  stock  (see  Note  3). 

5.  Investment  in  622  South  High  Street,  Inc.: 

During  1981,  OSMA  formed  a corporation  known  as  622 
South  High  Street,  Inc.,  having  as  its  main  purpose  the 
ownership  and  management  of  property  at  622  South  High 
Street,  Columbus,  Ohio.  In  exchange  for  the  property 
which  at  December  31,  1980  had  a book  value  of  $85,000, 
the  Association  received  100%  ownership  in  said  corpora- 
tion (100  shares  of  common  stock  at  $255  a share)  for 
$25,500  and  a 10%  mortgage  note  receivable  for  $59,500, 
maturing  in  2029,  payable  in  equal  monthly  installments 
of  $500.  At  December  31,  1983,  the  note  receivable  had 
a book  value  of  $59,342.  In  1983,  a payment  of  $6,800 
made  by  OSMA  to  demolish  the  building  to  make  way  for 
future  expansion  was  accounted  for  as  an  additional  invest- 
ment. 


OSMA  accounts  for  the  investment  using  the  equity 
method  and  the  investment  account  reflects  the  following 
activity  for  the  years  ended  December  31: 


1983 

1982 

Investment  in  622  South  High 

Street,  Inc.,  beginning 
of  year 

$21,619 

$24,233 

Additional  investment  . 

6,800 

Net  loss 

( 3,430) 

( 2,614) 

Investment  in  622  South  High 

Street,  Inc.,  end  of  year  . 

$24,989 

$21,619 

Condensed  financial  information 

for  622  South  High 

Street,  Inc.  is  as  follows: 

Condensed  Balance  Sheet 

December  31, 

1983 

1982 

Assets  

$86,181 

$83,688 

Liabilities 

61,192 

62,069 

Net  worth 

$24,989 

$21,619 

Condensed  Statement  of  Operations 

Years  ended 
December  31, 

1983 

1982 

Rental  income 

$ 6,000 

$ 7,200 

Expenses 

9,430 

9,814 

Net  loss $(3,430)  $(2,614) 


6.  Investment  in  Physicians  Administrative  Corporation  of 
Ohio: 

During  1982,  OSMA  formed  a corporation  known  as 
Physicians  Administrative  Corporation  of  Ohio  (PACO) 
having  as  its  main  purpose  the  selling  of  computer  systems 
and  the  related  software  to  physicians  for  use  in  their  prac- 
tices and  providing  services  to  physicians  relating  to 
processing  third  party  billings.  The  Association  owns  100% 
of  the  corporation  and  funded  the  capitalization  with 
$200,000  and  software  which  had  a book  value  of  $15,000. 
In  1983,  OSMA  completed  their  commitment  to  fund 


PACO  with  an  additional  investment  of  $85,000. 

The  Association  has  agreed  to  guarantee  a line  of  credit 
for  Physicians  Administrative  Corporation  of  Ohio  of  up 
to  $300,000. 

OSMA  accounts  for  the  investment  using  the  equity 
method  and  the  investment  account  reflects  the  following 
activity  during  the  year  and  period  ended  December  31: 

1983  1982 

$125,479  — 

$215,000 

85,000 

(141,687)  (89,521) 

$ 68,792  $125,479 


Investment  in  PACO, 

beginning  of  year 

Original  investment  in 

PACO 

Additional  investment  in 

PACO 

Net  loss 

Investment  in  PACO,  end 
of  year 


Condensed  financial  information  for  PACO  is  as  follows: 
Condensed  Balance  Sheet 


December  31, 

1983  1982 

Assets  $366,032  $341,197 

Liabilities 297,240  215,718 

Net  worth $ 68,792  $125,479 


Condensed  Statement  of  Operations 


Year  Period 

Ended  Ended 

Dec.  31,  Dec.  31, 

1983  1982 

Income $338,413  $ 71,864 

Expenses 480,100  161,385 

Net  loss $141,687  $ 89,521 


7.  Term  Debt: 

Term  debt  at  December  31,  1983  consisted  of  the  following: 
14.5%  Mortgage  loan  payable  in  annual 
installments  of  $361,472,  including 
interest,  beginning  December  1,  1983, 
collateralized  by  the  assignment  of 
rents  and  a security  deposit  from 
PICO  (see  Note  8)  and  due  December 
1,  1989.  After  December  1,  1987,  the 
bank  has  the  right  to  declare  all  unpaid 
principal  and  interest  payable  and 
OSMA  has  an  unlimited  right  of  pre- 
payment $2,423,339 

8%  Mortgage  loan  payable  in  monthly 
installments  of  $2,427,  including  inter- 
est, collateralized  by  land  and  build- 
ing, and  due  July  1,  1984  13,727 

8%  Mortgage  loan  payable  in  monthly 
installments  of  $500,  including  interest 
computed  semiannually,  collateralized 
by  land  and  building.  OSMA  has  the 
right  of  prepayment  of  principal  not 
to  exceed  $10,000  per  annum,  non- 
cumulative,  for  the  first  five  years. 

After  five  years,  OSMA  has  an  un- 
limited right  of  prepayment  70,441 

14.25%  Commercial  note  payable  in  sixty 
monthly  payments  of  $360,  including 
interest,  collateralized  by  the  equip- 
ment purchased,  and  maturing  Sep- 
tember 21,  1985.  OSMA  has  the  right 
of  prepayment 


Less  current  portion 


6,191 
2,513,698 
27,542 
$2,486,156 

Maturities  on  term  debt  subject  to  mandatory  redemption 
are  as  follows: 

1984  $ 27,542 

1985  14,803 
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1986  

1987  

1988  

Later  years 


13,669 
15,624 
17,860 
2,424,200 
S2, 513, 698 


8.  Leases: 

The  Association  leases  office  facilities  and  equipment  with  a 
net  book  value  of  52,232,625  to  PICO,  a related  party 
(Note  3),  under  terms  of  an  operating  lease.  The  office  facil- 
ity lease  term  is  for  twelve  years  expiring  January’  15,  1995, 
with  monthly  rent  of  526,875.  The  equipment  lease  term 
is  for  ten  years  expiring  January  15,  1993,  with  monthly 
rent  of  53,600.  PICO  has  the  option  to  purchase  the  office 
facility  and  equipment  at  the  end  of  the  lease  term  for 
S2, 155,000  and  550,000,  respectively.  The  Association  has 
the  right  to  require  prepayment  of  all  rent  at  any  time  after 
the  60th  monthly  rent  payment.  Should  OSMA  exercise  this 
option,  PICO  may  purchase  the  facility  and  equipment  at 
a price  set  forth  in  the  lease  agreement.  PICO  pledged 
bonds  with  a par  value  of  52,500,000  as  security  for  the 
lease  payments. 

Future  minimum  rentals  to  be  received  from  the  above 


operating  lease  as  of  December  31,  1983  are  as  follows: 
~1984 5 365,700 

1985  365,700 

1986  365,700 

1987  365,700 

1988  365,700 

Later  years 2,107,800 

S3, 936, 300 


The  Association  leases  the  land  on  which  the  above 
facility  is  located  from  PICO  under  terms  of  an  operating 
lease.  The  lease  term  is  for  40  years  expiring  January  15, 
2023  with  monthly  payments  of  S400.  PICO  has  the  option 
to  terminate  the  lease  in  the  event  the  above  described 
option  to  purchase  the  facility  from  OSMA  is  exercised. 

The  follow’ing  is  a summary  of  the  activity  related  to 
the  above  transactions  for  the  years  ended  December  31: 


Rental  income 
Expenses: 

Rent 

Interest  (Note  7) 
Depreciation 

Net  loss 


1983 

5365,700 

1982 

4,800 

334,239 

78,250 

539,125 

417,289 

39,125 

5 51,589 

539,125 

During  1983,  the  above  described  leasing  transaction 
resulted  in  minimal  positive  cash  flow’  to  OSMA. 

Additionally,  OSMA  leases  automobiles  and  certain 
office  equipment  for  terms  of  up  to  three  years. 

Minimum  annual  rental  commitments  under  the  above 
described  operating  leases  as  of  December  31,  1983  are  as 
follow's: 


1984  

1985  

1986  

1987  

1988  

Later  years 


5 49,178 
35,571 
7,300 
4,800 
4,800 
163,200 
5264,849 


Rental  expense  for  1983  and  1982  amounted  to  593,043  and 
560,391,  respectively. 


9.  Pension  Plan: 

The  Association  maintains  a trusteed  noncontributory 
defined  benefit  pension  plan  for  its  eligible  employees. 

The  actuarial  cost  method  used  in  determining  the  valu- 
ation of  funding  is  the  entry-age-normal  with  frozen-initial- 
liability  method. 

The  total  cost  of  the  plan  charged  to  operations  in  1983 
and  1982  was  S 106,294  and  570,469,  respectively,  which 
includes  amortization  of  past  service  costs  over  approxi- 
mately a thirty-year  period. 

A comparison  of  the  1983  and  1982  plan  year  accumu- 
lated benefits  and  net  assets  at  December  31,  are  as  follow’s: 


Actuarial  present  value  of 
accumulated  plan 
benefits: 

1982 

1981 

Vested 

. 5 708,160 

5636,168 

Nonvested 

62,409 

35,907 

Total 

Market  value  of  plan 
assets  available  for 

S 770,569 

5672,075 

benefits 

51,055,178 

S901,334 

The  assumed  investment  rate  of  return  used  in  detemiining 
the  actuarial  present  value  of  accumulated  plan  benefits 
was  8.0% . 

10.  Ohio  State  Medical  Journal: 

The  income  and  expenses  applicable  to  the  operations  of 
“Ohio  State  Medical  Journal,”  for  the  year  ended  Decem- 
ber 31,  1983,  are: 

Income: 

Advertising  (net  of  commissions  of 
553,583  and  cash  discounts  of 

54,004) 5203,288 

Subscriptions  received  from 

nonmembers 3,520 

Membership  subscriptions,  allocated  at 
S 12.00  per  dues-paving  member 
(included  in  membership  dues  income 
on  the  Statement  of  Operations  and 


Undesignated  Net  Worth)  194,484 

401,292 

Expenses: 

Salaries,  pension  costs,  payroll 
taxes  and  other  employee 

benefits 5 95,086 

Printing,  postage,  stationery, 
supplies,  illustrations, 
engravings  and  consulting 

services 265,756 

Building  expenses,  depreciation 

and  other 41,649 

402,491 

Excess  of  expenses  over 
income,  Ohio  State 
Medical  Journal ..5  1,199 


1 1 . Reclassification: 

Certain  amounts  previously  reported  as  of  December  31, 
1982  have  been  reclassified  to  conform  to  current  year  1983 
classifications;  in  1983  the  State  and  Federal  Legislation 
department  was  reorganized  into  the  departments  of  State 
Legislation  and  Legal  Services. 
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Make  Your  Hotel  Reservations 

for  the 

1985  OSMA 
ANNUAL  MEETING 

Columbus,  Ohio  May  17-22 

Experience  the  spirit  of  Hyatt  Regency  Columbus  at  the  Ohio  Center  for  a convention  you  will 
always  remember!  The  elegant  hotel  offers  660  luxurious  guest  rooms  and  suites,  gourmet  and 
specialty  restaurants,  live  entertainment  lounges,  swimming  pool  and  jacuzzi.  Just  off  the  three- 
story  atrium  lobby  is  the  Retail  Mall,  featuring  over  50  specialty  shops  including  a further  variety 
of  restaurants. 


HOTEL  RESERVATION  FORM 

OHIO  STATE  MEDICAL  ASSOCIATION  HYATT  REGENCY  COLUMBUS 

Dial  Direct  614/463-1234 


Single  $60.00 

Double  (King  bed)  $72.00 

Double  (2  beds)  $72.00 


For  Suite  or  Regency  Club  reserva- 
tions — please  call  the  hotel 
directly. 


All  reservations  must  be  received 
by  the  hotel  21  days  prior  to  arrival. 

HYATT  REGENCY 
COLUMBUS 

Dial  Direct  614/463-1234 


PLEASE  PRINT 

Date  of  arrival 

Date  of  departure  

Check  in  time:  3 PM 
Check  out  time:  12  Noon 

Guest  Name  

Sharing  with 

Confirmation  mailing  address: 
Company 

Name  

Address  

city  state  zip 


RESERVATIONS  MUST  BE 
RECEIVED  BY 
APRIL  17,  1985 

Your  reservation  may  be  guaranteed  by 
advance  deposit  or  major  credit  card. 
Failure  to  cancel  24  hours  prior  to  arrival 
will  result  in  1 nights  charge  billed  to  your 
credit  card. 

Guarantee  to  1 of  the  following: 
Deposit  of  $ (enclosed) 

American  Express  # 

Diners  Club  # 

Carte  Blanche  # 

Mastercard  # 

Visa  # 

Expiration  date:  

I have  verified  that  all  information  is 
correct. 


Telephone  0. 

r Signature 

Please  return  to: 

Reservations  Department 

Hyatt  Regency  Columbus 
At  Ohio  Center 
350  North  High  Street 
Columbus,  Ohio  43215 
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A Tribute  to  Richard  L. 


Richard  L.  Meiling,  MD 


By  J.  Hutchison  Williams , MD 


Richard  L.  Meiling,  MD,  Ohio 
State  University’s  first  Vice 
President  for  Medical  Affairs,  died 
in  University  Hospital  on 
December  14,  1984,  at  the  age  of 
75.  His  death  came  just  10  days 
after  the  dedication  of  the  College 
of  Medicine  Administration  Center 
in  his  name.  This  was  the  capstone 
of  his  very  remarkable  career. 

A native  of  Springfield,  Ohio, 
Dr.  Meiling  attended  Springfield 
public  schools  and  graduated  from 
Wittenberg  University  in  that  city. 
His  medical  education  was  in 
Germany;  he  earned  his  MD 
degree  from  the  Ludwig- 
Maximilian  University  in  Munich 
in  1937.  His  five  years  in  the 
medical  educational  system  in 
Germany  placed  him  in  the 
historic  setting  of  the  Hitler  years, 
which  would  later  bear 
significantly  upon  his  brilliant 
career  in  the  United  States  military 
in  World  War  II  and  thereafter. 

Dick  Meiling,  as  he  was  known 
to  his  many  friends,  came  back  to 
the  United  States  in  1938  to  serve 
as  a surgical  intern  at  The  Ohio 
State  University.  Having 
previously  served  as  a flying  cadet 
at  Randolph  Field  in  the  Class  of 
February  1932,  Dick  responded  to 
the  military  needs  of  his  nation 
and  became  a First  Lieutenant  in 
the  United  States  Army  Medical 
Corps.  He  served  as  medical 
officer  at  Wright  Patterson  Air 
Force  Base  in  1939  and  from  1940 
to  1946  he  held  ever  increasingly 
important  offices  in  the  U.S. 

Army  Air  Corps,  serving  in 
particular  as  Army  Air  Force  Air 
Evacuation  Officer  and  Chief  of 


Meiling,  MD 


Plans  and  Intelligence.  Later  he 
was  to  become  Assistant  to  the 
Air  Surgeon  and  by  1949  he  had 
attained  the  rank  of  Colonel.  He 
was  transferred  at  that  time  to  the 
U.S.  Air  Force,  in  which  he  rose 
to  the  rank  of  Major  General. 

During  the  years  1949  to  1951, 
under  the  Truman  administration, 
Dr.  Meiling  served  as  Assistant  to 
the  Secretary  of  Defense  for 
Health  and  Medical  Affairs.  He 
held  many  special  appointments, 
particularly  with  the  government 
and  with  The  Ohio  State 
University,  and  he  was  the 
recipient  of  honorary  degrees  from 
his  alma  mater  in  Munich  and 
from  the  University  of  Athens  in 
Greece.  In  1971  The  Ohio  State 
University  established  the  Richard 
Lewis  Meiling  Endowed  Chair  in 
Obstetrics  and  Gynecology,  and  in 
1977  it  too  conferred  upon  him 
the  honorary  degree  of  Doctor  of 
Humane  Letters. 

After  World  War  II,  Dr. 

Meiling  did  residency  training  in 
pathology  and  obstetrics  and 
gynecology  at  Case  Western 
Reserve  University.  Thereafter  he 
came  back  to  The  Ohio  State 
University,  joining  the  Department 
of  Obstetrics  and  Gynecology,  and 
rapidly  rose  to  the  rank  of 
professor  by  1953.  He  was  also  a 
professor  of  Preventive  Medicine 
in  the  field  of  aviation  medicine, 
and  he  became  Associate  Dean  of 
the  College  of  Medicine  in  1951. 

He  was  named  Dean  in  1961  and 
Vice  President  for  Medical  Affairs 
in  1970,  from  which  position  he 
retired  in  an  emeritus  capacity  in 
1974. 
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PHYSICIANS 

Enjoy  the  freedom 
you  deserve 

Christian  Hospital  Northeast-Northwest,  a 728-bed  acute 
care  regional  health  care  center  in  suburban  North 
St.  Louis  County,  seeks  physicians  to  staff  our  expanding 
episodic  care  centers  on  a full-  or  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training  without 
continuing  overhead  expenses  or  investment  capital.  In  ad- 
dition, our  staff  scheduling  offers  you  the  freedom  to 
spend  time  with  your  family  or  pursue  the  recreational  and 
cultural  advantages  of  metropolitan  St.  Louis. 

The  ideal  candidate  will  be  well  trained  in  Family  Practice 
or  Internal  Medicine. 

Along  with  an  excellent  salary  and  compensation  package, 
we  offer  you  the  opportunity  to  join  an  organization  that  is 
on  the  leading  edge  of  the  changing  health  care  field.  If 
this  unique  opportunity  sounds  interesting  to  you,  please 
call  (314)  355-2300,  ext.  5141  (collect)  for  further  details. 

£■  Christian  Hospital  d.w.  Brewer 
ll  Northeast-Northwest  Physician  Recruiter 

Northeast  Division 
11133  Dunn  Road 

St.  Louis,  Missouri  63136  An  Equal  Opportunity  Employer  M/F/H 


Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we’re  able  to 
expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us,  the  oriental  rug  professionals.  And  you’ll  love  your  new  rug,  and 
Menendian,  for  a lifetime. 


Menendian 


1090  W.  Fifth  Ave.  • 294-3345 

Mon.-Fri.  9 a.m.-5:30  p.m. 

Thurs.  9 a.m -9  p.m.,  Sat.  10  a. m. -4:30  p m. 


Richard  L.  Meiling,  MD 

continued 

It  is  fitting  indeed  that  the 
Administration  Center  of  the 
College  of  Medicine  has  now  been 
named  The  Richard  Lewis  Meiling 
Hall,  for  it  was  the  building  of 
this  magnificent  medical  center 
complex  that  serves  as  perhaps  his 
single  most  significant  lasting 
achievement  — a monument  to  his 
leadership. 

Long  interested  in  organized 
medicine,  Dr.  Meiling  served  as 
treasurer  of  the  Ohio  State 
Medical  Association  from  1952  to 
1956  and  as  president  in  1956-57. 
He  was  a member  of  the  House  of 
Delegates  of  the  American  Medical 
Association  for  many  years, 
culminating  in  his  service  as 
Chairman  of  the  Delegation  in  the 
’70s. 

Dr.  Meiling  continued  after 
retirement  to  be  involved  in 
writing.  He  served  as  Consulting 
Editor  to  the  Ohio  State  Medical 
Journal.  In  addition,  he  recently 
did  an  extensive  piece  on  the 
United  States  Air  Force  Medical 
Service  and  its  tumultuous  years 
of  heritage  and  history  which  was 
published  in  Aviation,  Space,  and 
Environmental  Medicine  in  July  of 
1984. 

Dick  Meiling  was  a devoted 
family  man  and  an  active 
churchman.  He  is  survived  by  his 
wife  Ann  Elizabeth,  his  son 
George  R.L.  Meiling,  his 
daughter-in-law  Megan,  two 
grandsons,  and  a brother. 

Among  his  effects,  a recent 
statement  written  by  Dr.  Meiling 
was  found  and  it  seems  to  say  it 
all.  “It  has  been  a full  life;  I tried 
to  contribute  to  my  country,  my 
church,  my  university,  my 
profession,  my  adopted  College  of 
Medicine,  my  community,  and  my 
loyal  family.” 

Dr.  Meiling  was  buried  in  St. 
Alban’s  Episcopal  Church  in 
Green  Lawn  Cemetery,  Columbus, 
Ohio,  with  full  military  honors  on 
December  17,  1984. 


J.  Hutchison  Williams,  MD,  is 
associate  dean  for  student  affairs  at 
The  Ohio  State  University  and  a 
professor  in  obstetrics  and  gynecology. 
He  is  also  a practicing  ob/gyn  in 
Columbus. 

The  Ohio  State  Medical  Journal 


Obituaries 


BEN  CHAPMAN,  MD,  Cleveland; 
Ohio  State  University  College  of 
Medicine,  1933;  age  78;  died 
December  11,  1984;  member  OSMA 
and  AM  A. 

FRANCIS  V.  GRICE,  MD,  Dayton, 
Hahnemann  Medical  College  and 
Hospital,  Chicago,  Illinois,  1922;  age 
86;  died  November  8,  1984;  member 
OSMA  and  AMA. 

WILLIAM  V.  GROSS,  JR.,  MD, 

Cleveland;  Ohio  State  University 
College  of  Medicine,  1945;  age  63; 
died  November  11,  1984;  member 
OSMA  and  AMA. 

PAUL  GROVE,  MD,  Newark;  Ohio 
State  University  College  of  Medicine, 
1930;  age  79;  died  November  8,  1984; 
member  OSMA  and  AMA. 

EDWARD  O.  HARPER,  MD, 

Cleveland;  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia, 
Pennsylvania,  1932;  age  78;  died 
November  28,  1984;  member  OSMA 
and  AMA. 


WARREN  S.  KELLEY,  MD, 

Cleveland;  University  of  Rochester 
School  of  Medicine,  Rochester,  New 
York,  1940;  age  70;  died  November 
26,  1984;  member  OSMA  and  AMA. 

A.  REES  KLOPFENSTEIN,  MD, 

Toledo;  University  of  Michigan 
Medical  School,  Ann  Arbor, 

Michigan,  1925;  age  83;  died 
December  6,  1984;  member  OSMA 
and  AMA. 

Arthur  p.  McDonald,  md, 

Dayton;  University  of  Cincinnati 
College  of  Medicine,  1934;  age  74; 
died  November  20,  1984;  member 
OSMA  and  AMA. 

DONALD  G.  VEBER,  MD, 

Cleveland  Heights;  State  University  of 
New  York  at  Buffalo,  School  of 
Medicine. 

DONALD  R.  WEEGER,  MD; 

Cleveland;  State  University  of  New 
York  at  Buffalo,  School  of  Medicine, 
1944;  age  59;  died  November  24,  1984; 
member  OSMA  and  AMA. 


NDOC  SHLLAKU,  MD,  Rossford; 
Facolta/Medicia  e Chiurgia 
dell’Universita/Bologna,  Bologna, 

Italy,  1948;  age  63;  died  November  25, 
1984;  member  OSMA  and  AMA. 

M.  HENRY  SPECK,  MD, 

Youngstown;  Jefferson  Medical 
College  of  Thomas  Jefferson 
University,  Philadelphia, 

Pennsylvania,  1920;  age  87;  died 
November  20,  1984;  member  OSMA 
and  AMA. 

GEORGE  R.  UPTON,  MD,  Piqua; 
University  of  Michigan  Medical 
School,  Ann  Arbor,  Michigan,  1923; 
age  87;  died  November  29,  1984; 
member  OSMA  and  AMA. 


With  f (5  your  patients’  heartbeats 


are  just  a phone  call  away 


Outpatient  assessment  of  tran- 
sient cardiac  arrhythmias  is  fre- 
quently difficult  and  requires 
close  cooperation  between  phy- 
sician and  patient.  Documenta- 
tion of  arrhythmias  generally  has 
been  done  in  the  physician’s 
office,  or  else  the  patient  with 
symptoms  has  gone  to  an  emer- 
gency facility  where  an  ECG  can 
be  recorded.  In  many  instances, 
symptoms  have  remitted  by  the 
time  the  recording  is  made  and 
no  arrhythmia  is  found. 

At  the  present  time,  24-hour 
Holter  monitoring  has  been  used 
for  arrhythmia  assessment.  Such 
recordings  are  not  only  expen- 
sive, but  also  Inconvenient  to  the 
patient.  The  clinical  event  of 
interest  may  not  occur  during 
the  limited  surveillance  period. 

Transtelephonlc  monitoring 
of  arrhythmias  with  a small  ECG 
transmitter  operated  by  the  pa- 
tient with  or  without  assistance 


offers  major  advantages  in  both 
diagnosis  and  initiation  of  ther- 
apy. 

Because  the  monitoring  system 
is  economical,  convenient  for 
patients,  and  applicable  over  ex- 
tended periods,  it  is  especially 
useful  for  documenting  infre- 
quent and  transient  sympto- 
matic arrhythmias. 

Telephone  ECG  recordings  also 
permit  frequent  assessment  of 
drug  efficacy  and  toxicity,  and 
facilitate  management  of  myo- 
cardial infarction  patients  in  the 
early  post-discharge  period  when 
ventricular  arrhythmias  pose  a 
particular  risk. 

We  provide  24-hour 
surveillance  of  your  patients. 
Our  usual  monitoring  period  is  30 
days.  Patients  are  free  to  capture 
arrhythmias  as  they  happen, 
whenever  they  happen,  without 
losing  the  initial  event,  and  later 
transmitting  the  event  by  phone 


to  our  ECG  Center.  Our  trans- 
telephonic  monitoring  system 
provides  a unique  aid  in  treating 
arrhythmias  on  an  ambulatory 
basis.  Patients  monitored  with 
our  system  have  a very  high 
probability  of  obtaining  a proper 
identification  of  their  symptoms 
and  the  already  crowded  hospi- 
tals can  be  relieved  of  the  burden 
such  patients  may  i] 


SIZE: 
x 3"  x %" 


& 


Extended  Surveillance  s*/  Patient  Convenience  W Low  Cost 


d 


Ask  how  TCS  can  help  you  to  help  your  patients. 

Tor  Information  jpjlj  jPf  oDOlffi  C YCTlF  JM  C ambulatory  rco  moritorihg 
Call  or  Write  ^H||  |L|L|L1LJ||  itj  III  ||]  |Lff/  llJI  Transtelephonlc  Pacemaker  Holter 


Whitmire  tf  Associates 


6350  Well  Fleet  Drive 
Columbus,  Ohio  43229 
(614)882-6123 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor  {cefaclor.  Lilly)  is  indicated  In  the 
treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms 

Lower  respiratory  injections  including  pneumonia  caused  by 
Sueplococcus  pneumoniae  IDiplococcus  pneumomael.  Haemoph- 
ilus influenzae,  and  S.  pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  snould  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY. 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
10  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range 
in  severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Closlripium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond 


to  drug  discontinuance  alone.  In  moderate  to  severe  cases, 
management  should  include  sigmoidoscopy,  appropriate 
bacteriologic  studies,  and  lluid.  electrolyte,  and  protein  supple- 
mentation. When  the  colitis  does  not  improve  after  the  drug  has 
been  discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the 
drug  of  choice  for  antibiotic-associated  pseudomembranous 
colitis  produced  by  C difficile  Other  causes  of  colitis  should 
be  ruled  out. 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor’  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 


studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 
human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor.  There  are,  however,  no 
adeguate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive 
of  human  response,  this  drug  should  be  used  during  pregnancy 
only  if  clearly  needed. 

Nursing  Mothers  - Small  amounts  of  Ceclor*  (cefaclor,  Lilly) 
have  been  detected  in  mother's  milk  following  administration  of 
single  500-mg  doses.  Average  levels  were  0.18, 0.20, 0.21,  and 
0.16  mcg/ml  at  two.  three,  four,  and  five  hours  respectively. 
Trace  amounts  were  detected  at  one  hour.  The  effect  on  nursing 
infants  is  not  known.  Caution  should  be  exercised  when  Ceclor 
is  administered  to  a nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensilivily  reactions  have  been  reported  in  about  1 .5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  lever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported. 


Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ol  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  inlormation  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

[061782R] 


Note:  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  ol  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  lever.  See  prescribing  information. 

© 1984,  ELI  LILLY  AND  COMPANY 

Additional  inlormation  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 

Eli  Lilly  Mntriu,  Inc 

Carolina.  Puerto  Rico  00630 
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THE  OHIO  PAIN  AND  STRESS 
TREATMENT  CENTER 


-New  Members- 


Chronic  pain  and  stress  assessment:  total 
person  evaluation;  pre-admission 
screening  from  medical  and 
neuropsychiatric  perspectives. 

Intensive,  multimodal  and  coordinated 
treatment  for  individuals  with  chronic 
pain,  stress  and  stress-related  disorders 
(e.g.  headaches,  idiopathic  hypertension, 
colitis,  etc.).  Special  emphasis  given  to 
chronic  neck  and  low  back  syndromes. 

Treatment  conducted  on  a two-week 
(90-hour)  outpatient  basis  at  the  Center, 
with  six-month  follow-up. 


Ivan  G.  Podobnikar,  M.D. 
Founder  & Director 


1460  West  Lane  Avenue 
Columbus,  Ohio  43221  614/488-6044 


PHYSICIANS 

The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact: 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


CUYAHOGA 

Deborah  Y.  Bailey,  Cleveland 
Miriam  H.  Rosenthal,  Cleveland 


FRANKLIN  (Columbus  unless  noted) 

Jeffrey  G.  Bell 

David  D.  Burnsides,  Worthington 

Eric  Burstein 

Rajesh  D.  Gaglani 

Jack  M.  George 

Michael  B.  Halle t,  Cincinnati 

William  D.  Leak 

Michael  C.  Loar 

Eileen  M.  Maher 

Mary  L.  Nauman,  Worthington 

Steven  A.  Severyn 

Sherry  B.  Zox 


HAMILTON 
Paul  O.  Jones,  Cincinnati 
Michael  S.  Rappaport,  Cincinnati 


LUCAS 

Van  Boggus,  Sylvania 
Bernard  L.  Gold,  Toledo 
Michael  Guinness,  Toledo 
Paul  S.  Mitch,  Toledo 
Omar  S.  Salem,  Sylvania 


The  Jarvik-7 

continued  from  page  95 

of  the  Jarvik-7.  Thirteen  days 
after  implantation,  Barney  Clark 
suffered  a major  setback  and  had 
to  be  returned  to  surgery  when  a 
crack  developed  in  the  valve  of  his 
artificial  heart.  The  new  valve  is 
made  from  a single  piece  of 
titanium  and  has  been  shown  to 
be  stronger  in  test  conditions, 
according  to  Symbion,  Inc. 

• A primary  drive  system 
console  weighing  some  50  pounds 
lighter  than  the  driver  controller 
used  in  Clark’s  case. 

• The  use  of  a light-weight 
portable  heart  driver  for  up  to 
three  hours  a day.  — Susan  Porter 
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The  symbol 

more  than  3 million  people 
are  looking  for 

Join  the  overwhelming  majority  of  Ohio  medical  professionals  who  are  work- 
ing to  make  health  care  more  affordable  for  3 million  Blue  Cross  and  Blue 
Shield  subscribers. 

These  physicians  and  other  health  care  providers  have  voluntarily  joined 
ADVANCE  Plan,  helping  to  save  subscribers  millions  of  dollars  since  the 
program  began.  They  are  demonstrating  their  commitment  to  fee-for-service 
medicine,  ensuring  its  future  as  an  affordable  and  viable  means  of  deliver- 
ing health  care. 

ADVANCE  Plan  is  a plus  for  our  customers,  for  our  subscribers,  for  health 
care  providers  and  for  us.  If  you  would  like  more  information  about  the 
benefits  of  ADVANCE  Plan,  contact  your  local  Professional  Relations  office 
or  call,  toll-free,  1-800-282-1016. 


Blue  Shield 

Ohio  Medical  Indemnity  Mutual  Corp. 
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Classified  Advertising 


Employment 

Opportunities 

ANTERIOR  SEGMENT  FELLOWSHIP 

in  busy  private  practice  associated  with 
Medical  College.  Intraocular  Lens  Im- 
plantation, including  posterior  chamber 
and  anterior  chamber  lenses.  Extracapsu- 
lar  and  Phacoemulsification  techniques. 
Argon  & Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objec- 
tives to  Box  No.  37,  c/o  Ohio  State  Medi- 
cal Journal,  600  S.  High  St.,  Columbus, 
OH  43215. 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity,  call  collect: 
412/741-3310. 

412/741-3310 

jjg  CompHealfh 

Wilson  Ross,  Regional  Administrator 
CompHealth  — Suite  300 
114  Centennial  Ave. 

Sewickley,  Pa.  15143 


COLLEGE  HEALTH  PHYSICIAN  — Im- 
mediate opening  for  an  experienced  phy- 
sician to  join  the  medical  staff  at  the  Ohio 
University  Student  Health  Center.  Op- 
portunity to  live  in  a pleasant  small  col- 
lege town  in  a rural  wooded  setting  and 
practice  in  a comprehensive  Health  Ser- 
vice which  emphasizes  health  education 
and  preventive  medicine  as  well  as  primary 
outpatient  care.  No  night  or  weekend  call. 
Must  be  sensitive  to  and  interested  in  the 
health  needs  and  education  of  young 
adults  in  a culturally  and  racially  diverse 
academic  community.  Applications  from 
family  practitioners  and/or  all  areas  of 
medical  specialty  will  be  accepted.  Ohio 
licensure  required.  Nine,  ten  or  twelve 
month  appointment  available  with  an- 
nualized salary  of  $47,000  plus  excellent 
benefits.  Steven  Richardson,  M.D.,  Di- 
rector, Hudson  Health  Center,  Athens, 
Ohio  45701.  Telephone  (614)  594-5521. 
An  Affirmative  Action/Equal  Opportuni- 
ty Employer. 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 
caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 


FAMILY  MEDICINE 
RESIDENCY  DIRECTOR 

Bethesda  Hospital  is  recruiting  a 
Board  Certified  FP  with  five/ten  years 
practice  experience,  experience  in 
teaching  residents,  and  excellent  clini- 
cal and  administrative  skills.  Responsi- 
bilities include  curriculum  and  staff 
development,  resident  education  and 
patient  care.  Interest  in  research  pre- 
ferred. Bethesda  Hospital  is  an  out- 
standing, progressive,  805-bed  com- 
munity hospital  health  system  affili- 
ated with  the  University  of  Cincinnati 
Medical  Center  and  Children’s  Hos- 
pital Medical  Center.  A unique  oppor- 
tunity to  develop  a Family  Medicine 
Residency  with  12  residents  initially. 
Competitive  salary,  vacation,  educa- 
tional leave,  and  benefits.  Send  CV 
and  letter  of  inquiry  to  Donald  Nun- 
list-Young,  M.D.,  Family  Medicine 
Search  Committee,  Medical  Staff  Of- 
fice, Bethesda  Hospital,  619  Oak 
Street,  Cincinnati,  Ohio  45206. 

An  Equal  Opportunity  Employer 


FAMILY  PRACTICE  CLINIC  — 
EASTERN  OHIO:  Need  board  eligible/ 
certified  family  practitioners  to  join  well 
established  medical  practice  in  small  east- 
ern Ohio  community.  Guaranteed,  com- 
petitive salary  and  vacation.  Contact:  Vil- 
lage Medical  Clinic,  1814  Enslee  Road, 
Coshocton,  Ohio  43812  or  call  614/622- 
7497  after  7:00  P.M. 


FAMILY  PRACTICE  OPPORTUNI- 
TIES: board  eligible/certified  family 
practitioners.  Two  excellent  practice  op- 
portunities (solo  and  associate).  Located 
in  Pennsylvania,  sure  growth  situation  — 
modern,  well-equipped  office  — affilia- 
tion with  584  bed  major  medical  center. 
Generous  income  guarantees,  insurance 
coverages,  relocation  expenses.  Contact 
Tina  Carrigan  1-800-441-0996  or  in  PA 
(215)  896-5080. 
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Angina  conies  in 
many  forms... 
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So  does 

SORBITRATE 

(ISOSORBIDE  DINITRATE) 


Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral  “Swal low”  Tablets  Sustained  Action 

“Swallow”  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE.  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed; 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  Isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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RESOLVED,  That  AMA 
reports  show  that  there  is  no 
scientific  documentation  that  the 
use  of  chelation  therapy  is 
effective  in  the  treatment  of 
cardiovascular  disease, 
atherosclerosis,  rheumatoid 
arthritis,  and  cancer;  and  be  it 
further 

RESOLVED,  That  if  chelation 
therapy  is  to  be  considered  a 
useful  medical  treatment  effective 
for  other  than  heavy  metal 
poisoning,  digitalis  toxicity  or 
hypercalcemia,  it  is  the 
responsibility  of  its  proponents  to 
(a)  conduct  properly  controlled 
scientific  studies,  (b)  adhere  to 
FDA  guidelines  for  the 
investigation  of  drugs,  and 
(c)  disseminate  results  of  scientific 
studies  in  the  usually  accepted 
channels.” 

The  Ohio  Delegation 
unanimously  supported  referral. 

Benefits  of  Unified  Membership 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees 
report  including  the  following 
recommendations : 

1.  That  the  AMA  House  of 
Delegates  commend  the 
members,  officers,  and  staff  of 
the  Illinois  State  Medical 
Society,  the  Oklahoma  State 
Medical  Association,  the 
Chattanooga  and  Hamilton 
County  Medical  Society 
(Chattanooga,  TN),  the 
Muskegon  County  Medical 
Society  (Muskegon,  MI),  the 
Nueces  County  Medical  Society 
(Corpus  Christi,  TX),  and  the 
American  Association  of 
Clinical  Urologists  for  their 
support  of  the  American 
Medical  Association  through 
unified  membership,  and  that  a 
letter  from  the  Speaker  of  the 
House  proclaiming  such 
commendation  be  sent  to  the 
members,  officers,  and  staff  of 
these  organizations,  with  a copy 
of  all  county,  state,  and 
national  medical  specialty 
societies. 

continued 
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2.  That  the  AMA  establish  an 
‘ombudsman’  for  members  of 
unified  societies. 

3.  That  1st  year  in  practice,  2nd 
year  in  practice,  military,  and 
full  dues-paying  AMA  members 
who  are  members  of  unified 
societies  receive  a 10%  discount 
on  AMA  dues,  effective  for  the 
1985  membership  year. 

4.  That  the  AMA  provide  unified 
state  societies  with 
reimbursement  for  collection  of 
AMA  dues  at  a rate  of  3%  of 
dues  received  by  January  15, 
2.5%  of  dues  received  by 
February  15,  and  2.0%  of  dues 
received  by  March  15  of  each 
year,  beginning  in  1985. 

5.  That,  effective  immediately,  the 
AMA  extend  to  unified  societies 
the  services  of  its  staff  on 
special  projects  which  are 
mutually  agreeable  to  the 
unified  society  and  the  AMA, 
within  the  limits  of  staff  and 
resource  availability. 

6.  That  no  later  than  February 
1985,  the  AMA  establish  a new 
Unified  Societies  Advisory 
Committee  consisting  of 
representatives  from  all  unified 
societies. 

7.  That,  beginning  in  1985,  a 
special  AMA  briefing  be 
provided  annually  to  the 
officers  of  unified  societies. 

8.  That  a summary  of  the  benefits 
accruing  to  unified  medical 
societies  be  sent  to  all  state, 
county,  and  national  medical 
specialty  societies  in  the  United 
States,  and  that  the  same 
information  be  disseminated  to 
all  members  of  unified  medical 
societies. 

The  House  of  Delegates 
recommends  that  the  Board  of 
Trustees  continue  to  study 
alternative  mechanisms  to  provide 
incentives  for  all  state,  county, 
and  specialty  societies  to  increase 
AMA  membership  levels  and  to 
provide  special  benefits  to  those 
societies  and  their  members  who 


have  demonstrated  success  with 
AMA  membership  recruitment 
efforts.  A graduated  dues  scale 
based  on  an  individual  society’s 
AMA  membership  market  share  is 
one  example  of  a possible 
alternative. 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Board-Imposed  Bylaws 

The  AMA  House  of  Delegates 
adopted  the  following  resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
Board  of  Trustees  consider 
entering  into  the  law  suit,  Avellino 
v.  Bent  in  support  of  the  medical 
staff  of  Methodist  Hospital  in 
Philadelphia,  Pennsylvania 
regarding  unilateral  changes  in  the 
medical  staff  bylaws.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Kartel  et  al  vs.  the  Blue  Shield  of 
Massachusetts 

The  AMA  House  of  Delegates 
adopted  the  following  resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
House  of  Delegates  request  the 
Board  of  Trustees  to  continue  its 
support  of  the  Massachusetts 
Medical  Society  in  its  appeal  to 
the  Supreme  Court,  pertaining  to 
areas  of  antitrust  and  monopoly 
and  areas  of  relationships  of 
insurers  and  physicians.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

Opposition  to  DRG  Attestation 
Statement 

The  AMA  House  of  Delegates 
adopted  the  following  substitute 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
continue  through  all  appropriate 
channels  its  efforts  to  secure 
elimination  of  the  Medicare 
physician  attestation  statement,  as 
well  as  the  requirement  for 
physician  acknowledgement  of  the 


legal  obligations  attendant  to  such 
attestation.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

PRO  Regulation 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
petition  the  Health  Care  Financing 
Administration  (HCFA)  that  for 
those  instances  in  which  Medicare 
Guidelines  appear  to  be  medically 
unsound  or  contrary  to  principles 
of  practice  that  there  be 
established  a prompt  easy-access 
mechanism  for  discussion  of  and 
resolution  of  differences  between 
HCFA,  the  Peer  Review 
Organizations  (PROs)  and  the 
practitioners  of  medicine.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 

HCFA  Medicare  Utilization 
Review  Regulations 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
work  to  modify  the  Health  Care 
Financing  Administration  (HCFA) 
regulations  pertaining  to  utilization 
review,  based  on  documentation  of 
the  adverse  impact  of  such 
regulations  on  the  quality  of 
patient  care;  and  be  it  further 

RESOLVED,  That  the  AMA 
encourage  physicians  throughout 
the  nation  to  participate  in 
physician-directed  review 
mechanisms  where  they  exist;  and 
be  it  further 

RESOLVED,  That  the  AMA 
seek  the  cooperation  of  the 
American  Hospital  Association  to 
promote  a cooperative  physician- 
hospital  partnership  to  mitigate  the 
adverse  impact  of  HCFA 
utilization  review  regulations.” 

The  Ohio  Delegation 
unanimously  supported  adoption. 
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Gatekeeper  Influence  on  Cost  and 
Quality  of  Health  Care 

The  AMA  House  of  Delegates 
adopted  a Council  on  Medical 
Service  report  that  recommends 
strengthening  AMA  policy 
concerning  the  physician’s  overall 
responsibility  for  coordination  of  a 
patient’s  medical  care, 
reaffirmation  of  present  policy 
that  physician’s  assistants  should 
function  only  under  direction  and 
supervision  of  a physician,  and 
reaffirmation  of  policy  supporting 
free  market  competition  between 
different  delivery  systems. 

The  Ohio  Delegation  supported 
adoption. 

Ban  on  Boxing 

The  AMA  House  of  Delegates 
adopted  the  following  substitute 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association: 

1.  Encourage  the  elimination  of 
both  amateur  and  professional 
boxing,  a sport  in  which  the 
primary  objective  is  to  inflict 
injury; 

2.  Communicate  its  opposition  to 
boxing  to  appropriate  regulating 
bodies; 

3.  Assist  state  medical  societies  to 
work  with  their  state  legislatures 
to  enact  laws  to  eliminate 
boxing  in  their  jurisdiction;  and 

4.  Educate  the  American  public, 
especially  children  and  young 
adults,  about  the  dangerous 
effects  of  boxing  on  the  health 
of  participants.’’ 

The  Ohio  Delegation  supported 
adoption. 

Reestablishment  of  Committee  on 
Medicine  and  Religion 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
substitute  resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
Board  of  Trustees  study  the 
advisability  of  establishing  a 
Committee  on  Medicine  and 


Human  Values,  with  a report  to 
be  submitted  to  the  House  of 
Delegates  at  the  Annual  Meeting 
in  1985.’’ 

The  Ohio  Delegation 
unanimously  supported  adoption. 

There  are  many  excellent  reports 
presented  to  the  House  of 
Delegates  at  each  meeting, 
covering  a wide  range  of  subjects 
that  are  of  interest  to  physicians. 
These  reports,  prepared  by  the 
AMA  Board  of  Trustees,  councils, 
committees  and  staff,  contain  a 
wealth  of  information. 

A listing,  by  title,  of  some  of 
the  reports  follow.  If  you  would 
like  a copy  of  any  of  these 
reports,  please  contact  the  OSMA 
office,  600  S.  High  St.,  Columbus, 
Ohio  43215. 

1.  Membership  and  the  Future 
Directions  and  Resource  Needs 
of  the  AMA,  1985-87 

2.  Graduating  Medical  Student 
Retention  Rates 

3.  Collective  Bargaining  Agent 
for  Physicians’  Services 

4.  Reimbursement  for  Cognitive 
Services 

5.  Supply  of  Physicians 

6.  State  Society  Medical  Staff 
Sections 

7.  Health  Policy  Agenda  for  the 
American  People:  Progress 
Report 

8.  Maternal  and  Child  Health 
Care 

9.  Long  Term  Care  for  the 
Chronically  Disabled 

10.  Surrogate  Parenting 

1 1 . Cost  and  Financing  of  Medical 
Education 


12.  Graduates  of  Foreign  Medical 
Schools 

13.  Medicare  Payment  for  Medical 
Education 

14.  Effects  of  Competition  in 
Medicine:  Practice 
Characteristics  of  Physicians 
in  Proprietary  and 
Nonproprietary  Hospitals 

15.  Effects  of  Toxic  Chemicals  on 
the  Reproductive  Cycle 

16.  Nicotene  Chewing  Gum  for 
Cessation  of  Smoking 

17.  AMA  Diagnostic  and 
Treatment  Guidelines  on  Child 
Abuse  and  Neglect 

18.  Current  Status  of  Therapeutic 
Plasmapheresis  and  Related 
Techniques:  Report  of  the 
AMA  Panel  on  Therapeutic 
Plasmapheresis 

19.  The  Health  Effects  of  “Agent 
Orange”  and  Polychlorinated 
Dioxin  Contaminants:  An 
Update 


Oscar  W.  Clarke,  MD,  Gallipolis,  is 
Chairman  of  the  Ohio  Delegation  to 
the  American  Medical  Association. 
A.  Burton  Payne,  MD,  Ironton,  is 
President  of  the  Ohio  State  Medical 
Association. 


r 1 

Please  send  me  the  following  AMA  report(s)  listed  in  the  Summary 
of  Actions  Report  of  the  1985  AMA  Interim  Meeting:  j 

j Report  Number(s) I 

1 Name:  5 

I Address:  * 
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Classified  Advertising 

continued 


FAMILY  PRACTITIONER 

Lake  Erie  vacationland  community  with 
3,000  year-around  residents  seeks  family 
practitioner  to  open  new  practice.  Search 
effort  is  supported  by  nearby  113-bed 
JCAH  Accredited  non-profit  community 
hospital  with  drawing  area  of  19,000. 
Hospital  affords  practitioner  Medical/ 
Surgical,  ICCU,  Obstetrics  and  Pediatrics 
Care  Facilities,  along  with  complete  ancil- 
lary support  including  24  hr.  emergency 
room  coverage,  pathology,  radiology, 
physical  therapy  and  respiratory  therapy. 
Interested  physicians  should  contact: 
Robert  Dumminger,  Administrator 
Macgruder  Hospital 
Port  Clinton,  Ohio  43452 
Phone:  419-734-3131 


F.P.,  O.B.,  GYN.,  Pediatrician  for  ex- 
panding family  practice  in  Greater  Cin- 
cinnati area.  Full  time  or  part  time  ar- 
rangements possible.  Start  anytime.  Send 
resume  to  Box  No.  25,  c/o  Ohio  State 
Medical  Journal,  600  South  High  Street, 
Columbus,  Ohio  43215. 


GENERAL/FAMILY  PRACTITIONERS 

If  you  are  looking  for  an  opportunity  to 
be  in  the  forefront  of  medical  care,  prac- 
tice preventive  medicine,  work  with  other 
innovative  professionals,  and  earn  a com- 
fortable living  in  pleasant  surroundings, 
send  your  curriculum  vitae  to  Physician 
Placement  Dept. -40.  An  equal  oppor- 
tunity employer.  CIGNA  Healthplans  of 
California,  700  N.  Brand  Blvd.,  Ste.  500, 
Glendale,  CA  91203. 


GENERAL  PRACTICE  PHYSICIAN 

for  hospital  in  North  Central  Ohio 
wanted  for  diagnosis,  treatment  and  pa- 
tient care  in  all  areas  of  medicine;  requires 
MD  degree  and  two  years  experience  as 
a medical  resident;  $70,000  per  year;  40 
hours  per  week.  Qualified  applicants  send 
resume  with  this  ad  to  Ohio  Bureau  of 
Employment  Services,  P.O.  Box  1618, 
Columbus,  Ohio  43216.  Attn:  L.  Ellison, 
J.O.  #0567377. 


MEDICAL  DIRECTOR  STAFF 
PS  Y CHI  ATRIST  (S) 

Professional  opportunities  for  qualified 
psychiatrists. 

— JCAH  ACCREDITED  240  BED 
MENTAL  HEALTH  CENTER 

— AFFILIATION  — OHIO  UNIVER- 
SITY COLLEGE  OF  MEDICINE 

— MULTI-DISCIPLINE  TREATMENT 
TEAM  APPROACH 

— EXCELLENT  COMMUNITY  RE- 
LATIONS AND  OPPORTUNITIES 

— PROGRESSIVE  ADMINISTRA- 
TION 

— QUALS.  BOARD  CERTIFIED  OR 
ELIGIBLE 

Positions  are  available  with  salary 
range  of  $55,000-$75,000  subject  to  nego- 
tiation and  civil  service  appointment  or 
personal  service  contractual  arrangement. 
Inquiries  may  be  made  to  J.  Blazek,  Per- 
sonnel, Athens  Mental  Health  Center, 
Athens,  Ohio  45701  (614-592-3031  Ext. 
166). 

EEO/AAP  Employer 


NEEMA  EMERGENCY  MEDICAL 
— a professional  association  — 

Emergency  Positions  — available  with 
emergency  physician  group  in  PA,  NY, 
NJ,  VA,  WVA,  MD,  KY,  FL,  and 
throughout  New  England,  the  Southeast 
and  the  Midwest,  including  all  suburban, 
rural  and  metropolitan  areas.  Fee-for-ser- 
vice  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward 
board  certification.  Physician  department 
directors  also  desired.  Please  send  resume 
to:  NEEMA  Emergency  Medical,  Suite 
400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  215-925-3511  in  PA,  or 
800-523-0776  outside  PA. 


OHIO  (CENTRAL  AND  NORTHERN 
AREAS):  Seeking  emergency  medicine 
physicians  for  full  time  and  locum  tenens 
opportunities  in  attractive  moderate 
volume  facilities.  Directorships  also  avail- 
able. Competitive  hourly  rates,  malprac- 
tice insurance  and  flexible  scheduling.  For 
more  information  contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Rd., 
Suite  128,  Traverse  City,  MI  49684;  800- 
253-1795  or  in  Michigan  800-632-3496. 


ORTHOPEDIC  SURGEON  NEEDED 

We  have  an  immediate  opening  for  a 
board  eligible  orthopedic  surgeon  in 
Newark,  Ohio.  First  year  salary  $75,000 
plus  fringe  benefits.  Send  resume  to 
Orthopedic  and  Fracture  Clinic,  Inc.,  155 
McMillen  Drive,  Newark,  Ohio  43055. 


PLASTIC  SURGEON 

Board  certified  or  board  eligible  plastic 
surgeon  wanted  to  join  established  2 phy- 
sician department  in  a large  multispecialty 
midwestern  clinic  with  an  ambulatory  sur- 
gery center.  Excellent  opportunity  for  the 
right  person.  Please  submit  CV  to  Box 
No.  46,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  Ohio 
43215. 


PSYCHIATRIST:  Available  December, 
1984;  Medical  director  of  countywide 
community  mental  health  center,  Xenia, 
Ohio  — twenty  miles  east  of  Dayton;  Sal- 
ary: $65,000  + /year;  three  weeks  paid  va- 
cation plus  holidays;  employee  benefits; 
Scheduled  work  time  32  hours/week  plus 
on  call  coverage;  possible  1 Vi  days  time 
off  during  week  days.  On  call  reciprocity 
possible  with  local  hospital  based  psychia- 
trist; average  0-5  emergency  calls/week, 
the  majority  telephone  consults  only;  lo- 
cal hospital  psychiatry  admission  privi- 
leges available;  Wright  State  University 
staff  appointment  possible.  Patients 
represent  good  cross  section  urban  and 
rural  population;  over  sixty  percent  of 
time  in  direct  patient  care;  supervision  of 
therapists  five  hours  per  week.  Contact: 
Gary  A.  Crow,  PhD,  Executive  Director, 
Mental  Health  Resources  Corporation, 
452  West  Market  Street,  Xenia,  Ohio 
45385,  (513)  376-8700,  (513)  429-0933  or 
Ralph  Ankenman,  MD,  Mental  Health 
Resources  Corporation,  452  West  Market 
Street,  Xenia,  Ohio  45385,  (513)  376- 
8700,  (513)  429-0933,  Home  phone:  (513) 
766-5683. 


Next  month  . . . 
place  your  classified 
ad  here 
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STAFF  PSYCHIATRISTS 

Immediate  openings  for  staff  psychi- 
atrists for  state  operated  350  bed  in-pa- 
tient psychiatric  hospital.  Must  be  li- 
censed to  practice  in  the  state  of  Ohio. 

We  have  5 distinct  treatment  centers, 
operate  13  wards.  Both  acute  and  chronic 
rehabilitation  programs.  We  are  located 
about  20  miles  from  a metropolitan  area 
(city  with  population  of  100,000)  with  a 
mixture  of  rural  atmosphere;  excellent 
school  systems  and  outdoor  activities. 

Salary  starts  at  $55,000  upwards  ac- 
cording to  experience  with  excellent  state 
fringe  benefits. 

Send  resume  to: 

Hae  Wohn  Johng,  MD 
Medical  Director 
Massillon  State  Hospital 
Box  540 

Massillon,  Ohio  44648 
EEO  Employer;  M/F/H 


TOLEDO  — SUBURBAN  AREA:  Imme- 
diate full  time  and  locum  tenens  position 
in  new  ambulatory  care  center.  Affiliated 
with  major  hospital.  Attractive  schedule 
and  compensation,  malpractice  insurance 
provided.  Contact:  Emergency  Consult- 
ants, Inc.,  2240  S.  Airport  Road,  Suite 
128,  Traverse  City,  MI  49684;  800-253- 
1795  or  in  Michigan  800-632-3496. 


Practice  for  Sale 

PEDIATRIC  PRACTICE  FOR  SALE: 

A pediatrician  is  retiring.  Has  medium- 
sized, stable  and  well-established  practice 
located  in  an  Eastern  suburb  of  Cleve- 
land. Reasonably  priced  and  seller  will 
finance.  Reply  to  Ralph  P.  Higgins,  At- 
torney, 21010  Center  Ridge  Road,  Rocky 
River,  Ohio  44116,  or  call  216/331-9307. 

PRACTICE  PRICED  FOR  QUICK  SALE: 

Internist,  Northern  Ohio  medium  sized 
city.  Average  gross  $450,000  per  year  last 
three  years.  Retiring  August  '85.  Will  in- 
troduce. Reply  to  Box  No.  42,  c/o  Ohio 
State  Medical  Journal,  600  South  High 
Street,  Columbus,  OH  43215. 


Real  Estate 


MARCO  ISLAND,  FLORIDA 

Two-bedroom  condominium,  eleventh 
floor;  on  Gulf.  Beautifully  decorated  and 
furnished.  For  lease.  Call  513/891-1263. 


QUALITY  BLDG.,  EQUIP.,  AND 
PRACTICE  RESIDUE  AVAILABLE  — 

attractive  rental  or  lease,  and/or  seller  fi- 
nanced purchase.  Includes  waiting  room, 
business  office,  consultation  room,  4 ex- 
amining rooms,  and  laser.  Write  Mrs. 
Sadri  Alavi,  3630  Sunset  Blvd.,  Steuben- 
ville, OH  43952  or  Phone  614-264-2350 
after  9 p.m. 


Seminars 


OCCUPATIONAL  MEDICINE 
MINI-RESIDENCY 

Intensive  4 week  program  beginning  June 
10-21,  1985  and  continuing  October  21- 
25,  1985  and  March  17-21, 1986.  The  one- 
week  continuation  portions  may  be  taken 
in  successive  years.  Clinical  and  Adminis- 
trative Occupational  Medicine,  Epi- 
demiology and  Biostatistics,  Industrial 
Hygiene,  Toxicology,  Regulations,  etc. 
Ill  AMA  Cat  I and  III  Prescribed  AAFP 
credits.  9th  year.  References  from  past 
participants  provided.  $600  per  week. 
Sidney  Lerner,  M.D.,  College  of  Medi- 
cine, Mail  Location  182,  Cincinnati,  Ohio 
45267-0182,  513-872-4043. 


THE  OHIO  UROLOGICAL  SOCIETY 
WILL  HOLD  ITS  SPRING  MEETING 

at  the  Fawcett  Center  for  Tomorrow  in 
Columbus  on  March  24,  1985  starting  at 
9:30  AM.  This  meeting  will  include  guest 
speakers  from  Medicare,  Blue  Shield,  and 
the  Legal  Department  of  the  OSMA  in 
the  morning.  In  the  afternoon,  the  Sec- 
ond Annual  Residents’  Essay  Contest  will 
be  conducted.  A luncheon  between  the 
sessions  will  be  provided.  This  meeting 
should  be  of  vital  interest  to  Ohio  urolo- 
gists in  a time  of  rapid  change  in  third 


party  reimbursement.  We  encourage 
member  and  nonmember  urologists  to  at- 
tend. For  further  details  contact  Richard 
A.  Memo,  MD,  1350  Fifth  Avenue, 
Youngstown,  OH  44504. 


1985  CME  CRUISE/CONFERENCES 
ON  SELECTED  MEDICAL  TOPICS  — 

Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credit. 
Distinguished  professors.  FLY  ROUND- 
TRIP  FREE  ON  CARIBBEAN,  MEXI- 
CAN, & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registra- 
tion limited.  Pre-scheduled  in  compliance 
with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


Services 


Holter  Monitor  Scan  Service 

Scanning  for  cartridge,  cassette  or  reel- 
to-reel  recorders.  Quality  reports  by 
qualified  technicians  and  cardiologists. 
$35.00  for  scanned  report,  postage  and 
mailers.  Cardiologist  interpretation 
available.  For  more  information  call 
Advance  Medical  and  Research  Center 
1-800-552-6753. 


OSMA  Journal 
Advertising  Representatives 


Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
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Colleagues  In  The  News 

Edited  by  Doug  Evans 


Alan  Alexander,  MD,  Beachwood,  has 
been  named  president-elect  of  the  North- 
ern Ohio  Pediatric  Society. 


Youssef  T.  Costandi,  MD,  Cincinnati, 
has  been  named  a fellow  of  the  United 
States  section  of  the  International  College 
of  Surgeons. 


Joan  Dass,  MD,  Waverly,  assumed  the 
position  of  health  commissioner  for  Pike 
County  on  January  1,  1985.  Dr.  Dass  is 
the  county’s  first  health  commissioner 
since  1980. 


E.H.  Eigner,  MD,  has  been  reelected  to 
Case  Western  Reserve  University  Board 
of  Overseers,  as  a representative  of  the 
CWRU  Medical  Alumni  Association. 


Joseph  M.  Foley,  MD,  Cleveland,  was 
honored  as  the  recipient  of  the  first  Dr. 
Arnold  Heller  Memorial  Award  at  the 
78th  annual  meeting  of  Menorah  Park. 
The  award  signifies  excellence  in  the  area 
of  geriatrics. 


Joseph  Ghory,  MD,  Cincinnati,  is  the 
1 1th  national  recipient  of  the  Bret  Ratner 
Award  in  Allergy  and  the  first  Cincinna- 
tian to  receive  the  award. 


Herman  K.  Hellerstein,  MD,  Cleveland, 
has  been  awarded  the  American  Heart 
Association’s  Gold  Heart  Award  for  his 
significant  contributions  to  the  AHA  and 
to  cardiovascular  medicine.  The  award  is 
the  single  highest  award  given  to  an  AHA 
volunteer. 


Edgar  B.  Jackson,  MD,  Cleveland,  has 
been  named  the  Cleveland  city  health 
director,  effective  January  1,  1985. 


Daniel  Kramer,  MD,  Cleveland,  has  been 
appointed  chairman  of  the  Cleveland 
Hearing  and  Speech  Center.  Dr.  Kramer 
also  will  serve  as  a member  of  the  CHSC 
board  of  trustees. 


Randall  Longenecker,  MD,  West  Liberty, 
has  been  appointed  medical  director  by 
the  Logan  County  Board  of  Health.  Dr. 
Longenecker  succeeds  Douglas  Beach, 
MD,  who  retired  at  the  first  of  the  year 
after  serving  the  health  department  for 
more  than  35  years. 


Manolo  P.  Mapa,  MD,  has  been  elected 
president  of  the  Tri-State  Fil-American 
Association  of  Ohio,  Pennsylvania  and 
West  Virginia. 


Allan  E.  McLaughlin,  MD,  Euclid,  has 
been  appointed  associate  medical  director 
for  clinical  services  at  Winsor  Hospital  in 
Chagrin  Falls. 


Predag  Nastasic,  MD,  Cleveland,  was 
awarded  the  Physician  of  the  Year  Award 
at  the  Suburban  Community  Hospital  in 


Cleveland.  The  award  recognizes  Dr. 
Nastasic’s  loyalty  to  the  facility,  its  staff 
and  employees. 


A.  Burton  Payne,  MD,  Ironton,  has  been 
named  “Person  of  the  Year”  for  the 
Southeastern  Ohio  Regional  Council  by 
the  Greater  Lawrence  County  Area 
Chamber  of  Commerce. 


James  Warren,  MD,  Columbus,  has 
a new  book  out  which  shows  the  layman 
how  to  lead  a normal  life  following 
a heart  attack.  Entitled  Surviving  Your 
Heart  Attack:  A Duke  University  Com- 
plete Heart  Treatment  Program,  the  book 
is  published  by  Doubleday.  Dr.  Warren 
was  president  of  the  American  Heart 
Association  in  1963,  and  served  as  chair- 
man of  the  Ohio  State  University's  De- 
partment of  Medicine  for  more  than  15 
years. 


THE  Ohio  STATE 

Medical 

Journal 

The  Environment  . . . 
How  Does  It  Affect 
Health? 

Ohio  has  its  share  of 
pollution  problems.  How 
those  problems  are  affecting 
the  health  of  Ohioans  will  be 
explored  next  month. 
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Valium  ® (diazepam/Roche)  ® Tablets 
Valrelease®  (diazepam/Roche)  (g 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  @ 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal:  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders:  athetosis: 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures:  tetanus:  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age:  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma:  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  sis  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  ana  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion: abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I.V.  : inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  (1  ml)  given:  do  not 
use  small  veins,  i.e. . dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence:  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e..  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function:  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2>/2  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary: not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence. jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets.  2 to 
10  mg  b.i.d.  to  q.i.d.:  or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets.  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mg  b.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2*/2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2*/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam Roche) 

Valrelease  ® ( diazepam/Roche ) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 

Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
ori  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 
l.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml)  given.  Do  not  use 
small  veins,  i.e.,  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not feasi- 
ble to  administer  Valium  directly  I.V.,  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V.,  repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
l.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  l.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  l.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V.,  repeat  every  3 to  4 
hours  if  necessary:  in  children  5 years  or 
older.  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (l.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (l.V.  preferred).  Children 

5 years  plus.  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  l.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  l.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure:  if  l.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication.  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  l.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures,  l.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 
Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  “V"  design — 2 mg,  white;  5 mg.  yellow:  10  mg, 
blue — bottles  of  100  and  500:  Prescription 
Paks  of  50,  available  in  trays  of  10:  Tel-E-Dose® 
packages  of  100,  available  "in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease.  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100:  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls,  2 ml,  boxes  of  10:  Vials. 

10  ml,  boxes  of  1 and  10  : Tel-E-Ject®  (disposable 
syringes).  2 ml.  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol.  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 


/ Copyright  © 1984  by  Roche  Products  Inc. 
\ / All  rights  reserved. 


The  cut  out  “V”  design  is  a 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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From  the  Editor’s  Desk 


The  Environment  — 
The  Ultimate  Threat? 


In  the  beginning,  man  faced  a 
hostile  environment. 

From  mastadons  and  ice  floes  to 
dust  storms  and  untamed 
vegetation,  it  seems  that  man  has 
always  had  his  shares  of 
environmental  hazards.  (Even  the 
Garden  of  Eden  proved  to  have  an 
environmental  danger  or  two.) 

Even  now,  things  haven’t 
changed  much.  Our  environment 
continues  to  threaten  us  — not 
with  mastadons  and  primeval 
forests  — but  with  dangers  of  our 
own  device.  Air  pollution,  water 
pollution  and  acid  rain  are 
products  of  our  highly 
technological  age  — the  price  we 
pay  for  today’s  conveniences  and 
creature  comforts. 

Despite  efforts  by  environmental 
protection  groups  and  specially- 
designated  government  agencies,  it 
is  unlikely  that  our  land  will  ever 
return  to  the  condition  in  which  it 
existed  prior  to  the  industrial 
revolution.  Man  has  simply  come 
too  far  — and  his  demands  have 
become  too  great.  Like  the  high 
cost  of  health  care,  unless  man  is 
willing  to  forget  the  technology  he 
has  thus  far  achieved,  it  is 
pointless  to  sit  and  whimper  for 
the  way  things  used  to  be. 

Instead,  we  need  to  come  to 
terms  with  our  environment  as  it 
exists  today  — not  the  way  it 
could  or  should  be.  Yet,  we  need 
to  clean  up  our  environment  . . . 
we  need  to  put  forth  efforts  to 
keep  the  situation  from  getting 
any  worse.  At  the  same  time,  we 
need  to  deal  with  the  problems 
that  have  already  presented 
themselves  — and,  as  physicians, 
that  means  recognizing  the  dangers 


the  environment  currently  poses  to 
health. 

This  issue  of  the  Journal  takes  a 
look  at  those  dangers,  and  what  is 
being  done  about  them. 

For  example,  we  begin  by  taking 
a close  look  at  Ohio’s 
environment.  According  to 
reports,  60%  of  the  nation’s 
hazardous  wastes  are  generated  by 
10  states.  Ohio  is  not  only  one  of 
these  10,  but  consistently  ranks 
among  the  top  five  with  regard  to 
the  amount  of  hazardous  wastes 
being  generated.  How  the  health 
department  is  dealing  with  this 
problem,  as  well  as  other  statewide 
environmental  hazards,  is  the  topic 
of  one  of  our  articles. 

We  also  take  a look  at  research 
being  conducted  in  the  area  of 
environmental  viruses;  at  one 
physician’s  report  on  acid  rain;  at 
the  OSMA’s  Environmental  Task 
Force;  and  at  the  environment’s 
final  hazard  — nuclear  war. 

Man  has  come  a long  way  since 
the  ice  age.  The  know-how,  the 
technology  he  has  managed  to 
achieve  in  that  length  of  time  has 
been  awesome.  Yet  his  ability  to 
destroy,  to  pollute,  to  poison 
continues  to  keep  pace. 

Will  man  ultimately  destroy  his 
environment?  The  question  begs 
yet  another  question  in  the  best 
“which  came  first,  the  chicken  or 
the  egg”  fashion. 

For  perhaps  the  question  is  not 
so  much  whether  or  not  man  will 
destroy  his  environment,  but 
whether  or  not,  given  enough 
time,  man’s  environment  will 
ultimately  destroy  him. 

— Karen  S.  Edwards 


Like  the  high  cost 
of  health  care, 
unless  man  is 
willing  to  forget  the 
technology  he  has 
thus  far  achieved, 
it  is  pointless  to  sit 
and  whimper  for 
the  way  things 
used  to  be. 
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The  ultimate  in  Health-Care  Data  Management . . . 

“listen  to  the  experts.” 


AUTOMED  is  Medical  Data  Systems'  proven 
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Letters  to  the  Editor 


TO  THE  EDITOR: 

I was  interested  in  the 
committee  report  on  the  Control 
of  Medical  Emergency  Services  in 
the  December  issue  of  the  Journal. 
They  make  continuous  reference  to 
the  basic  minimum  requirements 
for  EMT’s  as  well  as  EMT-P  and 
advanced  EMT-A.  However,  it 
doesn’t,  anyplace  that  I can  find, 
describe  what  these  minimum 
functions  are  and  where  it  would 
be  advisable  for  a physician  in  the 
area  to  attempt  to  take  over  the 
control  of  the  case.  Can  the 
required  minimum  conditions  be 
stated  in  a future  issue  of  the 
Journal ? 

Yours  truly, 

John  Q.  Brown,  MD 

Columbus,  Ohio 

Editor’s  Note:  Although  we 
currently  have  no  plans  to  print 
the  minimum  requirements  for 
EMTs,  you  may  be  able  to  find 


the  information  you  requested  by 
consulting  the  Ohio  Revised  Code, 
Section  4731.82-4731.99,  or  by 
contacting  the  appropriate  sources 
at  the  Board  of  Regents  or  at  the 
Ohio  Department  of  Education. 


WANT  TO  EXPRESS 
AN  OPINION? 

The  OSMA  Journal  welcomes 
letters  from  its  readers.  Please 
address  all  letters  to:  Executive 
Editor,  600  S.  High  St.,  Columbus, 
Ohio  43215.  Letters  may  be  edited 
to  meet  space  requirements 
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expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us,  the  oriental  rug  professionals.  And  you’ll  love  your  new  rug,  and 
Menendian,  for  a lifetime. 


Menendian 


1090  W.  Fifth  Ave.  • 294-3345 
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OMB  joins  computer  network 


a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 

edited  by 
Susan  Porter 


The  Ohio  State  Medical  Board 
is  among  state  agencies  across  the 
nation  that  have  agreed  to 
participate  in  a new  computer 
network  system,  designed  to  find 
out  where  and  how  prescription 
drugs  are  being  illegally 
distributed. 

The  Prescription  Abuse  Data 
Synthesis,  which  is  to  be 
coordinated  and  funded  by  the 
American  Medical  Association,  is 
an  attempt  to  designate  institutions 
and  physicians  that  may  be 
supplying  drugs  for  street  sale. 

The  Drug  Enforcement 


Administration  will  help  to 
coordinate  and  compile 
information,  while  the  Ohio 
Department  of  Health,  Bureau  of 
Drug  Abuse,  will  make  local  staff 
members  available  to  help  with  the 
project. 

Along  with  attempting  to 
pinpoint  practitioners  and 
institutions  distributing  the  drugs, 
the  network  will  also  compile 
information  on  the  numbers,  types 
and  amounts  of  drugs  being  sold 
illegally,  along  with  their  impact 
on  the  public’s  health. 


Expert  predicts  limited  future  for  PPOs 


Discount  pricing  such  as  that 
promised  today  in  many  Preferred 
Provider  Organizations  (PPOs)  is 
not  a long-term  solution  to  today’s 
health  care  cost  problem,  says 
healthcare  consultant  J.  Philip 
Lathrop  in  a recent  issue  of 
Modem  Healthcare  Magazine. 

PPOs,  which  can  be  established 
by  physicians’  groups,  hospitals, 
labor  unions,  insurers  or 
employers,  generally  offer  medical 
services  for  negotiated  or 
discounted  rates,  expecting  to 
attract  more  patients  and  thus 
bring  in  more  revenue,  Lathrop 
says. 

They  are  often  set  up  as 
defenses  against  losing  income  to 
Health  Maintenance  Organizations 
(HMOs),  where  members  pay  a 
flat  fee  for  any  and  all  medical 
services  provided  them  during  the 
year. 

For  the  average  company, 
however,  the  HMO  may  appear  to 
be  a better  alternative,  because  the 
level  of  health  care  costs  for  the 
year  is  predictable,  Lathrop  points 
out.  The  PPO,  on  the  other  hand, 
simply  promises  lower  rates  for  a 
guaranteed  or  predictable  volume 
of  business. 


PPOs  are  often  formed  on  the 
assumption  that  a competitive 
threat  exists  or  is  imminent  and 
that  discounts  will  encourage 
major  health  care  purchasers  to 
increase  volume,  says  Lathrop.  It 
is  also  assumed  that  loss  of 
market  share  can  be  minimized 
through  discounts. 

However,  the  relationship 
between  price  discounts,  market 
share  and  profitability  is  dramatic. 
“A  10%  discount  to  an  employer 
must  be  accompanied  by  a 75% 
increase  in  business  to  maintain 
the  hospital’s  overall 
profitability,”  Lathrop  says. 

To  survive  and  prosper,  he 
continues,  a PPO  must  convert 
cutbacks  in  inpatient  utilization 
into  real  cost  savings,  rather  than 
artificially  rolling  back  fees. 
Marketing,  sales  and  services  also 
help  determine  the  success  of  a 
PPO,  but  sponsors  often 
underestimate  the  need  for  these 
services. 

Lathrop  is  a consultant  in  the 
Atlanta  office  of  the  Health  and 
Medical  Division  of  Booz  Allen  & 
Hamilton,  the  world’s  largest 
management  consulting  firm. 
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Drug  Capsules 


AMA  lists  top 

Hydrochlorothiazide,  contained 
in  some  78.2  million  prescriptions 
during  1982,  was  the  most 
frequently  dispensed  drug  chemical 
that  year,  according  to  a recent 
report  in  the  Journal  of  the 
American  Medical  Association 
(JAMA).  The  antihypertensive 
medication  was  a part  of  5%  of 
all  drug  prescriptions. 

Tagamet  ranked  number  one  in 
dollar  sales  during  1982,  but 
ranked  seventh  in  prescription 
volume  for  retail  pharmacies. 

Dyazide  was  the  number  one 
drug  based  on  number  of 
prescriptions,  but  pharmacies 
spent  more  for  Tagament,  Inderal 
and  Valium  than  Dyazide. 

Codeine,  which  was  contained  in 


10  drugs  by  cost,  volume 


tou 


65.8  million  prescriptions,  was  the 
second  most  commonly  dispensed 
drug  in  1982.  Oral  contraceptives 
ranked  third,  erythromycin  was 
fourth,  propranolol  was  fifth, 
triamterene  was  sixth,  potassium 
was  seventh,  diazepam  was  eighth, 
amoxicillin  was  ninth  and  digoxin 
was  tenth. 

The  top  ten  prescription 
products  based  on  drugstore 
acquisition  costs  were:  Tagamet, 
Inderal,  Valium,  Dyazide,  Motrin, 
Keflex,  Aldomet,  Naprosyn, 
Clinoril  and  Lasix. 

Overall  total  outpatient  drug  use 
increased  5%  between  1981  and 
1982,  the  JAMA  report  says,  and 
28%  between  1971  and  1982. 


Caution  urged  when  using  Accutane 


Evidence  continues  to  mount 
indicating  that  Accutane,  a new 
prescription  drug  for  acne,  can 
lead  to  miscarriages  and  birth 
defects  when  used  during 
pregnancy,  according  to  the  March 
of  Dimes  Birth  Defects 
Foundation. 

The  drug,  manufactured  by 
Roche  Laboratories  and  licensed 
for  sale  in  1982,  is  used  to  treat 
severe  cases  of  acne  that  do  not 
respond  well  to  other  forms  of 
treatment.  The  manufacturers  have 
sent  warnings  to  doctors  and 
pharmacists  nationwide,  stressing 
the  risk  of  damage  to  unborn 
babies.  The  drug’s  packaging  also 
includes  a red  sticker  warning  of 
this  risk. 

“Any  sexually  active  woman 
should  have  a pregnancy  test 
before  treatment  with  Accutane,” 
advises  Irwin  A.  Schafer,  MD,  of 
the  Department  of  Pediatrics  at 
Cleveland  Metropolitan  Hospital. 


Dr.  Schafer,  also  chairman  of  the 
Northeast  Ohio  March  of  Dimes 
Birth  Defects  Foundation’s 
Professional  Advisory  Committee, 
adds,  “She  should  avoid  becoming 
pregnant  during  treatment  and  for 
one  month  afterward.” 

According  to  the  March  of 
Dimes,  at  least  29  reports  of 
miscarriages  or  birth  defects  have 
been  reported  to  the  manufacturer 
and  the  Food  and  Drug 
Administration  by  patients  who 
have  used  the  drug.  Malformations 
have  included,  according  to  the 
reports,  hydrocephaly, 
microcephaly,  small  and 
malformed  ears  and  eyes,  very 
severe  congenital  heart  defects  and 
cleft  palate  in  the  offspring  of 
women  taking  Accutane  early  in 
pregnancy. 

“A  problem  with  any  drug  that 
causes  major  malformations  is  that 
is  does  its  damage  in  the  early 
weeks  after  conception,  often 


before  a woman  knows  that  she  is 
pregnant,”  Dr.  Schafer  says. 

“This  is  why  it  is  necessary  to 
have  a pregnancy  test  before 
starting  treatment  with  Accutane, 
and  to  have  a reliable  way  to 
avoid  conception  during 
treatment.” 

Physicians  prescribing  Accutane 
are  urged  to  discuss  the  risks  with 
women  patients  of  childbearing 
age.  Should  a patient  become 
pregnant  while  using  the  drug,  the 
personal  physician  is  urged  to 
contact  Roche  Laboratories  in 
Nutley,  New  Jersey  by  phoning 
(201)  235-3021. 


continued  on  page  155 
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’ve  Gotta  Have 

And  you  will 

IF  YOU  MAKE  PLANS  NOW  TO  ATTEND  A TRIBUTE  TO 

Hart  F Page 

WHICH  WILL  BE  HELD  DURING  THE  1985  OSMA  ANNUAL  MEETING. 

An  elegant  evening  of  fun  and  entertainment  is  planned  in  honor  of 
Hart's  AO  years  of  outstanding  leadership  to  the  OSMA. 

The  evening  starts  with  cocktails  at  6:30  pm,  a full-course  gourmet 

DINNER  AT  7:30  PM  AND,  AFTER  THAT,  LIVE  ENTERTAINMENT  FOR  YOUR  DANCING 

pleasure! 

The  Dinner/Dance  will  be  held  Saturday,  May  18,  at  the  Hyatt  Regency 
in  Columbus.  Tickets  are  $35  each.  See  the  reverse  side  for  a reservation 
form. 


Don't  miss  this  opportunity  to  honor  Hart  F.  Page  and  wish  him  well 

AS  HE  BEGINS  HIS  RETIREMENT. 
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News 

continued 


publication  initiated 


New  Health 

A new  consumer  publication 
called  Health  is  now  being 
published  by  and  distributed  each 
Wednesday  in  The  Washington 
Post. 

Billed  as  the  country’s  first 
newspaper  section  devoted  entirely 
to  health,  and  subtitled,  “A 
Weekly  Journal  of  Medicine, 
Fitness  and  Psychology,”  the 
tabloid-sized  magazine  section 
exclusively  features  articles  related 
to  medicine  and  other  health- 
related  issues. 

Among  regular  columns 
contained  in  the  publication  is 
“The  Cutting  Edge,”  described  by 
the  Post  as  a compendium  of  the 
latest  medical  advances,  research 
and  government  actions  from 
medical  journals  and  other 
sources. 

“The  Patient’s  Advocate”  is  “a 
consumer-oriented  guide  to 
making  your  way  through  the 

Cleveland  seniors 
geriatric  studies 

Senior  citizens  in  the  Cleveland 
area  are  being  called  upon  by  Case 
Western  Reserve  University  to  aid 
the  School  of  Medicine’s 
Department  of  Geriatric  Medicine 
in  some  federally-funded,  age- 
related  research. 

The  medical  school  was  recently 
awarded  a $1.7  million  research 
grant  by  the  National  Institute  of 
Aging,  a part  of  the  National 
Institute  of  Health,  according  to  a 
newspaper  report  in  the  Chagrin 
Valley  Times.  The  money,  which 
provides  funds  for  the 
establishment  of  a volunteer 
registry,  along  with  the  completion 
of  three  research  projects,  is 
intended  to  encourage  the 
development  of  studies  related  to 
the  aging  process,  according  to  the 
article. 


medical  maze,”  according  to  Post 
science  writer  Victor  Cohn. 

A “Health  Calendar”  of  free 
workshops,  classes  and  lectures  on 
health  is  also  included  in  the  paper 
each  week. 

Health  topics  to  be  covered  in 
the  publication  which  was  started 
in  January  range  from  nutrition 
and  sports  medicine  to  psychiatric 
disorders  and  environmental 
health. 

Health  editor  Carol  Krucoff 
says  the  impetus  for  starting  the 
magazine  is  “the  dramatic  change 
in  American  attitudes  toward 
health  in  recent  years.”  She 
explains,  “More  and  more  of  us 
are  taking  responsibility  for  our 
own  health.” 

The  goal  of  the  publication,  she 
adds,  is  to  “explore  the  broad 
range  of  today’s  health  concerns, 
with  an  eye  towards  improving 
your  health.” 


To  date,  some  50  volunteer 
seniors  have  signed  up  for  the 
program,  ranging  in  age  from  65 
to  99;  the  average  age  is  78  and 
most  of  the  participants  are 
women,  due  largely  to  their  larger 
ratio  in  the  elderly  population. 

All  projects  are  carefully 
reviewed  for  safety,  and  volunteers 
have  the  opportunity  to  withdraw 
at  any  time,  Amasa  B.  Ford,  MD, 
associate  dean  for  Geriatric 
Medicine  at  CWRU  and  professor 
of  epidemiology  and  community 
health  is  quoted  in  the  article  as 
saying. 

The  volunteer  registry  offers 
older  residents  the  opportunity  to 
make  a valuable  contribution  to 
medical  research,  since  the  goal  of 
the  project  is  to  learn  more  about 
the  aging  process  and  to  become 


involved  in 


Free  care  for 
homeless 

Free  health  care  clinics  for  the 
homeless  will  soon  be  located  in 
18  U.S.  cities,  including  Cleveland, 
thanks  to  a $25  million  grant  from 
the  Pew  Memorial  Trust  and  the 
Robert  Wood  Johnson 
Foundation. 

Designed  to  help  the  temporarily 
homeless  along  with  the 
permanently  unsheltered,  the 
clinics  will  be  set  up  in  city 
shelters  and  soup  kitchens. 

Services  offered  will  range  from 
mental  health  and  drug  and 
alcohol  abuse  care  to  treatment  of 
illnesses  and  injuries. 

The  clinics  will  be  funded  in 
two-year  intervals  for  up  to  four 
years  for  a total  of  up  to  $1.4 
million  each. 


better  acquainted  with  the  health 
needs  of  the  elderly,  he  says. 

Dr.  Ford  and  others  involved  in 
the  project,  including  members  of 
both  the  medical  school  and  the 
nursing  school  at  CWRU  and  area 
hospitals  and  nursing  homes  are 
hoping  to  increase  the  list  of 
volunteers  to  200  in  order  to 
complete  their  five  year  studies. 
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OMPAC  LUNCHEON 


Saturday,  May  18,  1985 

Regency  Ballroom,  Hyatt  Regency/ 
Columbus  at  the  Ohio  Center 


Reception:  11:15A.M. 


Luncheon:  12  Noon 


Dr.  John  McLaughlin 


John  McLaughlin,  Ph.D. 

Host,  McLaughlin  Group  (TV) 

Executive  Editor.  The  National  Review 

Dr.  John  McLaughlin  is  Washington  Executive  Editor  of  The 
National  Review,  and  anchor  of  a monthly  column  for  the 
magazine  on  international  and  domestic  issues  entitled  "From 
Washington  Straight." 

Dr.  McLaughlin  is  the  moderator  of  a weekly  TV  program, 
THE  McLAUGHLIN  GROUP,  which  airs  on  Washington's  NBC 
station  and  features  regular  panelists  Robert  Novak,  Jack 
Germond,  Morton  Kondracke  and  Patrick  Buchanan.  The 
programs  address  a full  range  of  domestic  and  international 
public  policy  issues.  In  addition.  Dr.  McLaughlin  is  a 
commentator  on  National  Public  Radio  and  the  NBC  radio 
network.  He  also  appears  regularly  on  TV  in  the  nation's  capital. 


Prior  to  his  broadcasting  career.  Dr.  McLaughlin  served  as  Special  Assistant 
to  former  presidents  Richard  Nixon  and  Gerald  Ford;  sought  the  U.S.  Senate 
seat  from  Rhode  Island  as  the  endorsed  Republican  candidate;  edited  the  national 
journal  of  opinion,  America:  taught  humanities  and  other  subjects  at  the  prep 
school,  college  and  graduate  school  levels;  and  lectured  in  this  country  and 
abroad. 


Dr.  McLaughlin  holds  a Ph.D.  degree  from  Columbia,  two  M.A.  degrees  from 
Boston  College  and  did  advanced  study  at  Stanford  University. 


OSMA  SOCIAL  FUNCTION  RESERVATIONS 
1985  ANNUAL  MEETING 


Please  Print 


Saturday,  May  18,  1985 


Name 


No.  of  tickets  Amount 


Address 

City,  State Zip 

Telephone  No.  ( ) 


MAKE  CHECKS  PAYABLE  TO:  OSMA 

Mail  to:  Department  of  Education;  Specialty 

Society  and  Meeting  Management 
Ohio  State  Medical  Association 
600  South  High  Street 
Columbus,  Ohio  43215 


OMPAC  Luncheon 

($20  per  person) 


Hart  Party 

(Honoring  ($35  per  person) 
Hart  F. 

Page) 


TOTAL 


$, 

$ 


$ 
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OSMA  Councilors 

Listed  below  are  the  OSMA 
Councilors  and  the  districts  they 
represent.  If  you  have  any  ques- 
tions or  concerns  regarding  OSMA, 
please  address  them  to  your  Coun- 
cilor. 

First  District 

John  E.  Albers,  M.D. 

2350  Auburn  Ave. 

Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Ave. 

Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

Benjamin  H.  Reed,  M.D. 

101  Adrian  St.,  Delta,  Ohio  43515 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Blvd. 

Cleveland,  Ohio  44104 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

J.  James  Anderson,  M.D. 

5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  Lavapies,  M.D. 

1220  Hughes  Ave. 

Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

Carl  E.  Spragg,  M.D. 

71  W.  Main  St. 

New  Concord,  Ohio  43762 
Athens,  Fairfield,  Guernsey,  Licking, 
Morgan,  Muskingum,  Noble,  Perry, 
and  Washington 
Ninth  District 

Thomas  Price,  Jr.,  M.D. 

Holzer  Medical  Clinic 
385  Jackson  Pike 
Gallipolis,  Ohio  45631 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

D.  James  Hickson,  M.D. 

P.O.  Box  208 
Mt.  Gilead,  Ohio  43338 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 
D.  Ross  Irons,  M.D. 

813  Northwest  St., 

Bellevue,  Ohio  44811 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 
Joseph  L.  Kloss,  M.D. 

185  W.  Cedar  St.,  Akron,  Ohio  44307 
Portage  and  Summit 


News 

continued 


Decision-making 
art  or  science? 


One  of  the  most  difficult  tasks 
facing  a physician  is  the  day-to- 
day  decision-making  he  or  she 
must  do  with  regard  to  patient 
care. 

Now,  “decision  analysis”  has 
become  a hot  new  subject,  being 
taught  at  the  outset  of  clinical 
medicine  courses  at  a number  of 
academic  medical  centers  across 
the  country. 

According  to  Thomas  E. 
Piemme,  MD,  assistant  dean  and 
director  of  the  Office  of 
Continuing  Medical  Education  at 
George  Washington  University, 
writing  in  an  issue  of  The  Internist 
magazine,  “Decision  analysis  is 
explicit  and  quantitative,  and 
employs  rules  that  lead  to  a 
prescription  for  a preferred  course 
of  action  in  patient  care.” 

Milton  C.  Weinstein,  PhD, 
president  of  the  Society  for 
Medical  Decision,  writing  in  the 
same  issue,  describes  the  analysis 
system  in  greater  detail. 

“Briefly,  the  method  requires 
that  alternative  courses  of  action 
be  broken  down  into  components 
and  portrayed  graphically  in  a 
‘decision  tree’  diagram.  At  the 
tree’s  branches,  the  probability  of 
various  outcomes  (as  determined 
by  the  natural  history  of  the 
disease)  and  the  utility  of  various 
proposed  medical  interventions  are 
assigned  a numerical  value  (based 
on  the  medical  literature  and/or 
on  expert  consensus  opinions). 
Thereafter,  a mathematical 
manipulation  of  the  several 
probabilities  and  utilities  will 
reveal  which  alternative  has  the 


best  chance  of  producing  a 
beneficial  outcome.  Many  decision 
analyses  are  quite  straightforward, 
and  are  amenable  to  paper  and 
pencil  solution.  Others,  however, 
are  much  more  complex,  requiring 
the  power  of  the  computer. 

“Yet,  although  decision  analysis 
has  many  attributes,”  he 
concludes,  “It  cannot  and  should 
not  be  used  as  a substitute  for 
good  clinical  judgment.  Like  the 
trusted  stethoscope,  it  can  be  a 
useful  tool  that  complements 
clinical  judgment  and  helps  the 
physician  to  cope  with  the  myriad 
of  decisions  that  must  be  made 
everyday.” 


Help  for 
seniors 

Franklin  County  physicians  may 
want  to  take  note  of  the  following 
brochures,  designed  to  provide 
help  for  the  area’s  seniors: 

Senior  Citizen  Nursing  Home 
Directory  — a list  of  nursing 
homes  in  the  area. 

Senior  Citizen  Housing 
Directory  — a list  of  low-cost 
housing  for  the  elderly. 

Senior  Citizen  Information 
Handbook  — a list  of  area 
agencies  and  what  they  provide. 
New,  updated  editions  of  all  of 
these  booklets  can  be  obtained 
from  the  Franklin  County  Office 
on  Aging,  400  S.  Front  Street, 
Columbus,  Ohio  43215. 
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Suspension 
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Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
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A Special  Report 


Proceedings  of  the  American  Medical  Association 

Medical  Student  Section 
Interim  — 1984  Meeting 


By  William  J.  Todia 


The  American  Medical  Association 
— Medical  Student  Section  (AMA- 
MSS)  recently  conducted  its  Interim- 
1984  (biannual)  national  meeting  in 
Honolulu,  Hawaii.  Ohio  was  repre- 
sented by  J.R.  Sarpa,  President, 
OSMA-MSS,  Medical  College  of 
Ohio  at  Toledo;  William  J.  Todia, 
Delegate,  Medical  College  of  Ohio  at 
Toledo;  Richard  A.  Nelson,  Alter- 
nate Delegate,  Medical  College  of 
Ohio  at  Toledo;  Brian  Jewell, 
OSMA-MSS  Representative,  Medical 
College  of  Ohio  at  Toledo;  Judith  B. 
Lavrich,  Delegate,  University  of  Cin- 
cinnati and  Secretary  of  the  OSMA- 
MSS;  Joseph  L.  Lydon,  Jr.,  Dele- 
gate, Case  Western  Reserve  Univer- 
sity; Peter  Spatt,  Delegate,  Wright 
State  University;  Gerrard  Baker, 
Delegate,  Ohio  State  University;  and 
Brian  Maloney,  Delegate,  North 
Eastern  Ohio  University  College  of 
Medicine. 

The  Ohio  delegation  offered  testi- 
mony on  every  resolution,  and  subse- 
quently the  policy  position  of  the 
Ohio  delegation  prevailed  on  every  is- 
sue before  the  AMA-MSS  House  of 
Delegates. 

The  Ohio  delegation  succeeded  in 
passing  both  of  its  legislative  resolu- 
tions. The  first  resolution,  authored 
by  Richard  A.  Nelson  and  William  J. 
Todia,  asked  that  the  AMA-MSS 
gather  and  disseminate  information 
to  all  medical  students  concerning 
current  knowledge  of  the  limits  of 


medicolegal  liability  of  medical  stu- 
dents. It  was  our  belief  that  medical 
students  are  ignorant  about,  and  need 
to  be  informed  of,  their  medicolegal 
responsibilities;  and  the  AMA-MSS 
will  now  and  in  the  future  be  publish- 
ing information  on  this  issue. 

The  second  resolution,  authored 
by  William  J.  Todia,  asks  The  As- 
sociation of  American  Medical  Col- 
leges Medical  Student  Affairs  De- 
partment to  include  in  its  annual  Ex- 
tramural Elective  Compendium  an 
indication  of  which  departments  at  a 
particular  institution  which  offers 
elective  clerkships  will  accept  medical 
students  from  other  institutions. 
More  importantly,  the  AMA-MSS 
will  actively  help  publicize  the  exist- 
ence and  usefulness  of  the  Extra- 
mural Electives  Compendium.  This 
compendium  is  invaluable  to  any 
medical  student  wishing  to  do  elective 
clerkships  away  from  his/her  home 
school  because  the  Extramural  Elec- 
tives Compendium  has  the  name  and 
phone  number  of  the  person  to  con- 
tact to  set  up  an  elective;  an  indica- 
tion of  fees  charged;  an  indication  of 
malpractice  insurance  required;  and 
an  indication  of  the  maximum  num- 
ber of  weeks  a student  may  study  at 
that  institution.  The  Extramural 
Electives  Compendium  can  be  ob- 
tained free  of  charge  by  contacting 
the  Association  of  American  Medical 
Colleges  Medical  Student  Affairs  De- 
partment. 


The  AMA-MSS  considered  a num- 
ber of  other  issues,  the  following  of 
which  are  highlights.  Many  of  these 
resolutions  were  sent  on  to  the  AMA 
House  of  Delegates  for  action. 

• The  AMA-MSS  will  develop, 
publish  and  distribute  to  all  U.S. 
medical  students  a document  called 
the  Medical  Student  Monograph 
which  will  give  comprehensive  infor- 
mation from  a student  viewpoint  on 
residency  selection,  matching  and 
specialty  choices. 

• The  AMA-MSS  desires  that  stu- 
dents from  non-accredited  medical 
schools  be  required  to  adequately 
document  their  clinical  clerkships  as 
a prerequisite  for  licensure  and 
ECFMG  certification. 

• The  AMA-MSS  desires  that  the 
AMA  investigate  adding  a Journal  of 
Obstetrics  and  Gynecology  to  the  cur- 
rent monthly  specialty  journals. 

• The  AMA-MSS  desires  that  the 
AMA  continue  their  efforts  to  in- 
crease the  upper  limit  of  Graduate 
Student  Loans. 

• The  AMA-MSS  desires  that  the 
AMA  urge  medical  schools  to  insti- 
tute programs  which  subsidize  the 
hepatitis  vaccine  for  those  students 
who  wish  to  be  immunized. 

• The  AMA-MSS  desires  that  the 
AMA  develop  a fact  sheet  for  physi- 
cians on  the  known  benefits  and  risks 
of  regular  exercise. 

continued  on  page  202 
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An  Important 
Question  for 
Ohio  Physicians: 


% m 

ft 

• ; ! r |j 

WHEN  YOG  HAVE 
A PROFESSIONAL 
LIABILITY  CLAIM, 

HOW  DOES 
YOGR  INSURANCE 
COMPANY  RESPOND? 

DOES  YOGR  I Use  the  most  highly-qualified,  eminent  defense 
COMPANY:  counsel  available  in  your  area? 

■ Have  a physician’s  consent  clause  for  claims  set- 
tlements? 

■ Make  it  a practice  never  to  surcharge  you  next 
year  for  this  year’s  claims? 

■ Have  a proven  track  record  of  skilled  claims 
handling? 

■ Have  a claims  review  committee  consisting  of 
doctors? 

Find  out  why  more  and  more  physicians  are  switching  to  PICO. 
Call  or  write  for  more  information;  or  contact  your  local  PICO  agency. 

Rso 

Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 

(614)  864-7100  or  toll  free  in  Ohio,  1-800-282-7515. 


IF  YOG  CAN 
ANSWER  YES 
TO  THESE 
QGESTIONS, 
YOGR  COMPANY 
!S  PROBABLY 
PICO! 
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Ohio's  Environment 
Acid  Rain 


Environmental  Viruses 

Nuclear  Medicine  

Nuclear  War 

Another  Perspective 

The  OSMA  Environmental  Committee 


: 


Page  162 

Page  168 

Page  171 

Page  175 

Page  1 84 

Page  1 91 

Page  197 


Artwork:  Larry  Hamill 
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THE  ENVIRONMENT 


OHIO'S  ENVIRONMENT 
How  Safe  Is  It? 


It  was  the  worst  industrial 
accident  in  history.  On  December 
3,  1984,  a poisonous  gas,  methyl 
isocyanate,  leaked  out  of  a Union 
Carbide  plant  in  Bhopal,  India. 
Initially,  some  1,400  people  died 
from  the  exposure,  while  up  to 
20,000  others  were  left  blind, 
sterile  or  with  other  serious  and 
permanent  injuries. 

The  gas  is  used  in  the 
production  of  a number  of 
pesticides,  and  until  recently  it  was 
also  manufactured  in  Institute, 
West  Virginia  in  another  Union 
Carbide  plant  less  than  50  miles 
from  the  Ohio  border.  There  is  no 
known  treatment  for  exposure  to 
the  gas  which,  even  in  lesser 
doses,  irritates  the  eyes,  throat  and 
lungs  and  may  cause  eventual 
death  from  pulmonary  edema  or 
fluid  in  the  lungs. 

Due  to  public  outcry  and 
concern,  the  West  Virginia  plant 
ceased  production  of  methyl 
isocyanate  and  earlier  this  year 
disposed  of  all  of  its  surplus.  In 
Bhopal,  India,  however,  things 
will  never  be  the  same.  Ponds 
were  discolored,  vegetation  was 
yellow  and  shriveled,  and  most  of 
those  who  survived  fled  the  area 
surrounding  the  plant,  where  — 
ironically  — many  thought 
“medicine”  was  being 
manufactured. 


By  Susan  Porter 


The  incident  was  a rare  one,  but 
some  say  that  sooner  or  later  a 
catastrophe  like  this  was  bound  to 
occur.  In  a society  heavily 
dependent  on  the  constant  and 
mammoth  efforts  of  large 
industrial  and  agricultural 
producers,  it  was  only  a matter  of 
time  before  a major  leak  occurred 
somewhere  in  the  system, 
environmental  experts  say.  That 
the  leak  sprang  in  Bhopal,  rather 
than  Institute,  was  perhaps  more  a 
matter  of  chance  than  anything 
else,  some  speculate. 

Hazardous  chemical  wastes  from 
industry  are  just  a part  of  the 
potpourri  of  poisons  and 
pollutants  that  are  spewed  into  the 
outdoor  environment  everyday, 
threatening  the  lives  and  health  of 
those  who  come  into  contact  with 
them.  And  “big  business”  isn’t 
the  only  culprit. 

Rather,  it’s  the  day  to  day 
conveniences  most  Americans  have 
come  to  expect  in  their  lives  — 
ranging  from  central  heating, 
electricity  and  indoor  plumbing  to 
automobile  transportation,  salted 
highways  and  chemical  fertilizers 
— that  are  among  the  major 
contributors  to  environmental 
pollution.  Add  to  this  the  demand 
for  all  of  those  manufactured 
products  today  considered  more 
necessities  than  luxuries,  and  it 
isn’t  hard  to  figure  why  Ohio  — 


like  most  states  — has  suffered 
substantial  losses  in  the  quality  of 
air,  water  and  available 
agricultural  land. 

The  problem  of  environmental 
pollution  is  as  old  as  mankind. 

One  of  the  earliest  forms  of  air 
pollution  came  from  the  burning 
of  wood.  Even  today,  the  exhaust 
from  woodburning  stoves,  which 
have  become  popular  supplements 
to  central  heat,  is  polluting  both 
indoor  and  outdoor  air,  affecting 
“public  health,  the  environment 
and  the  economy,”  says  a recent 
report  of  the  American  Council  on 
Science  and  Health. 

“Wood  burning  produces  more 
than  100  different  chemicals  that 
can  be  considered  pollutants,” 
that  report  says.  These  range  from 
carbon  monoxide  and  hydrochloric 
acid  to  sulfur  oxides  and 
polycyclic  organic  compounds 
which  are  potentially  harmful  to 
human  health.  “Recent  studies 
have  found  that  some  of  the 
pollutants  released  from  burning 
wood  are  potential  carcinogens,” 
the  report  says. 

Unfortunately,  many  Americans 
have  turned  themselves  off  to 
warnings  like  these,  says  Robert 
Indian,  supervisor  of  the  Chronic 
Disease  and  Environmental  Unit, 
Division  of  Epidemiology,  the 
Ohio  Department  of  Health.  “It 
seems  that  every  day  the  local 
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media  carry  another  story  about 
some  chemical  that  causes  cancer. 
This  has  become  so  prevalent  that 
the  warning  on  cigarette  packages 
has  become  meaningless.  In  the 
public’s  mind,  when  everything 
causes  cancer,  nothing  causes 
cancer,”’  he  says. 

Yet  cancer  remains  the  number- 
two  killer  in  both  Ohio  and  the 
United  States.  “Every  county  in 
Ohio  has  a cancer  problem,”  says 
Indian.  Thus,  denying  the  fact 
that  there  are  cancer-causing 
agents  in  the  environment  does  not 
solve  the  problem. 

In  addition  to  carcinogens, 
pollutants  in  the  state’s  air,  water 
and  soil  can  act  as  agents  to  a 
host  of  other  health  problems, 
ranging  from  respiratory  diseases 
and  skin  irritations  to  genetic 
deformities  and  death.  Of 
particular  concern  are  hazardous 
wastes,  or  new  and  dangerous 
substances  created  by  industry, 
many  with  effects  still  largely 
unknown  on  the  human 
population. 

“Thousands  of  chemicals  have 
been  introduced  by  industry  over 
the  past  20  years,  many  the  by- 
products of  manufacturing,”  says 
Stephen  Sedam,  director  of  the 
Ohio  Environmental  Council,  a 
coalition  of  some  65 
environmental  and  conservation 
groups  formed  in  1969  as  a 
clearinghouse  for  information  on 
these  issues.  “Yet  it  is  still 
unknown,  to  a large  degree,  the 
effects  these  chemicals  have  on 
human  health  — either  alone,  or 
when  combined  with  each  other, 
in  a synergistic  fashion.” 

Ohio ’s  Natural  and  Physical 
Environments,  a special  report 
issued  recently  by  a governor’s 
task  force  as  part  of  a 
comprehensive  long-range  plan  for 
the  State  of  Ohio,  concurs. 

“Over  the  past  20  years,  the 
role  of  government  in 
environmental  protection  has 
become  more  complex  and 
extensive,”  a preliminary  draft  of 
that  report  says.  “We  have 
become  more  aware  of  new,  long- 
term health  hazards  brought 


Pollutants  in  the 
state’s  air,  water 
and  soil  can  act  as 
agents  to  a host  of 
health  problems, 
from  respiratory 
diseases  and  skin 
irritations  to 
genetic  deformities 
and  death. 


about,  ironically,  as  by-products 
of  what  most  of  us  regard  as 
advances  in  technology  and  the 
standard  of  living.  These  include 
thousands  of  new  chemicals  and 
new  chemical  combinations  that 
have  been  introduced  into  our 


lives  through  the  food  we  eat,  the 
products  we  purchase  and  the 
environment  we  breathe  and 
touch.” 

The  involvement  of  physicians 
and  medical  researchers  in 
environmental  issues  is  a long- 
standing and  important  one,  both 
Sedam  and  the  report  point  out. 

“The  medical  and  scientific 
communities  have  played  a critical 
role  — they  have  made  the  major 
contributions  in  determining  those 
elements  in  the  environment  that 
may  be  harmful  to  human 
health,”  says  Sedam. 

Likewise,  “Technology, 
particularly  medical  technology, 
has  also  increased  our 
understanding  of  environmental 
hazards,”  says  the  governor’s 
report. 

Yet,  to  date,  medical  research 
has  not  been  able  to  keep  up  with 
the  rapid  technological  advances 
that  have  created  these  problems. 
“We  use  and  are  exposed  to 
chemicals  before  we  can  fully 
know  their  effects,”  the  report 
points  out.  “Unfortunately,  in 
many  cases,  20  to  30  years  of 
carefully  controlled  research  has 
been  required  to  provide  definitive 
scientific  proof  of  the  full  impact 
of  exposure  to  any  given 
substance.” 

Thus,  government  has  been 
forced  over  the  past  20  years  to 
take  an  intervening  role  in 
protecting  the  environment  and 
public’s  health.  “Thirty  years  ago, 
environmental  protection  was 
focused  on  local  public  health 
concerns,  such  as  the  quality  of 
the  water  supply  or  the  safety  of 
sewerage  disposal  ...”  says  the 
report.  “In  the  past  two  decades, 
our  perception  of  danger  — and 
our  concern  for  protection  — has 
increased  substantially.  We  have 
learned  that  new  chemicals  can  be 
harmful.  More  frighteningly,  we 
have  learned  that  even  familiar 
substances  can  be  hazardous  if 
exposure  extends  over  significant 
periods  of  time.” 

This  same  time  period  has  also 
seen  a shift  in  the  role  of  state 
and  county  health  departments, 
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including  the  Ohio  Department  of 
Health.  “Epidemiology  in  Ohio 
has  historically  been  concerned 
with  the  control  of  infectious 
diseases,”  Indian  says.  Today, 
however,  his  department  is  more 
concerned  with  “initiated 
investigations  of  chronic  diseases 
and  noninfectious  disease 
conditions,  such  as  cancer,  birth 
defects,  and  health  problems 
associated  with  human  exposure  to 
hazardous  materials.” 

In  1981,  the  director  of  the 
Ohio  Department  of  Health  signed 
an  interagency  agreement  with 
other  state  agencies  to  lend  its 
assistance  and  expertise  in 
investigating  human  health 
problems  resulting  from  exposure 
to  hazardous  materials,  Indian 
says.  “Since  that  time,  ODH  has 
established  a close  working 
association  with  the  Ohio 
Environmental  Protection  Agency 
(OEPA),”  he  says,  the  state 
agency  charged  chiefly  with  setting 
and  enforcing  quality  standards 
for  the  state’s  air,  water  and  land. 
“Our  ultimate  goal  is  to  identify 
agents  that  cause  disease  and  make 
recommendations  for  intervention 
strategies  to  eliminate  or  minimize 
exposure.” 

Thus,  the  bottom  line  for  all 
government  intervention  into 
environmental  problems  — from 
pollution  controls  on  automobiles 
to  restrictions  on  the  purchase  and 
use  of  pesticides,  is  human  health. 
“Environmental  laws  are  not 
designed  simply  to  protect  the 
environment,  per  se,”  says  Sedam, 
“but  to  protect  the  public’s 
health.  A lot  of  environmental 
problems  have  to  be  solved  by 
government  action  or  response, 
because  there  isn’t  a great  deal  an 
individual  can  do  to  avoid  an 
involuntary  exposure  to  a 
substance.” 

The  role  of  governmental 
agencies  like  the  EPA,  the 
Department  of  Health,  and  the 
Department  of  Natural  Resources 
which  oversees  the  protection  of 
fresh  water  resources,  is 
particularly  critical  in  this  state. 
“We  have  been  portrayed  in  the 


national  media  as  the  state  with 
the  river  that  caught  fire,  and  as 
the  state  responsible  for  acid 
rain,”  says  the  governor’s  report. 

As  Sedam  points  out,  “Ohio 
has  a large  industrial  base  and  a 
long  history  of  manufacturing. 

This  has  created  a whole  potpourri 
of  environmental  and  health  issues 
that  need  to  be  addressed.” 

For  example,  Ohio  is  the 
nation’s  leading  sulfur  dioxide 
polluter,  a key  cause  of  acid  rain 
which  is  believed  to  contribute  to 
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lung  disease  as  well  as  to  do 
permanent  damage  to  fish,  crops, 
forests,  soil  and  other  elements  in 
the  environment.  Chiefly  through 
the  burning  of  high-sulfur  coal  — 
a major  sources  of  electricity  — 
this  state  emits  three  million  tons 
of  sulfur  dioxide  a year,  according 
to  a brochure  put  out  by  the  Ohio 
Environmental  Council.  In 
addition,  there  are  over  250 
sources  of  unregulated  toxic  air 
pollutants  in  Ohio,  that 
publication  continues. 

The  state’s  water  resources  also 
are  under  constant  threat  of 
pollution, including  its  lakes, 
rivers,  streams  and  underground 
water  supplies.  That  pollution  also 
poses  a major  threat  to  the 
public’s  health. 

“Many  substances  being  found 
in  ground  water  are  linked  to 


human  health  hazards,  including 
cancers  and  damage  to  the  liver, 
kidney  and  central  nervous 
system,”  says  the  December  1984 
OEC  Hotline,  the  monthly 
newsletter  of  that  organization. 

“Ohio’s  vast  ground  water 
resources  are  a major  source  for 
both  public  and  private  drinking 
water  supplies  and  currently  serve 
nearly  40%  of  the  state’s 
population,”  says  the  governor’s 
report.  Yet  residential  cesspools 
and  septic  tanks,  pesticides  and 
herbicides,  landfills  and  hazardous 
waste  dumps,  leaking  fuel  tanks, 
municipal  and  industrial  waste 
lagoons,  oil  and  gas  drilling 
operations  — all  threaten  to  put  a 
whole  variety  of  toxic  substances 
into  these  water  supplies. 

Indian’s  division  is  chiefly 
concerned  with  hazardous  wastes 
not  only  in  the  water  supply,  but 
also  in  the  air  and  in  the  soil.  And 
the  mode  of  exposure  — whether 
one  drinks  the  chemical  in  the 
water,  breathes  it  in  the  air,  eats  it 
in  vegetables  or  fruits,  or  touches 
it  — is  a critical  factor  in 
determining  whether  or  not  a 
substance  is  hazardous.  “For 
example,  only  30%  of  the  lead 
you  ingest  is  absorbed,”  Indian 
points  out.  “Over  70%  of  inhaled 
lead  is  absorbed.” 

Because  Ohio  is  one  of  the 
largest  chemical  producing  states 
in  the  country,  with  some  3.5 
million  tons  of  hazardous  wastes 
produced  here  each  year,  the 
potential  for  problems  is  infinite, 
he  says.  For  years,  hazardous 
wastes  have  been  dumped  into 
rivers,  buried  in  landfills,  stored  in 
drums  and  abandoned  in  empty 
fields.  And  new  laws  designed  to 
control  the  practice  have  only 
begun  to  solve  the  problem. 

According  to  the  Governor’s 
report,  “Ohio  has  844  known 
inactive  hazardous  waste  sites.  Of 
these,  22  have  been  placed  on  the 
national  priority  list  for  federally 
funded  clean-up.  The  State  of 
Ohio  has  recommended  an 
additional  18  sites  be  added  to  this 
list.  However,  federal  funds  are 
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not  available  to  clean  up  all  of 
these  sites  immediately.” 

In  addition  to  intentional 
improper  storage  of  these  waste 
products,  Ohio  is  the  location  of 
many  accidental  leaks  or  spills. 
“Each  year,  over  3,000  spills  are 
reported  involving  the  release  of 
chemicals,  hazardous  wastes  or  oil 
products,”  says  the  Governor’s 
report.  “These  spills  can  damage 
or  threaten  to  damage  health  and 
property.”  And  the  number  of 
spills  is  increasing  at  an  alarming 
rate  of  17%  a year,  the  report 
continues. 

The  effects  of  hazardous  wastes 
and  chemical  leaks  and  spills  on 
public  health  can  be  staggering,  as 
the  incident  in  Bhopal,  India  so 
tragically  demonstrated. 

Fortunately,  in  Ohio  these 
wastes  have  taken  a much  less 
critical  form,  but  still  have  caused 
reason  for  concern.  Recent 
investigations  by  Indian’s 
department  have  uncovered  the 
presence  of  benzine  in  a private 
water  supply;  hundreds  of  leaking 
drums  in  an  abandoned  dump  site 
near  a small  residential  community 
in  Ashtabula  County; 
polyaromatic  hydrocarbons  in  the 
Black  River  in  Lorain  County, 
causing  cancerous  tumors  in  fish; 
and  high  amounts  of  lead  in  the 
soil  in  a residential  community  in 
Logan  County,  later  attributed  to 
an  output  by  local  industry.  The 
department  is  currently  working 
on  some  25  such  investigations 
and  handles  an  average  of  three 
consultations  a day,  Indian  says. 

According  to  Indian,  the 
division  is  approached  by  both  the 
public  and  other  state  agencies  for 
one  of  two  reasons.  “One,  we  will 
get  a request  to  do  a health 
assessment  of  a defined 
environmental  exposure  — a 
contaminated  well,  for  example.” 

It  is  then  up  to  Indian  and  his 
division  to  decide  if  that  exposure 
presents  a health  hazard  — if  that 
water  can  be  consumed.  Through 
extensive  samplings  of  water  and 
medical  examinations  of  those 
exposed,  these  problems  are 
relatively  easy  to  deal  with,  Indian 
says. 

More  complicated,  however,  are 
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those  cases  where  a health 
problem  has  been  spotted  in  a 
specific  area  or  community  — 
such  as  a cluster  of  brain  tumors 
in  children,  reported  by  local 
physicians.  In  this  case,  Indian’s 
division  is  asked  to  look  for  a 
cause  that  may  stem  from  the 
environment. 

For  example,  in  one  part  of 
Stark  County  where  women  were 
experiencing  a high  miscarriage 
rate,  Indian  investigated  a nearby 
waste  dump  site  to  see  if  it  was 
contaminating  water  supplies.  He 


found  no  connection.  “This  is  not 
to  say  there  isn’t  a health  problem 
in  Stark  County,”  he  explains. 
“But  it  was  our  determination  that 
the  health  problem  was  caused  by 
factors  independent  of  the  nearby 
waste  dump.” 

Indian’s  office  also  spends  a 
great  deal  of  time  helping  the 
public  to  differentiate  between 
perceived  environmental  dangers 
and  real  ones.  “People  read  about 
a contamination  in  the  paper,  and 
instantly,  every  problem  they’ve 
ever  had  is  due  to  this 
contamination,”  he  says.  “It  gets 
to  the  point  of  absurdity,”  he 
adds,  revealing  that  one  man  went 
so  far  as  to  claim  the  holes  in  his 
T-shirt  were  caused  by  a nearby 
dump  site. 

Yet  many  complaints  that  are 
seemingly  absurd  must  be 
investigated.  In  a recent  case  near 
Bellefontaine,  for  example, 

“People  began  to  notice  that  the 
paint  on  their  cars  was  pitted,” 
Indian  recalls.  “They  were  having 
the  same  problem  with  their 
aluminum  siding.”  This  led  to  an 
environmental  investigation  of  the 
area  which  revealed  high  amounts 
of  lead  were  present  in  the  soil, 
not  only  threatening  local  property 
but  also  local  health.  “The 
vegetable  gardens  were  also  taking 
up  the  lead,”  he  explains. 

Frequently  the  job  of  deciding 
what  hazardous  materials  are 
really  hazardous  — which 
“natural  and  synthetic  chemicals, 
dusts,  minerals,  flammable  liquids 
and  solids,  compressed  gasses, 
corrosive  liquids  and  other 
substances”  are  truly  “poisonous, 
radioactive,  oxidizing  or  explosive 
or  may  produce  acute  or  chronic 
illness,”  according  to  the  state’s 
definitions  — is  guesswork,  at 
best,  says  Indian.  Even  the  Love 
Canal  case  — the  chemical  waste 
dump  site  in  Niagara  Falls,  New 
York,  which  was  believed  to 
contain  toxic  materials  causing 
cancer,  spontaneous  abortion  and 
birth  defects  — could  never  be 
proved,  he  points  out. 

And  the  burden  of  proof  is 
compounded  by  the  fact  that 
different  elements  effect  different 
people  in  different  ways. 
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“Children,  pregnant  females  and 
older  persons  may  be  much  more 
susceptible  to  an  agent  than 
healthy  males,”  Indian  points  out. 
“Yet  most  of  our  data  on  safety 
levels  comes  from  occupational 
studies,  which  were  compiled 
chiefly  using  males  under  65  years 
of  age.” 

Developing  better  techniques  for 
measuring  which  hazardous  wastes 
and  other  environmental  hazards 
may  be  carcinogenic,  mutagenic, 
teratogenic  or  may  adversely  affect 
the  immune  response,  nervous  or 
reproductive  systems  or  specific 
organs  such  as  the  liver  or  kidneys 
is  a major  challenge  facing 
medicine  today,  says  Indian.  And 
government  at  all  levels,  along 
with  citizens  of  all  nations,  need 
to  begin  assuming  responsibility 
for  the  problem. 

Physicians  in  particular,  says 
Sedam,  need  to  be  continually 
aware  of  problems  in  the 
environment  and  how  they  may  be 
impacting  the  lives  and  health  of 
their  patients.  For  it  is  the 
physician  who  is  likely  to  witness 
the  first  signs  of  an  environmental 
exposure;  the  physician  who  is  in 
a position  to  decide  which 
elements  in  the  environment  are 
truly  causing  harm  and  which  are 
net. 

“The  physician  needs  to  be 
aware  that  if  a patient  is 
presenting  certain  symptoms  — 
they  could  be  caused  by  an 
environmental  factor,”  Indian 
explains.  Frequently,  he  adds,  a 
patient  who  suspects  he  or  she  is 
suffering  from  an  environmentally- 
induced  problem  is  simply  referred 
to  the  health  department  or  to  the 
EPA.  “We  would  much  rather 
talk  to  the  physician,  directly,”  he 
continues.  “Often  times  the 
public’s  perception  of  a problem 
can  be  very  different  from  the 
reality.  We  have  a staff  of  five 
people,  and  we  waste  a lot  of  time 
responding  to  hysteria.  If  we  can 
talk  with  the  physician,  together 
we  can  figure  out  what  tests  need 
to  be  run  — what  is  the  true 
origin  of  the  problem.”  OSMA 


Susan  Porter  is  Assistant  Editor  of  the 

Ohio  State  Medical  Journal. 


WHO  TO  CALL 

THE  OHIO  EPA— (614)  466-8565 

The  Ohio  Environmental  Protection  Agency  holds  the  chief  re- 
sponsibility for  setting  and  enforcing  quality  standards  for  Ohio’s 
air,  water  and  land  resources,  in  accordance  with  those  established 
by  the  U.S.  EPA.  The  agency  is  divided  into  several  divisions,  along 
with  five  local  district  offices.  They  include: 


DIVISION  OFFICES: 


Division  of  Air  Pollution  Control — (614)  466-6116 

Oversees  the  regulation  and  control  of  air  pollution  in  Ohio.  Steps  toward 
pollution  abatement  include  surveillance  of  pollution  sources , permit  review 
and  long-range  comprehensive  planning.  Also  has  a new  acid  rain  depart- 
ment. 

Division  of  Public  Water  Supply — (614)  466-8307 

Responsible  for  state-wide  comprehensive  public  water  supply  program  to 
ensure  that  adequate  quantities  of  safe  drinking  water  are  available.  Also 
performs  regular  sanitary  surveys  of  all  public  water  supplies  and  develops, 
coordinates  and  supervises  the  chemical,  radiological,  pesticidal  and  toxi- 
cological aspects  of  public  drinking  water  quality. 

Division  of  Solid  and  Hazardous  Waste  Management — (614)  466-7220 
Responsible  for  providing  ”cradle-to-grave”  management  of  hazardous 
waste  in  the  State  of  Ohio.  Also  includes  a solid  waste  program  which  directs 
the  control  and  disposal  of  solid  waste  in  the  state. 

Division  of  Wastewater  Pollution  Control — (614)  466-7427 
Responsible  for  control  and  prevention  of  water  pollution  in  Ohio . Issues 
permits  for  both  industrial  and  public  waste  discharge. 

Division  of  Quality  Monitoring  and  Assessment — (614)  466-8468 
Responsible  for  physical,  chemical  and  biological  tests  which  establish  base- 
line conditions  and  identify  water  contaminants.  Conducts  a program  for 
the  protection  of  ground  water  resources,  the  primary  source  of  public  and 
individual  water  supply  systems. 

OHIO  EPA  DISTRICT  OFFICES: 

Central  District  Office  (CDO) 

Northeast  District  Office  (NEDO) 

Northwest  District  Office  (NWDO) 

Southeast  District  Office  (SEDO) 

Southwest  District  Office  (SWDO) 


(614)  466-8565 
(216)  425-9171 
(419)  352-8461 
(614)  385-8501 
(513)  461-4670 


In  addition,  the  Ohio  EPA  has  a special  “Environmental  Hot- 
line” which  investigates  citizens’  complaints  about  violations  of 
Ohio’s  environmental  protection  laws. 

Environmental  Hotline  (Columbus) — 466-8972 


Toll  Free  Outside  Columbus — 1-800-282-0270 


THE  OHIO  DEPARTMENT  OF  NATURAL 
RESOURCES— (614)  265-6565 

The  Ohio  Department  of  Natural  Resources  also  is  involved  in 
the  preservation  and  protection  of  the  state’s  natural  environment. 
Its  Division  of  Oil  and  Gas  holds  direct  responsibility  for  insuring 
that  fresh  water  supplies  are  not  contaminated  with  brine,  which  is 
brought  to  the  surface  with  gas  and  oil  drilling  and  is  a major  polluter 
of  fresh  water  in  Ohio. 

Oil  and  Gas  Division — (614)  265-6917 


Soil  and  Water  Conservation  Division — (614)  265-6610 
Public  Education  and  Information — (614)  265-6789 

continued  on  page  183 
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ACID  RAIN 

A Threat  to  Community  Health 


By  Roger  Kauffman , MD 


Acid  Rain  has  been  receiving 
much  attention  in  the  news  media 
of  late.  But  what  are  the  major 
issues  relating  to  the  health  of  our 
communities? 

Acid  forming  compounds  are  a 
major  proportion  of  the  pollutants 
in  our  air.  Sulfur  and  nitrogen 
oxides  are  two  of  the  acid  forming 
compounds  most  prevalent 
throughout  the  Northern 
Hemisphere. 

Sulfur  Dioxide  (S02)  is 
produced  primarily  in  the  burning 
of  fossil  fuels,  especially  coal  used 
in  the  production  of  electricity  and 
heavy  industry.  Nitrogen  oxides 
are  produced  by  fuels  used  in 
industrial  boilers  and  motor 
vehicles. 

Many  other  substances  also 
contribute  to  the  acid  deposition 
problem,  but  because  these  two 
are  the  largest  components,  they 
generally  receive  the  most 
attention. 

Acid  rain  is  an  issue  affecting 
the  industrialized  areas  of  our 
country,  with  the  upper  Midwest, 
New  England  and  Eastern  Canada 
most  affected.  Pollutants  are 
released  high  into  the  atmosphere 
by  tall  smokestacks,  and  they  may 
be  transported  hundreds  of  miles 
before  they  fall  as  dry  particulate 


compounds  or  in  solution  as  acid 
rain. 

Rain  ideally  has  a pH  of  5.6 
which  is  slightly  acidic  due  to  the 
reaction  with  carbon  dioxide. 
However  rainfall  in  the  eastern  US 
routinely  has  a pH  of  4 to  5,  with 
occasional  measurements  between 


If  no  changes 
occur  in  current  air 
quality  by  the  year 
2000,  some  57,000 
deaths  annually 
could  be  directly 
attributable  to  S02 
pollution. 


3 and  4.  The  all-time  record  low 
pH  was  a rainfall  at  Wheeling,  W 
Va.  with  a measured  pH  of  1.5. 

Buffering  occurs  in  some  areas 
where  there  is  a limestone  or 
dolomite  base.  Many  areas  have 
minimal  buffering  available,  and 
the  system  is  becoming 


overwhelmed  with  a resulting  drop 
in  the  pH  of  soil  and  lake,  stream 
and  ground  water.  Once  the 
buffering  system  is  depleted,  it 
may  be  decades  or  even  centuries 
before  normal  acidity  is  restored. 

Sulfur  and  nitrogen  pollutants 
affect  the  health  of  the  population 
exposed  to  them.  S02  reacts  with 
others  substances  and  can  be 
inhaled  as  particulate  sulfates.  If 
lung  clearance  of  these  substances 
is  impaired,  susceptibility  to  local 
infection,  chronic  disease  and 
cancer  is  likely  to  increase. 

Populations  especially  at  risk  for 
damage  from  particulate  sulfates 
include  the  elderly  and  those  with 
pre-existing  heart  or  lung  disease. 
Children  also  appear  to  be  more 
susceptible  to  lower  respiratory 
illnesses. 

The  Office  of  Technology 
Assessment  has  produced  a report 
which  includes  estimates  of  excess 
deaths  due  to  particulate  sulfate 
air  pollution.  If  no  changes  occur 
in  current  air  quality  by  the  year 
2000,  some  57,000  deaths  annually 
could  be  directly  attributable  to 
S02  pollution. 

Problems  of  heavy  metal 
mobilization  pose  even  more  of  a 
health  threat  long  term.  Heavy 

continued  on  page  199 
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THE  ENVIRONMENT 

ENVIRONMENTAL  VIRUSES— 
Can  They  Be  Stopped? 

The  dumping  of  sewage  and  other  human  wastes  into  rivers 
and  streams  is  promoting  the  spread  of  viral  disease  in  this 
country.  Here  is  what  one  Ohio  researcher  is  doing  to  measure  the 
extent  of  the  problem  — and  to  find  ways  to  prevent  it. 


By  Richard  L.  Ward,  PhD 


Viruses  are  known  to  cause 
millions  of  deaths  each  year  and 
are  suspects  in  many  more.  Spread 
of  viral  diseases  can  occur  through 
many  routes.  Since  viruses  are 
parasitic  and  can  only  multiply  in 
cells  of  their  hosts,  the  ultimate 
source  of  the  virus  is  another 
person  or,  in  a few  cases,  an 
animal  in  which  the  virus  was  able 
to  grow.  If  the  spread  of  viruses 
from  their  hosts  back  to  man 
could  be  prevented,  most  viral 
diseases  could  be  eliminated. 

One  route  of  virus  spread  from 
man  to  man  is  through  water. 
Consumption  of  contaminated 
drinking  water  is  known  to  cause 
numerous  outbreaks  of  viral 
diseases  in  developed,  as  well  as 
third-world  countries. 
Contamination  of  foods  by  water 
borne  viruses  is  also  a common 
cause  of  viral  disease,  especially 
for  certain  foods  that  are  eaten 
raw,  such  as  vegetables  and 
shellfish.  Exposure  to  viruses 
during  swimming  can  also  result  in 
disease. 


The  viruses  most  commonly 
associated  with  contamination  of 
water  are  those  shed  in  feces  and 
called  enteric  viruses.  Several 
viruses  in  this  group  and  their 
accompanying  diseases  are  familiar 
terms. 

Polioviruses  and  infantile 
paralysis  were  household  words 
before  the  development  of  vaccines 
by  Salk  and  Sabin  in  the  late 
1950s.  Poliovirus  diseases  are  still 
common  in  countries  where 
vaccination  is  not  a regular 
practice. 

Hepatitis  A virus  and  infectious 
hepatitis  are  also  well-known 
terms.  Other  enteric  viruses  are 
less  publicized,  but  their 
relationships  to  specific  diseases 
have  been  well  established.  Some, 
such  as  echoviruses  and 
coxsackieviruses,  cause  heart  and 
neurological  diseases  in  children 
and  adults  as  well  as  deaths  in 
newborns.  However,  the  enteric 
viruses  that  cause  the  most  deaths 
are  those  that  produce 
gastrointestinal  illness  and 


diarrhea.  It  is  estimated  that  one 
of  these  viruses  (rotavirus)  alone 
causes  over  a million  deaths  each 
year. 

Recognition  that  contaminated 
water  is  a source  of  viral  and 
other  microbial  diseases  has 
simulated  some  corrective  action. 
More  sewage  is  being  treated,  and 
the  quality  of  treatment  has  been 
improved.  However,  much  of  the 
sewage  produced  in  the  US  and 
other  developed  countries  is  still 
disposed  of  directly  into  streams, 
rivers  and  other  sources  of 
recreational  and  drinking  water, 
without  treatment.  The  extent  of 
the  health  hazard  associated  with 
this  practice  depends  on  several 
factors,  one  of  which  is  the 
survival  time  of  the  disease- 
producing  microorganisms  in  these 
waters. 

The  potential  for  spread  of  virus 
diseases  through  contaminated 
water  has  created  sufficient 
concern  within  funding  agencies 
for  them  to  become  involved  in 
research  activities  which  both 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


1 

Louis  A.  Flaherty,  Vernon  Manor,  Suite  C,  400  Oak  Street,  Cincinnati,  Ohio  45219,  513/751-0657 
JohnE.  Hansel,  1989  West  Fifth  Avenue,  Columbus,  Ohio  43212,  614/486-3939 
Robert  E.  Stallter,  1011  Sandusky  Street,  Suite  H,  RO.  Box  331,  Perrysburg,  Ohio  43551,  419/874-8080 
Stuart  Mitchelson,  Robert  Dowdy,  1 Commerce  Building,  Suite  111,  23200  Chagrin  Blvd.,  Beachwood,  Ohio  44122,  216/464-9950 
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continued 


measure  the  extent  of  the  hazard 
and  attempt  to  reduce  if  not 
eliminate  it. 

Survival  of  viruses  in  water 
systems  for  sufficient  time  periods 
to  reinfect  man  depends  on  many 
factors,  most  of  which  have  not 
yet  been  identified.  Particulates  in 
water  appear  to  protect  viruses, 
probably  by  physical  association 
and  stabilization. 

Certain  chemicals  can  also 
stabilize  viruses  against 
environmental  stresses.  For 
example,  magnesium  ions  protect 
some  enteric  viruses  against 
inactivation  by  heat.  Any  water 
component  to  have  this  effect  can 
be  very  important  because  water 
temperature  is  closely  associated 
with  virus  die-off  rates. 

Exposure  to  sunlight  and  certain 
microorganisms  have  also  been 
related  to  loss  of  viral  infectivity 
in  water.  Radiation  from  sunlight 
is  known  to  have  deleterious 
effects  on  viruses  but  the 
mechanisms  by  which 
microorganisms  kill  viruses  are  not 
known. 

Studies  conducted  with  fresh 
waters  obtained  in  the  Cincinnati 
area  have  shown  that  virus 
inactivation  can  occur  quite 
rapidly  in  these  waters.  The 
method  used  to  measure  virus 
survival  times  has  been  to  seed  the 
waters  in  the  laboratory  with 
known  amounts  of  purified, 
infectious  viruses  and  measure  the 
recoveries  of  infectious  units  as  a 
function  of  incubation  time  at 
specified  temperatures.  Four 
enteric  viruses  have  been  studied 
in  this  fashion  with  waters 
obtained  from  rivers,  lakes,  and 
streams  as  well  as  ground  water. 
Survival  times  for  the  four  virus 
types,  which  include  a poliovirus, 
echovirus,  coxsackievirus  and 
rotavirus,  are  somewhat  different 
in  the  various  waters  but  99°7o  or 
more  of  each  was  shown  to  have 
become  inactivated  within  one 
week  at  a temperature  of  27  °C 
(79  °F)  in  every  water  tested. 

The  causes  of  virus  inactivation 


in  these  waters  are  now  being 
determined.  It  is  possible  that  a 
very  limited  number  of  water 
components  will  be  involved, 
perhaps  as  few  as  one.  For 
example,  a bacterial  protease  may 
be  the  only  water  component 
causing  virus  inactivation,  and  the 
rate  at  which  it  acts  may  be 
primarily  dependent  on 
temperature.  Identification  of  this 
component  and  the  microorganism 
that  produces  it  could  have  wide- 
ranging  significance  in 
environmental  virology  as  well  as 
other  areas  of  virology.  Perhaps 


Consumption  of 
contaminated 
drinking  water  is 
known  to  cause 
numerous 
outbreaks  of  viral 
diseases. 


the  virucidal  compound  may  even 
have  clinical  applicability.  It  is 
also  possible  that  multiple  water 
components  will  contribute  to 
virus  inactivation  rates.  If  these 
can  be  identified,  their  individual 
or  combined  use  may  be  valuable 
in  a variety  of  other  settings, 
again  such  as  for  clinical 
applications. 

The  most  immediate  concern  in 
these  studies,  however,  is  a 
determination  of  the  fate  of 
viruses  that  enter  these  waters  in 
their  natural  settings. 

Identification  of  the  water 
components  that  determine  the 
fate  of  viruses  and  the  mechanisms 
by  which  they  act  should  allow  a 
better  understanding  of  the  events 
that  are  occurring  in  nature.  This 
understanding  should  permit  a 
more  rational  basis  on  which  to 
evaluate  the  hazards  associated 
with  viruses  in  water. 

Another  area  of  investigation  in 


the  field  of  environmental  virology 
is  virus  inactivation  during 
treatment  processes  at  a sewage 
treatment  plant.  The  particular 
process  being  studied  is  activated 
sludge  treatment  of  primary 
effluent.  It  has  been  shown  that 
viruses  are  inactivated  in  the 
mixed  liquor  suspended  solids 
(MLSS)  of  activated  sludge  but  the 
cause  has  not  been  established. 
Several  pieces  of  information 
suggest  that  microorganisms  are 
involved  but  this  has  also  not  been 
proven.  The  active  agent  in  MLSS 
is  associated  with  particulates  and 
so  far  has  resisted  release  in  an 
active  state.  If  it  is  a 
microorganism  or  microbial 
product,  it  is  very  difficult  to 
grow  or  produce  in  the  laboratory 
which  has  hindered  its 
identification.  However,  once  this 
agent  is  identified,  it  may  be 
produced  in  much  greater  amounts 
and  used  to  cause  more  efficient 
inactivation  of  viruses  during 
sewage  treatment.  Other  uses  for 
such  an  agent  can  also  be 
envisioned. 

The  above  mentioned  types  of 
experimentation  have  been 
infrequently  pursued  in  the  past 
because  of  difficulties  associated 
with  identifying  agents  which  may 
represent  only  a small  fraction  of 
the  total  components  in  any 
environmental  sample.  Past 
personal  successes  in  identifying 
virucidal  components  in  sludge 
have,  however,  stimulated  the 
present  research.  For  example,  the 
ammonia  in  sludge  was  found  to 
inactivate  polioviruses, 
coxsackieviruses,  and  echo  viruses 
while  the  ionic  detergents  in  sludge 
was  shown  to  inactivate 
rotaviruses.  Similar  successes  are 
anticipated  for  identification  of 
the  virucidal  agents  in  MLSS  of 
activated  sludge  and  in 
environmental  waters.  OSMA 


Richard  L.  Ward,  PhD.,  Cincinnati,  is 
an  environmental  virologist, 
conducting  research  at  the  J.N. 

Gamble  Institute  of  Medical  Research. 


March  1985 


173 


WHY 

HTOT 

THE 

BEST? 


With  so  many  life  insurance 
companies  in  the  marketplace 
today,  sometimes  it’s  difficult  to 
choose  the  one  that  is  best  for 
you. 

At  American  Physicians  Life, 
we  offer  a comprehensive  range 
of  competitively  priced  insurance 
products  designed  with  the 
successful  professional  in  mind 
including  an  innovative  universal 


life  plan,  individual  and  group 
term  life  coverages,  qualified 
pension  programs,  high-yielding 
annuity  plans,  and  attractive 
disability  income  programs. 

APL  is  represented  by  the 
most  knowledgeable  and 
professional  insurance  agents  in 
the  industry  in  addition  to  being 
staffed  by  home  office  personnel 
who  are  dedicated  to  providing 


the  quality  of  service  a 
successful  professional  expects 
and  deserves. 

When  you  are  thinking  about 
life  insurance  protection  or 
planning  for  a secure  future,  why 
not  choose  a company  who 
understands  your  particular 
protection  needs — why  not 
choose  the  best? 
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'AMERICAN  PHYSICIANS  LIFE 

For  all  your  life  insurance  needs. 


A SUBSIDIARY  OF  PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 

BATES  DRIVE 
P.O.  BOX  281 

PICKERINGTON,  OHIO  43147 
(614)  864-3900 
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NUCLEAR  MEDICINE 


How  Medicine  Is  Handling  Its  Own 
Hazardous  Wastes 

By  John  Olsen , MD 


Low  level  radioactive  waste 
(LLRW)  generation  is  an  integral 
part  of  the  practice  of  nuclear 
medicine.  The  radioactive  waste 
generated  by  clinical  nuclear 
medicine  practice  and  biomedical 
research  in  medical  institutions 
constitutes  25%  of  the  total 
LLRW  generated  in  the  United 
States. 

In  the  early  1970s,  there  were 
six  disposal  sites  available  for 
LLRW.  By  1979  three  of  these 
(Sheffield,  IL;  Maxey  Flats,  KY; 
and  West  Valley,  NY)  were  closed 
and  the  three  remaining  sites 
(Barnwell,  SC;  Hanford,  WA;  and 
Beatty,  NV)  were  under  intense 
pressure  to  reduce  the  volume  of 
waste  they  accepted  from  the  rest 
of  the  nation. 


Both  Beatty  and  Hanford  closed 
temporarily  in  1978  and  1979, 
placing  Barnwell  in  the  position  of 
accepting  most  of  the  LLRW 
volume  generated  by  industry, 
commerce,  biomedical  research 
and  nuclear  medicine  activities  in 
the  entire  United  States.  The  state 
of  South  Carolina  mandated  a 
reduction  in  the  total  volume  of 
waste  it  would  accept  and  made 
an  ultimatum  to  close  its  site  to 
waste  generated  in  other  states  if 
the  other  states  did  not  become 
involved  in  the  LLRW  disposal 
problem. 

This  threat  caught  the  attention 
of  the  United  States  Congress, 
resulting  in  the  Low  Level 
Radioactive  Waste  Policy  Act. 

This  law  made  every  state 


responsible  for  disposal  of  its  own 
LLRW. 

The  act  permits  the  states  two 
options:  each  state  may  act 
unilaterally  to  dispose  of,  within 
its  own  borders,  the  LLRW 
generated  by  institutions  and 
industries  within  that  state;  or 
states  may  join  together  in 
interstate  compacts  to  manage  and 
dispose  of  these  wastes  on  a 
regional  basis.  The  act  declares  a 
preference  for  interstate  compacts, 
saying,  “Low  level  radioactive 
waste  can  be  most  safely  and 
efficiently  managed  on  a regional 
basis,”  and  provides  that  as  of 
January  1,  1986,  a state  or 
regional  compact  of  states  may 
exclude  from  their  disposal 
facilities  waste  generated  outside 
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The  C/T/S  Medical  Management  System 
is  a proven,  easy-to-use,  fully-supported  way  to  a 
healthier  bottom  line  for  you  ana  your  patients. 


C/T/S  is  a company  dedicated  to  improving  the  efficiency  and 
profitability  of  medical  practices  through  state-of-the-art  computer- 
ization. Medical  management  systems  are  C/T/S’s  only  business. 

PROVEN  PERFORMANCE. 

The  C/T/S  Medical  Management  System  was  developed  by  a 
doctor...  with  an  understanding  of  the  unique  problems  of  medical 
practice  that  only  a doctor  could  have. 

For  over  six  years,  C/T/S  systems  have  been  in  use  by  practic- 
ing physicians,  performing  myriad  tasks  that  have  enabled  them  to 
reduce  overtime  and  paperwork  costs  and  increase  productivity. 

SPECIALIZED. 

The  C/T/S  Medical  Management  System  is  configured  individ- 
ually for  each  practice,  hospital  department  or  HMO. . . and  can 
accommodate  single  or  multiple  practices  and/ or  multiple  office 
networks.  Systems  are  available  to  accommodate  all  sizes  and 
specialties,  with  needs  from  one  to  39  terminals,  42  printers,  and 
512  megabytes  of  disk  storage. 

Every  capability  is  built  right  into  the  C/T/S  system:  insurance 
claims  processing  and  monitoring  (paperless  claims),  appointments, 
surgery  schedules,  medical  records,  data-base  access,  billing, 
receivables  management,  mailings/recalls,  general  ledger,  payroll, 
front  desk  management  and  more. 


C/T/S  provides  a complete,  turn-key  system . . . with  expansion 
capability  to  handle  all  of  your  future  growth. 

EASY-TO-USE. 

The  C/T/S  system  is  designed  to  go  right  to  work  as  soon  as 
it’s  installed.  Our  comprehensive  on-site  training  program  makes 
your  staff  feel  right  at  home. . .and  on-screen  “Help”  menus  are 
always  available. 


FULLY-SUPPORTED. 

The  C/T/S  system  uses  Wang  hardware,  with  service  provided 
by  Wang’s  nationwide  service  network. 

All  software  is  serviced  directly  by  C/T/S. 


The  C/T/S  staff  of  specialized  program  developers  is  always 
enhancing  and  refining  our  software  product . . . annual  updates 
are  provided  to  our  clients  at  no  additional  charge.  C/T/S  also 
provides  custom  programming  for  those  few,  one-of-a-kind 
requirements  that  are  not  already  met  by  the  system. 


CALL  1-800-638-2667 

for  more  information  and  to  arrange  a no-charge  feasibility 
analysis.  In  Maryland  call  (301)  532-2870. 
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their  borders. 

In  general,  LLRW  is  material 
contaminated  with  radioactivity 
having  a relatively  short  life  (half 
life),  a low  concentration  of 
radioactivity,  and  emitting  a 
minimal  amount  of  radioactivity 
which  can  be  externally  measured. 
Low  level  radioactive  waste  is 
actually  defined  in  a negative 
sense.  All  radioactive  waste  which 
is  not  high  level  waste,  i.e.  spent 
fuel  from  nuclear  reactors  and 
waste  produced  in  reprocessing 
spent  reactor  fuel;  which  is  not 
mine  and  uranium  mill  tailings;  or 
which  is  not  transuranic  waste 
(uranium  decay  products)  is  low 
level  waste. 

These  wastes  appear  as  trash 
which  is  characteristic  of  the 
activities  which  produce  them,  and 
include  such  items  as  paper, 
absorbed  liquids,  protective 
clothing,  contaminated  plastics, 
tools,  sealed  sources  such  as 
radium  needles,  contaminated 
piping  and  valves  from  reactors, 
biological  wastes,  laboratory 
animal  carcasses,  reactor  waters 
and  sludges,  scintillation  vials  and 
liquids,  needles  and  syringes,  and 
other  handling  materials  which 
have  been  contaminated  with 
radioactive  material. 

Most  of  this  waste  has  very  little 
radioactivity  and  requires  minimal 
shielding,  although  some  materials 
such  as  accelerator  targets  which 
are  used  in  the  manufacture  of 
radiopharmaceuticals  can  have 
quite  high  specific  activities. 
Specific  activity  relates  to  the 
quantity  of  radioactivity  per  unit 
weight  of  material.  Nearly  50%  of 
the  total  radioactivity  of  medical 
and  biological  research  generated 
waste  is  contained  in  these 
accelerator  targets,  yet  these 
targets  make  up  less  than  0.1%  of 
the  volume  of  waste  originating 
from  medical  and  biological 
research  activity. 

Waste  sources  are  grouped  into 
three  types:  power  generation, 
institutional  (primarily  hospitals 
and  universities),  and  industrial 


(including  radiopharmaceutical 
manufacturers).  Power  generation 
accounts  for  about  45%  of  the 
waste  disposed  of  in  commercial 
sites,  industry  25%,  and 
institutions  25%.  The  remaining 
5%  represents  federal  government 
wastes.  Industrial  uses  of 
radioactivity  are  continually 
expanding  and  include  such  diverse 
functions  and  products  as  smoke 
detectors,  luminous  dials, 
emergency  exit  signs,  gauges  for 
measuring  thickness,  and  gamma 


During  one  year, 
Ohio  generates 
between  1,000  and 
2,000  cubic  meters 
of  low  level 
radioactive  waste. 
To  help  in 
visualizing  these 
volumes,  1,000 
meters  cubed 
would  cover  a 
football  field  to  a 
depth  of  one  foot. 


graphing  of  metal  welds.  Nearly 
all  new  drug  development  includes 
evaluation  with  radiotracers. 

The  total  volume  of  low  level 
radioactive  waste  generated  in  the 
United  States  in  recent  years  has 
been  running  at  an  average  of 
80,000  cubic  meters,  although  year 
to  year  volume  is  elastic.  During 
one  year,  the  State  of  Ohio 
generates  between  1,000  and  2,000 
cubic  meters  of  low  level 
radioactive  waste.  As  the  Perry- 1 
and  Perry-2  Nuclear  Reactors 
come  on  line,  these  Ohio  numbers 
will  increase. 

To  help  in  visualizing  these 


volumes,  1,000  meters  cubed 
would  cover  a football  field  to  a 
depth  of  one  foot.  The 
approximately  20,000  cubic  meters 
of  medical  waste  generated  each 
year  would  require  for  disposal 
two  football  field  size  trenches 
filled  with  10  feet  of  waste.  The 
total  waste  projected  to  be 
generated  in  the  United  States 
between  the  years  1980  and  2000 
will  require  five  disposal  sites  of 
100  to  200  acres  each  for 
comfortable  handling. 

Shallow  land  disposal  accounts 
for  virtually  all  of  the  low  level 
waste  disposal.  The  disposal  site 
operation  is  similar  to  a sanitary 
land  fill.  Trenches  slope  from  top 
to  bottom  and  are  about  40  feet 
wide  at  the  top  and  25  feet  wide 
at  the  bottom.  They  are  about  600 
feet  long. 

The  bottom  slopes  to  each  side 
so  that  water  will  flow  to  the  side 
where  it  is  accumulated  in  a small 
ditch.  Stand  pipes  from  the  ditch 
to  the  surface  allow  sampling  of 
water  if  necessary.  In  some 
environments  the  bottom  will  be 
lined  with  clay  to  diminish 
permeability.  Sites  will  most  likely 
be  placed  in  an  environment  which 
is  already  clay  based. 

Wastes  placed  in  the  trench  are 
covered  daily  with  dirt  (although 
regulations  only  require  weekly 
covering).  When  filled,  the 
trenches  are  capped  with  soil  and 
possibly  with  clay  or  plastic 
covers.  Vegetation  is  desirable  to 
control  erosion.  When  capped,  the 
trenches  receive  a permanent 
marker  listing  the  location, 
volumes,  and  activities  buried. 

The  terrain  dictates  how  closely 
the  trenches  can  be  located,  but  20 
feet  between  adjacent  trenches  will 
provide  the  optimum  use  of  the 
land.  The  site  includes  a peripheral 
buffer  zone  where  no  trenches  are 
located;  fences  control  the  access. 
Surveys  for  radiation  include 
evaluation  of  the  surface  and 
ground  water,  soil,  vegetation, 
wildlife,  and  ambient  air.  A 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
105  West  Fourth  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 
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typical  site  is  planned  for  an  active 
life  of  accepting  waste  of  about 
20-30  years. 

The  surveillance  life  of  the  site 
will  be  about  300  years.  This  is 
dictated  by  the  approximate  30 
year  half-life  of  some  of  the 
Strontium  and  Cesium  isotopes. 
Some  longer  lived  species  such  as 
Plutonium  and  Americium  are 
present  only  at  very  low  specific 
activities  and  total  amounts  and 
will  not  necessitate  absolute 
containment  beyond  that  time. 

The  current  federal  regulations 
for  low  level  waste  disposal  sites 
were  adopted  in  1982  and  will 
accomplish  the  following  goals.  At 
the  time  of  site  closure  direct 
ambient  radiation  levels  will  be  at 
essentially  background  levels.  An 
inadvertent  intruder  who  lives  on, 
grows  food  on,  and  derives 
drinking  water  from  the  site 
beginning  100  years  after  closure 
will  receive  no  more  than  500 
mRem  per  year  exposure.  This 
compares  to  the  80  mRem  all 
citizens  of  Ohio  receive  each  year 
from  normal  background  radiation 
in  Ohio. 

Residents  of  Colorado  and  some 
of  the  other  mountain  states 
receive  about  160  mRem  per  year 
from  background  radiation.  Off 
site  migration  of  activity  will  not 
occur. 

The  fees  charged  for  disposal  at 
the  sites  include  funds  set  aside  to 
maintain  and  control  access  to  the 
site  for  100  years  and  to  monitor 
the  site  for  300  years.  Although 
there  have  been  specific  problems 
with  some  LLRW  disposal  sites  in 
the  past,  all  problems  have  been 
relatively  minor,  have  not 
represented  any  significant  hazard 
to  health,  and  are  all  technically 
solvable  with  current  knowledge 
(Table  1).  The  most  challenging 
problems  with  low  level 
radioactive  waste  disposal  are 
social  and  political,  and  these  will 
only  be  solved  through  education. 

The  State  of  Ohio  has  joined 
the  Midwest  Regional  Compact 
along  with  Michigan,  Indiana, 


Wisconsin,  Missouri,  Iowa,  and 
Minnesota.  Illinois  is  also  eligible 
to  join  this  compact. 

Of  these  states,  Illinois  generates 
more  low  level  radioactive  waste 
than  do  all  the  other  states  in  the 
region  combined.  This  ratio  will 
continue  because  of  the  large 
number  of  nuclear  power  reactors 
coming  on  line  in  Illinois  within 
the  next  eight  years.  Michigan 
ranks  second  in  waste  generation 
and  Wisconsin  third.  In  the  next 
few  years  Ohio  is  expected  to 


overtake  Wisconsin  in  this 
ranking. 

Each  state  in  a compact  must 
pass  legislation  which  has  the  same 
language  as  the  other  states  in  the 
compact,  and  the  compact  must  be 
approved  by  Congress  before  it 
becomes  effective.  A compact  is 
governed  by  equal  representation 
from  each  state.  In  joining  the 
compact  the  member  states  give  up 
their  individual  right  to  control  the 
siting  of  a LLRW  disposal  site. 

Some  state  governments  have 
found  this  a difficult  issue  to  deal 
with.  The  legislature  of  the  State 
of  Ohio  and  the  Governor’s 
office,  both  in  the  current  and 
prior  administrations,  are  to  be 
commended  for  the  maturity  and 
responsibility  they  have  shown  in 
facing  the  LLRW  issue.  Ohio’s 
environmental  groups  and  other 
interested  parties  deserve  the  same 
accolade. 

Illinois,  the  only  state  in  the 
midwest  with  a LLRW  disposal 
site,  is  not  joining  the  Midwest 
Compact.  Instead,  it  is  going  to 


form  a compact  with  Kentucky. 
This  means  that  the  Midwest 
Compact  of  which  Ohio  is  a 
member  will  not  have  access  to  a 
site  after  January  1,  1986. 

At  this  time,  an  actual  site  for 
LLRW  disposal  in  the  Midwest 
Compact  region  has  not  been 
selected.  It  will  require  a minimum 
of  four  years  to  select  and  prepare 
a site  for  safe  disposal  and  obtain 
Nuclear  Regulatory  Commission 
approval  for  operation. 

Table  2 lists  some  of  the 


considerations  that  will  go  into  site 
selection.  Six  to  ten  years  is  a 
more  realistic  estimate  of  when  a 
new  disposal  facility  will  be 
available  to  Ohio.  Ohio  will  have 
to  make  plans  for  temporary 
storage  of  LLRW  generated  within 
its  own  borders  until  the  waste  can 
be  shipped  to  a final  destination. 

Warehouse  or  other  storage 
facilities  may  have  to  be  built, 
bought,  or  leased.  The  cost  of 
temporary  storage  will  be  added  to 
the  ultimate  cost  of  waste  disposal 
and  will  be  born  by  the  producers. 

As  an  example,  the  Ohio  State 
University  generates  approximately 
two  hundred  55  gallon  drums  of 
low  level  radioactive  waste  each 
year.  Over  the  last  five  years,  the 
cost  of  disposing  of  this  waste  has 
increased  five  fold  and  now 
exceeds  $120,000  per  year. 

In  the  past,  LLRW  disposal  at 
this  university  was  looked  on  as  a 
general  service  provided  to  the 
scientific  community  much  as  the 
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COLUMBUS,  OHIO  43215 
AKRON,  OHIO  4431  3 
CINCINNATI,  OHIO  45246 
CLEVELAND.  OHIO  44114 
TOLEDO,  OHIO  43606 


Clearly,  these  are  two  insurance 
coverages  members  should  look  into: 

Group  Term  Life  Plan  - Sponsored  since  1958. 

Members  under  age  65  may  apply  for  coverage  up  to 
$250,000,  in  units  of  $10,000. 

Disability  Income  Plan  - Co-sponsored  with  many  local 

medical  societies  since  1973.  Members  may  apply  for  benefits 
up  to  $6000  monthly. 

A closer  look  at  these  plans  will  reveal  economical  group  rates  - excellent 
benefits  - and  greater  over-all  value  for  your  insurance  buying  dollars. 


TURNER  & SHEPARD,  inc. 


AFFILIATED  WITH  ALEXANDER  Si  ALEXANDER  OF  OHIO,  INC 


17  SOUTH  HIGH  STREET 
30  MERZ  BOULEVARD 
144  MERCHANT  STREET 
100  ERIEVIEW  PLAZA 
3450  WEST  CENTRAL  AVENUE 


(614)  228-6115 
(216)  864-1090 
(513)  772-3300 
(216)  771-6000 
(419)  535-0616 
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university  provides  library  service. 
The  increased  costs  require  billing 
charges  based  on  volume  to  the 
individual  generators  of  the 
radioactive  waste.  We  estimate 
that  the  additional  operational 
costs  for  five  to  10  years  of 
temporary  storage  of  LLRW  could 
add  an  additional  $400,000  to  $1 
million  to  this  cost.  This  does  not 
include  the  expense  of  building  or 
acquiring  access  to  5,000  to  10,000 
feet  of  storage  space. 

All  of  these  increased  expenses 
will  be  built  into  the  cost  of 
conducting  research  at  the  Ohio 
State  University.  All  research 
institutes  in  the  State  of  Ohio  will, 
to  varying  degrees,  face  similar 
types  of  increases  in  their  research 
expenses. 

In  terms  of  hospitals  and 
clinical  care,  the  principle  effect 
will  be  an  increase  in  the  cost  and 
perhaps  decreased  availability  of 
radiopharmaceuticals  used  for 
patient  care,  as  well  as  some 
increase  in  the  cost  of  newly 
developed  drugs.  Similar  increases 
in  the  cost  of  some  manufacturing 
and  in  power  generation  will  be 
reflected  in  higher  prices. 

Ten  years  of  temporary  storage 
in  the  state  of  Ohio  could 
ultimately  result  in  between 
100,000  and  200,000  fifty-five- 
gallon  drums  of  LLRW  for 
temporary  storage.  One  hundred 
thousand  unstacked  drums  would 
occupy  15  acres  of  land. 

There  are  a number  of  strategies 
which  significantly  reduce  the 
overall  volume  of  waste  generated. 
Increasing  costs  and  scarce 
disposal  facilities  encourage  these 
strategies  and  the  Federal 
government  has  assisted  in  this 
process  by  re-defining  LLRW. 

In  the  past,  we  tended  to  be 
overly  cautious  and  handled  any 
material  potentially  contaminated 
with  radiation  as  though  it  was 
actually  contaminated.  The  cost  of 
handling  radioactive  waste  was 
considered  less  important  than  the 
potential  adverse  publicity  if 
radioactivity  was  found 
inadvertently  mixed  with  the 
regular  trash.  Potentially 


contaminated  materials  need  to  be 
surveyed  and  segregated  as 
contaminated  or  not 
contaminated,  so  that  scarce 
disposal  facilities  can  be  reserved 
for  material  which  is  actually 
contaminated. 

Materials  containing  short  lived 
radioactive  waste  (i.e.  waste  with 
half  lives  in  the  order  of  days, 
weeks,  or  months)  should  be 
separated  from  material  with 
longer  half  lives.  The  short  half 
life  materials  can  be  held  locally 
where  possible  until  they  decay  to 
the  point  of  no  longer  being 
measurably  radioactive  and  then 


disposed  of  in  the  normal  trash. 
Nearly  all  of  the  radioactive 
materials  used  in  a hospital 
nuclear  medicine  department  fall 
into  this  category.  Most  hospitals 
which  do  not  have  active  research 
programs  will  be  able  to  handle 
almost  all  of  their  LLRW  with 
segregation  and  local  storage  until 
not  measurably  radioactive. 

Trash  which  is  actually 
radioactive  with  long  half  life 
radionuclides  should  be  compacted 
where  possible  so  that  it  will 
occupy  less  volume.  Nearly  40% 
of  the  total  LLRW  from 
biomedical  research  consists  of 
vials  of  liquid  scintillation  detector 
fluids  contaminated  with  small 
amounts  of  Tritium  (12  year  half 
life)  or  Carbon- 14  (5,000  year  half 
life). 

These  liquids  cannot  be 
compacted,  but  some  of  the 
liquids  can  be  concentrated  by 


evaporation.  Researchers  are 
encouraged  to  use  the  smallest  size 
tubes  of  scintillation  fluid  possible 
so  that  less  volume  will  need 
disposal.  Scintillation  fluids 
(primarily  Toluene)  are  chemically 
hazardous  materials  and  would 
probably  be  best  handled  by 
incineration. 

Incineration  will  also  reduce  the 
volume  of  trash  and  animal 
carcasses  and  is  a very  constructive 
way  to  reduce  the  volume  of 
biomedical  research  generated 
LLRW.  Generally  available  high 
grade  facilities  for  incineration  do 
not  yet  exist  in  the  state  of  Ohio, 


but  some  individual  institutions 
have,  or  are  acquiring  facilities  for 
incineration. 

The  federal  government  made  a 
major  contribution  to  the  strategy 
of  volume  reduction  by  adjusting 
regulations  which  tended  to 
maximize  the  volume  of  LLRW. 
Nobel  prize  winner  Rosalyn  S. 
Yalow,  Ph.D., 

(Radioimmunoassay)  illustrated  the 
nature  of  these  regulations  in 
testimony  before  congress  in  1980: 
“As  an  adult  living  human  being, 
my  body  contains  natural 
radioactivity;  0.1  uCi  K-40  and 
0.1  uCi  C-14  are  the  predominate 
isotopes.  According  to  the  current 
rules  of  the  Nuclear  Regulatory 
Commission,  if  I were  a 
laboratory  animal  who  had 
received  this  amount  of 
radioactivity  as  ‘by-product 

continued 


An  inadvertent  intruder  who  lives  on, 
grows  food  on  and  derives  drinking  water 
from  a low  level  waste  disposal  site  100 
years  after  closure  will  receive  no  more 
than  500  mRem  per  year  exposure.  This 
compares  to  the  80  mRem  all  citizens  of 
Ohio  receive  each  year  from  normal 
background  radiation. 
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TABLE  1 

PROBLEMS  AND  SOLUTIONS  EXPERIENCED  IN  AND 
PROJECTED  FOR  DISPOSAL  OF  LOW-LEVEL 
RADIOACTIVE  WASTE 

Problem 

Solution 

Water 

Site  Selection 
Trench  Construction 
Trench  Cover 

Fire 

Daily  Dirt  Cover 

Erosion 

Trench  Construction 
Trench  cover 

Maintenance  Cost 

Front-end  Load 

Packaging/Shipping 

Enforcement  of 
Current  Rules 

Pilfering 

Acceptance  by  Politicians  & Citizens 

Education 

Inspection 

Education 

material’  and  died  with  this 
radioactivity  in  my  body,  I could 
not  be  buried,  burned,  or  disposed 
of  in  the  garbage.  My  carcass 
would  have  to  be  packed  in  a 
small  can,  inside  a larger  can,  and 
transported  to  a site  for  disposal 
of  radioactive  waste.” 

Regulations  were  changed  so 
that  biological  materials  and  liquid 
scintillation  fluids  that  are  not 
significantly  radioactive  above 
background  levels  with  either 
Carbon- 14  or  Tritium  do  not  have 
to  be  treated  as  though  they  were 
radioactive.  This  change  made  a 
major  impact  on  the  total  volume 
of  LLRW  generated  by  biomedical 
research  and  this  coupled  with 
volume  reduction  has,  for 
example,  reduced  The  Ohio  State 
University’s  LLRW  disposal  needs 
by  over  100  barrels  a year. 

There  has  been  a tendency  to 
show  more  sympathy  to  the  needs 
of  the  biomedical  research 
community  than  to  the  needs  of 
industry  and  electric  utilities  in 
terms  of  LLRW  disposal 
requirements.  Some  have  suggested 
building  separate  LLRW  facilities 
for  the  medical  and  scientific 
community  while  denying  access  to 
industry  and  utilities.  This  is  really 
not  a practical  solution. 

The  design  operation  and 
maintenance  requirements  of  any 
LLRW  facility  imply  a relatively 
high  fixed  cost  structure,  including 
adequate  up-front  money  to  assure 
long  term  surveillance.  It  would  be 
difficult  if  biomedical  research  had 
to  bear  all  of  these  costs. 

The  same  argument  holds  true 
for  those  who  suggest  that  Ohio 
should  develop  its  own  in-state 
LLRW  program  without  regard 
for  any  other  states.  There  may  be 
a political  basis  for  such  a 
decision,  but  there  is  a definite 
economic  advantage  to  sharing  the 
expense  of  a proper  facility  over  a 
wider  consumer  base. 

The  Midwest  Compact 
Commission  is  actively  negotiating 
with  compacts  that  have  LLRW 


disposal  sites  for  access  to  these 
sites  beyond  the  January  1,  1986 
deadline.  If  we  succeed  in  gaining 
continued  access,  we  will  be  able 
to  avoid  the  expense  and 
inconvenience  of  temporary 
LLRW  storage.  However,  success 
is  far  from  certain,  and  our 
chances  of  obtaining  access  will  be 
influenced  by  the  perception  these 
other  compacts  have  of  our 
progress  towards  solving  our  long- 
term disposal  needs. 

The  use  of  radioactive  tracer 
materials  is  an  important 


component  of  biomedical  research 
and  clinical  patient  care.  LLRW 
generation  is  an  inevitable  result 
of  medical  research  and 
radiopharmaceutical  manufacture. 
These  wastes  can  be  handled  safely 
and  will  be  best  dealt  with  on  a 
regional  level.  OSMA 


John  Olsen,  MD,  Columbus,  is 
Director  of  the  Division  of  Nuclear 
Medicine  at  Ohio  State  University 
Hospital,  and  is  Assistant  Professor  of 
Radiology,  OSU  College  of  Medicine. 


TABLE  2 

SITE  CHARACTERIZATION 

Rainfall 

Geology 

Humidity 

Population 

Evaporation 

Vegetation/ Wildlife 

Ground  Water 

Transportation 

Aquifer 

Long-range  use 

Topography 

Natural  Catastrophes 
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Who  to  Call 

continued  from  page  167 

OHIO  DEPARTMENT  OF  HEALTH— (614)  466-3543 

The  Ohio  Department  of  Health  works  closely  with  other  state 
agencies,  including  the  OEPA  and  ODNR,  to  determine  the  impact 
of  environmental  problems  on  the  health  of  Ohio’s  citizens.  Key  de- 
partments involved  in  this  effort  include: 

Bureau  of  Preventive  Medicine: 

Epidemiology  Unit — (614)  466-0277 
Chronic  Disease  and  Environmental 
Epidemiology  Section — (614)  466-0281 
Bureau  of  Environmental  Health — (614)  466-1450 

THE  OHIO  ENVIRONMENTAL  COUNCIL 
—(614)  486-4055 

The  Ohio  Environmental  Council  is  an  independent,  non-profit 
coalition  representing  some  65  groups  and  over  450  individuals  inter- 
ested in  protecting  the  state’s  environmental  resources.  Member 
groups  range  from  the  Audubon  Society  of  Ohio  and  the  Ohio  Wild- 
life Management  Association  to  the  Ohio  Fertilizer  and  Pesticide  As- 
sociation and  the  Ohio  Railroad  Association.  The  council  is  involved 
in  a number  of  ongoing  research  and  educational  projects,  along  with 
lobbying  efforts  on  environmental  issues  at  the  state  and  federal 
levels.  The  OEC  library,  audio-visual  presentations  and  other  materi- 
als are  available  for  public  use. 


The  Ohio 
Urological  Society 

will  hold  its  Spring  meeting 
at  The  Fawcett  Center  for 
Tomorrow  in  Columbus  on 
April  14,  1985 
starting  at  9:30  AM. 

This  meeting  will  include  guest 
speakers  from  Medicare,  Blue 
Shield,  and  the  Legal  Depart- 
ment of  the  OSMA  in  the 
morning.  In  the  afternoon,  the 
Second  Annual  Residents’  Es- 
say Contest  will  be  conducted. 
A luncheon  between  the  ses- 
sions will  be  provided. 

This  meeting  should  be  of 
vital  interest  to  Ohio  Urologists 
in  a time  of  rapid  change  in 
third  party  reimbursement.  We 
encourage  member  and  non- 
member urologists  to  attend. 
For  further  details  contact 
Richard  A.  Memo,  M.D.,  1350 
Fifth  Avenue,  Youngstown, 
Ohio  44504. 


Immke  Circle  Leasing  INC. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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EARTH'S  FINAL  HAZARD 


By  Karen  S.  Edwards 


First,  a flash  of  light. 

There  is  no  warning,  no  telltale 
boom  to  alert  Earth  of  the 
destruction  to  come. 

The  Bomb  — aka  the  last 
plague,  the  environment’s  final 
hazard,  Armeggedon  — hurls 
toward  Earth  at  20  times  the  speed 
of  sound.  By  the  time  sound 
catches  up,  there  won’t  be  anyone 
left  to  hear. 

Immediately,  concrete  — even 
steel  — melts,  and  bodies 
vaporize,  leaving  only  shadows 
behind.  Winds,  reaching  unheard- 
of  speeds  of  500  miles  an  hour, 
pick  up  cars,  people,  animals  and 
hurl  them  about  — projectiles, 
both  endangered  and  endangering. 
Eyes  melt,  and  those  not 
vaporized  turn  into  charcoal 
statues.  Underground  shelters 
become  private  crematoriums  as 
all  oxygen  contained  within  the 
small  confines  is  sucked  out, 
suffocating  those  inside. 

In  the  first  hour,  one  billion 
people  will  die.  Within  a week’s 
time,  another  billion  will  be  dead 
from  radiation  poisoning,  leaving 
few  to  witness  the  nuclear  winter 
that  will  descend,  as  a dust  cloud, 
so  immense  it  blocks  the  sun, 
cloaks  the  Earth,  and  plunges 
temperatures  to  55  degrees  below 
zero. 

The  above  scenario  is  horrifying 
— so  frightening,  in  fact,  that 
most  people  choose  not  to  think 
about  it  at  all,  says  Helen 
Caldicott,  MD,  a pediatrician  who 
has  become  an  outspoken  critic  on 
the  nuclear  arms  race.  Dr. 
Caldicott  was  in  Columbus  late 
last  summer  to  speak  on  the  issue 
of  nuclear  war. 

“There  is  a national  psychic 
numbing  that  keeps  Americans 
from  thinking  about  a nuclear 
holocaust,”  she  says.  “But  by 
blocking  the  entire  matter  from 
our  minds,  we  are  committing 


suicide.” 

Using  a medical  metaphor,  she 
likens  Earth  to  a patient. 

“The  diagnosis  is  terminal 
illness,”  she  says,  “but  that 
doesn’t  mean  the  patient  will  die. 
A terminally  ill  patient  is  kept  in 
intensive  care  and  treated  — and, 
occasionally,  he  or  she  survives.” 

Whether  or  not  Earth  will 
survive,  she  says,  depends  on 
whether  or  not  people  are  willing 
to  understand  and  face  the  reality 
of  nuclear  war. 


“The  diagnosis  is 
terminal  illness,  but 
that  doesn’t  mean 
the  patient  will  die. 
Occasionally  he  or 
she  survives.’’ 


Part  of  that  understanding  may 
come  from  a glimpse  at  nuclear 
history. 

The  nuclear  age  actually  dawned 
in  July,  1945,  when  a bomb  called 
“Trinity”  was  tested  in  a New 
Mexico  desert.  The  impact  from 
that  blast  was  so  great  that 
Trinity’s  inventor,  J.  Robert 
Oppenheimer  was  moved  to 
comment:  “I  have  become  death, 
the  shatterer  of  worlds.” 

His  words  proved  to  be 
prophetic.  The  next  bomb,  “Little 
Boy”  was  dropped  on  Hiroshima 
at  the  end  of  World  War  II,  and 
just  days  later,  “Fat  Man” 
devastated  Nagasaki. 

“The  United  States  currently 
has  30,000  nuclear  weapons  and 
will  have  an  estimated  17,000 
more  within  10  years,”  Dr. 
Caldicott  says. 


In  the  Soviet  Union,  20,000 
nuclear  weapons  are  reported  to 
exist,  and  most  European 
countries  also  have  some  degree  of 
nuclear  power. 

“There  are  no  conventional 
armed  forces  anymore,”  says  Dr. 
Caldicott.  “Everybody  has  nuclear 
weapons.  Pakistan,  Taiwan,  Chile, 
North  and  South  Korea  and  other 
emerging  nations  have  or  are 
close  to  obtaining  nuclear 
weaponry.  Anyplace  in  the  world 
now  holds  the  seeds  for  a nuclear 
holocaust.” 

One  of  the  biggest  risk  factors 
of  the  nuclear  age,  says  Caldicott, 
is  the  fact  that  nuclear  weapons 
are  run  by  computers  — in  some 
cases  archaic  ones  that  may  — or 
may  not  — function  properly. 

“In  our  own  country,  computers 
connected  with  nuclear  missiles 
have  broken  down  151  times  in  an 
18-month  period,”  she  says. 

An  incident  which  occurred  in 
November,  1979,  illustrates  how 
dangerous  the  situation  can  be, 
she  continues.  At  that  time,  a war- 
game  was  programmed  into  the 
computer,  but  fail-safe  measures 
failed  to  catch  it. 

“The  world  was  put  on  red-alert 
for  14  minutes.  With  seven 
minutes  left  to  go,  the  President 
was  contacted  to  push  the  button. 
Fortunately,  he  could  not  be 
found,  and  nothing  came  of  it.” 

But  as  computer  errors  increase, 
she  says,  so  do  our  chances  for  a 
nuclear  war. 

“If  a mistake  is  made  and  it 
lasts  longer  than  six  minutes,  we 
are  all  dead,”  she  says.  “After  six 
minutes,  the  machines  take  over, 
and  there  is  no  longer  any  chance 
for  human  intervention.” 

A number  of  recent  television 
dramas  — “The  Day  After,” 


continued  on  next  page 
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“Testament”  and  “Threads”  — 
have  graphically  depicted  the 
horrors  of  a nuclear  war,  and 
most  physicians  and  physician 
groups,  including  the  American 
Medical  Association,  recognize 
how  futile  it  would  be  to  try  to 
treat  the  masses  of  people  who 
would  be  injured  in  a nuclear 
attack. 

In  its  statement  on 
thermonuclear  warfare,  the  AMA 
states: 

“Physicians,  like  citizens 
globally,  abhor  war.  They  are 
especially  concerned  about  the 
medical  consequences  in  the  event 
of  a thermonuclear  war.  Available 
data  reveal  that  there  is  no 
adequate  medical  response  to  a 
nuclear  holocaust.  In  targeted 
areas,  millions  would  perish 
outright,  including  medical  and 
health  care  personnel.  Additional 
millions  would  suffer  severe 
injury,  including  massive  burns 
and  exposure  to  toxic  levels  of 
radiation  without  benefit  of  even 
minimal  medical  care.  Medical  and 
hospital  facilities  and  other 
resources  would  likewise  have  been 
destroyed.” 

An  even  more  frightening  vision 
of  the  futility  of  medical  treatment 
during  a holocaust  was  painted 
last  summer  by  Herbert  L. 

Abrams,  MD,  in  an  article  which 
appeared  in  the  Journal  of  the 
American  Medical  Association. 

Dr.  Abrams  addressed  the 
subject  of  availability  versus  the 
need  for  medical  resources  after  a 
nuclear  attack.  He  estimates  that 
approximately  80%  of  the 
resources  — everything  from 
physicians  and  hospital  beds  to 
blood  and  medical  supplies  — will 
be  destroyed  during  the  attack. 

Adding  to  the  problem,  Dr. 
Abrams  points  out,  is  the  fact  that 
most  health  care  personnel  — 
especially  physicians  — are  located 
in  or  near  densely  populated  areas 
that  constitute  primary  targets  of 
attack. 


“While  73%  of  U.S.  inhabitants 
live  in  urban  areas,”  he  writes, 
“the  percentage  of  physicians  in 
cities  is  87%.”  The  death  or 
incapacitation  of  this  87%  means 
that  only  48,000  physicians  will  be 
left  to  treat  the  injured  which, 
according  to  statistics,  derived 
from  the  Federal  Emergency 
Management  Agency  (FEMA),  is 
not  nearly  enough. 

FEMA  estimates  that  93  million 
people  will  survive  the  attack,  and 
of  those,  32  million  will  have  been 
injured;  23  million  will  have 
radiation  sickness;  and  14  million 
will  have  suffered  trauma  and/or 


burns. 

The  fact  that  there  won’t  be 
enough  physicians  for  these 
patients  seems  moot,  however,  in 
light  of  other  critical  shortages 
which  would  occur  — definitely 
hampering  whatever  medical  care 
the  few,  surviving  physicians 
would  be  able  to  provide. 

For  example,  according  to  the 
article:  17.6  million  hospital  beds 
will  be  needed,  but  only  273,000 
will  exist;  no  burn  beds  will  be 
available,  although  53  million  will 
be  needed.  The  supply  of  whole 
blood,  plasma,  and  IV  solutions 
will  be  woefully  inadequate,  and  it 
is  doubtful  that  the  caches  of 
pain-killing  drugs,  secretly  hidden 
in  areas  around  the  country,  will 
be  sufficient  to  handle  all  those 
who  will  need  them.  In  terms  of 


work  hours,  the  48,000  physicians, 
estimated  to  survive,  will  be  doing 
the  work  of  1.3  million,  and 
150,000  RNs  will  be  doing  the 
work  of  6.5  million. 

Roy  H.  Thompson,  MD,  a 
radiologist  from  Euclid,  concurs 
with  Dr.  Abrams  that  medical  care 
— in  fact,  survival  itself  — 
following  an  attack  would  be 
almost  impossible. 

In  a “Second  Opinion”  article 
he  wrote  for  the  Journal  two  years 
ago  (“Thoughts  on  the  Nuclear 
Age,”  Ohio  State  Medical 
Journal , June,  1983),  he  states: 

“In  a nuclear  war, 


uncontaminated  food  and  water 
and  medical  care  would  be  largely 
nonexistent.  In  the  target  areas, 
animals  and  fish  could  become 
inedible.  Epidemics  would  be 
rampant,  due  to  the  lowered 
resistance  of  the  host  by 
irradiation.  . . . The  use  of 
millions  of  square  miles  of  land 
around  the  target  areas  would  be 
denied  for  years.  There  would  be 
a marked  increase  in  the  rate  of 
cancer,  and  serious-to-fatal  genetic 
mutations  would  occur  for 
decades,  perhaps  to  infinity.” 

Since  few  physicians,  then,  will 
argue  that  nuclear  war  is  the 
ultimate  health  problem,  should 
they,  and  other  members  of  the 
medical  community  become 
politically  involved  with  the  issue? 

The  American  Medical 


“Physicians  understand  better  than  most 
people  the  significance  of  life.  They  can 
cope  with  the  image  of  death  better  than 
the  rest  of  the  population,  and  can 
therefore  help  others  through  the  natural 
grieving  process  until  they,  too,  can 
come  face-to-face  with  the  reality  of  the 
situation.’’ 
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Association  (AMA)  was  quick  to 
take  a stand  that  physicians  and 
the  public  should  be  educated  on 
the  medical  consequences  of 
thermonuclear  war. 

In  an  action  of  the  House,  the 
AMA  was  directed  to  cooperate 
with  the  appropriate  government 
agencies  to:  “develop  a program 
for  voluntary  physician  education 
and  involvement  in  preparation  foi 
dealing  with  medical  and  health 
problems  that  would  follow  a 
nuclear  attack.” 

Politically,  however,  the 
organization  assumes  a less  visible 


profile. 

“We  recommend  that  the  AMA 
not  become  involved  in  political 
issues  outside  its  professional 
expertise,  such  as  national  defense, 
and  the  politics  of  nuclear  war 
preparedness,”  reads  a report 
from  the  AMA’s  Board  of 
Trustees. 

According  to  them,  it  is 
inappropriate  for  the  AMA  to  act 
on  these  matters,  and  yet, 
physicians  across  the  country  are 
becoming  politically  involved,  and 
are  speaking  out  — often 
vehemently  — on  the  issue  of 
nuclear  war. 

“The  only  way  to  practice 

continued  on  page  188 


Prevention  Is  Best  Cure 


During  the  1960s,  nuclear  war 
was  as  real,  as  tangible,  as  the 
sharp,  haunting  bleat  of  an  air 
raid  siren.  The  sound  used  to  send 
thousands  of  school  children, 
hospital  and  government  workers 
scrambling  for  underground 
shelters  in  simulated  attack  drills, 
while,  outside,  black  and  yellow 
triangular  signs  directed  passers-by 
to  the  nearest  civil  defense  shelter. 

It  was  during  this  time  that  a 
noted  East  Coast  physician, 
Bernard  Lown,  and  several  of  his 
colleagues,  concerned  about  the 
threat  of  a nuclear  holocaust, 
banded  together  to  form 
Physicians  for  Social 
Responsibility  (PSR).  The  group’s 
intention  was  to  do  whatever  it 
could  — whatever  was  necessary 
— to  prevent  such  a war  from 
ever  taking  place. 

The  group’s  purpose  is  the  same 
today. 

Despite  a low  profile  in  the 
1980s,  when  relations  between  the 
U.S.  and  the  Soviet  Union  had 
markedly  improved,  PSR 
continues  to  exist  — and  exist 
actively.  The  group  actually 
resurfaced  in  1978,  when  Helen 
Caldicott,  MD,  was  focusing  the 
world’s  attention  on  the  nuclear 
testing  France  was  conducting  in 
the  Pacific.  Shortly  after  that,  a 
number  of  medical  groups  began 
to  issue  statements  on  the  horrors 
of  nuclear  war,  announcing  that, 
since  survival  was  impossible, 
prevention  was  the  only  cure.  It 
was  a familiar  message  to  PSR. 

The  group  is  now  more  than 
50,000  members  strong,  and 
besides  physicians,  it  includes 
dentists,  medical  students  and 
others  in  the  health  care  field. 

Ohio  has  eight  of  PSR’s  60 
chapters  (which  are  located  in  all 
major  cities),  says  Eugene  Z. 


Hirsch,  MD,  a Cleveland 
cardiologist  and  associate 
professor  of  Medicine  at  Case 
Western  Reserve  University.  Dr. 
Hirsch  is  the  current  President  of 
the  Northeast  Ohio  chapter  of 
PSR.  Other  chapters  are  located  in 
Columbus,  Toledo  and  Cincinnati. 

There  is  no  question  that  the 
Northeast  Ohio  chapter  is  an 
active  branch  of  the  organization. 
The  group  has,  among  other 
things: 

• Arranged  for  a telephone 
“hot-line”  during  the  showing  of 
the  television  drama  “The  Day 
After,”  so  that  they  could  help 
answer  viewer  questions  raised  by 
the  movie. 

• Co-sponsored  the  visit  of  a 
Soviet  cardiologist  this  past 
February,  who  addressed  the 
subject  of  nuclear  war. 

• Held  day-long  symposiums. 

• Sponsored  a benefit  concert  by 
members  of  the  Cleveland 
Symphony  Orchestra. 

• Conducted  grand  rounds  at 
area  hospitals  — and  they  are 
currently  at  work  with  their 
counterparts  in  the  psychology 
profession  on  a learning  module, 
or  seminar,  that  will  be  conducted 
at  libraries  and  public  schools 
once  it  is  completed. 

According  to  Dr.  Hirsch,  this 
seminar  will  probe  the  psychology 
of  war  and  peace,  examining 
man’s  roots  of  behavior,  and  why 
he  engages  in  war.  They  will  deal, 
too,  with  discussions  of  children, 
answering  their  questions  on 
nuclear  war. 

The  latter  is  a point  with  which 
Dr.  Hirsch,  himself  a father,  has 
had  first-hand  experience.  He 
relates  a story  in  which  his  son, 
one  day,  asked  him  whether  or 
not  a nuclear  bomb  might  fall  on 
continued  on  page  189 
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medicine  anymore  is  through  the 
political  process,”  says  Dr. 
Caldicott. 

It  is  her  opinion  that  the  arms 
race  is  due,  in  part,  to  three 
things:  a fear  of  vulnerability, 
inner-service  rivalry  and  money. 

“Because  of  Pearl  Harbor,  the 
U.S.  decided  never  again  to  place 
itself  in  a vulnerable  position,” 
she  said. 

Russia’s  huge  losses  during 
World  War  II  (they  lost 
approximately  200,000  citizens 
when  Hitler’s  forces  moved  into 
the  area)  prompted  them  to  also 
build  up  their  technical  know-how 
and  weaponry  . . . and  the  race 
continues  to  go  on. 

“Scientific  information  is  never 
a secret,”  says  Dr.  Caldicott. 
Within  four  years  of  the  first 
atomic  explosion,  the  Soviets  also 
had  an  atomic  bomb,  and  when 
Edward  Teller  developed  the 
hydrogen  bomb  in  the  U.S.,  the 
U.S.S.R.  had  it  one  year  later.” 

Now,  other  nations  have  joined 
the  race. 

“The  newer  nations  will 
probably  never  have  enough 
weapons  to  destroy  the  world,” 
says  Dr.  Caldicott,  “but  they 
could  trigger  the  giants  into  an 
action  that  would  destroy  the 
planet.” 

Inner-service  rivalry  also 
promotes  a nuclear  arms  race,  she 
says. 

“The  Air  Force  originally  had 
the  bombs,  then  the  Army  and 
Navy  acquired  them  in  a game  of 
‘keep-up,’  ” she  claims. 

As  a result,  she  says,  our 
military  bill  is  huge. 

“As  soon  as  one  force  gets  a 
new  weapon,  the  other  forces  have 
to  have  it,  too.  The  rivalry 
between  them  is  more  intense  than 
the  rivalry  between  Russia  and  the 
United  States.” 

But  the  arms  race  is  mostly 
about  money,  she  says. 

“It’s  big  business.  In  the  next 
five  years,  $2.5  trillion  will  be 
spent  on  nuclear  weapons,”  — 


enough  incentive,  she  says,  to  keep 
the  arms  race  going  on  for  years. 

Dr.  Caldicott  is  not  the  only 
physician  to  express  thoughts  on 
the  subject  of  nuclear  war, 
however. 

In  his  June,  1983  editorial,  Dr. 
Thompson  offered  some 
suggestions  on  how  today’s  society 
might  best  weather  this  nuclear 
age: 

“Perhaps  we  . . . should  place 
knowledgeable  scientists  with 
empathy  in  all  governments  to 
counsel  our  political  leaders  in  the 
basics  of  nuclear  biophysics.  A 
periodic  state-of-the-art  update 
and  world-wide  fallout  testing 
should  be  established.  It  is  too 
much  to  hope  that  war  can  be 
eliminated,  but  the  welfare  of  our 
planet  must  never  be  placed  in 
jeopardy  by  the  ulterior  designs  of 


“Available  data 
reveal  that  there  is 
no  adequate 
medical  response 
to  a nuclear 
holocaust.’’ 


any  single  nation  or  group  of 
nations,  using  the  threat  of 
nuclear  power.  Hopefully,  and 
soon,  the  United  Nations, 
business,  religious,  ethnic  and 


social  groups  . . . can  be  united  in 
a common  cause  to  end  our 
shameful  abuse  of  nuclear  energy 
before  we  are  forced  to  learn  our 
lesson  the  hard  way.” 

Other  physicians,  too,  are 
speaking  out  on  the  subject  of  the 
arms  race  and  nuclear  war  (see 
sidebar  “Prevention  is  Best  Cure”) 
— and,  eventually,  Dr.  Caldicott 
says,  all  physicians  will  become 
involved  in  the  issue. 

“They’ll  have  to.  The  arms  race 
is  the  ultimate  theological  issue, 
the  ultimate  parenting  issue,  the 
ultimate  medical  issue.  Physicians 
must  become  involved  because 
they  understand  better  than  most 
people  the  significance  of  life. 

They  can  cope  with  the  image  of 
death  better  than  the  rest  of  the 
population,  and  can  therefore  help 
others  through  the  natural  grieving 
process  until  they,  too,  can  come 
face-to-face  with  the  reality  of  the 
situation. 

“We’ve  been  here  for  3 million 
years,”  she  continues.  “We  have 
learned  to  destroy  our 
environment  ourselves  — and  we’ll 
do  it.” 

It  is  a pessimistic  statement  and 
one  that  offers  little  hope  for 
Patient  Earth.  Yet,  as  Dr. 

Caldicott  pointed  out  earlier,  even 
patients  in  intensive  care  survive. 

“The  unleashed  power  of  the 
atom  has  changed  everything 
except  our  way  of  thinking,” 
Albert  Einstein  once  said.  “Thus 
we  are  drifting  toward  catastrophe 
beyond  comparison.  We  shall 
require  a substantially  new  manner 
of  thinking  if  mankind  is  to 
survive,”  he  concluded. 

“The  prognosis  is  dim  if  we 
continue  to  do  nothing,”  Dr. 
Caldicott  sums  up.  “The  planet 
may  die,  but  by  raising 
consciousness,  by  overcoming  our 
psychic  numbing  and  facing  the 
situation,  maybe  we  can  do 
something  about  it.”  0SMA 


Karen  Edwards  is  Executive  Editor  of 
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Cleveland.  Dr.  Hirsch  reluctantly 
answered  “No.”  Well,  what  about 
New  York,  asked  his  son, 
concerned  about  his  grandparent’s 
safety. 

“Look,  son,”  replied  Dr. 

Hirsch,  “I  don’t  really  know,  but 
I can’t  help  believing  that  if  we 
work  hard,  then  no  bomb  will  fall 
on  anyone.” 

The  message  so  impressed  his 
son  that  he  has  helped  out  with 
several  of  the  group’s  mailings  in 
order  to  overcome  his  previous 
feelings  of  helplessness. 

“There  is  no  dramatic  story  that 
explains  why  I became  involved 
with  this  group,”  says  Dr.  Hirsch. 
“I  simply  woke  up  one  day  and 
realized  everything  would  be  gone 
if  a nuclear  war  were  to  take 
place.  It’s  very  difficult  to  explain. 
As  in  the  example  of  my  son, 
there  is  an  overwhelming  feeling 
of  helplessness  that  comes  with  the 
realization  that  nuclear  war  is 
possible,  and  even  probable.  But 
you  can’t  allow  yourself  to 
become  immobilized  with  fear. 
You’ve  got  to  do  something 
constructive  and  necessary,”  he 
says. 

One  of  the  functions  of  PSR, 
says  Dr.  Hirsch,  is  to  help  people 
deal  with  their  fears. 

“We  have  held  group 
discussions  in  which  participants 
can  work  through  their  fears.  We 
have  tried  to  help  them  channel 
their  fears  into  hope  and 
constructive  action.  Hope.  I 
believe  this  is  what  drives  all  of  us 
who  work  to  prevent  nuclear 
war,”  he  says. 

However,  cynicism  has  produced 
little  progress,  he  says. 

Dr.  Hirsch  believes  that  more 
education  is  still  needed  — not 
only  by  the  general  public,  but  by 
his  colleagues  as  well. 

“Physicians  need  to  know  what 
the  medical  effects  of  a nuclear 
war  are;  the  pros  and  cons  of 
weapons  systems;  the  differences 
between  stability  and  instability  of 
an  arms  race  based  upon  a new 
weapons  system;  the  ins  and  outs 
of  civil  defense.  They  had  better 
know,  as  the  AM  A and  the 


American  College  of  Physicians 
have  stated,  that  there  is  no 
medical  response  to  a nuclear 
attack.  If  they  don’t  know  that, 
then  they  are  placing  themselves  in 
a personally  helpless  position  — 
and  they  will  be  unable  to  help 
their  patients  as  more  and  more, 
they  begin  to  bring  in  their 
questions.” 

It’s  a vicious  cycle  that  can  be 
prevented  by  awareness  and 
education,  he  says.  The  physicians’ 
role  in  the  community  demands 
that  they  not  be  ignorant  but 
contribute  rational  approaches  to 
the  discussion  of  nuclear  arms. 

“PSR  is  a non-political  group,” 
Dr.  Hirsch  comments  — although 
there  is  a political  counterpart  in 
Washington  which  is  heavily 
involved  in  legislative  issues. 
Indeed,  there  is  an  international 
organization,  the  International 
Physicians  for  the  Prevention  of 
Nuclear  War,  which  demonstrates 
the  scope  of  interest  in  this 
subject. 

“We  are  interested  in  the 
suspension  of  research, 
development  and  deployment  of 
nuclear  arms,  bilaterally,  with 
verification.  We  are  also  interested 
in  treaties  which  reduce  nuclear 
arms,”  Dr.  Hirsch  explains. 

Not  everyone  agrees  with  the 
group’s  position  on  these  issues. 

“This  issue  does  not  bring  a 
consensus  of  opinions,”  Dr. 

Hirsch  agrees.  “However, 
concerned  physicians  come  from 
many  backgrounds.” 

If  Dr.  Hirsch  were  to  advise  his 
colleagues  on  the  subject  of 
nuclear  war  and  the  nuclear  arms 
race,  he  would  encourage  them  to 
become  educated  on  the  subjects 
and  stay  current. 

“And  if  you  are  concerned  with 
this  issue,  make  your  sentiments 
known  and  listen  to  and  learn 
from  the  sentiments  of  others. 
Think  of  the  people  in  your 
community,  and  approach  the 
subject  with  the  analytic  tools  of  a 
physician  — as  only  you  can  do. 
Practice  preventive  community 
medicine.”  — Karen  S.  Edwards 
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The  Environment  — 
Another  Perspective 


By  Brooks  A.  Mick,  MD 


Every  four  years,  a new  sport  is 
added  to  the  Olympics  by  the  host 
country.  We  added  windsurfing 
for  this  summer’s  games,  but 
missed  our  big  chance  to  add  the 
sport  that  we  Americans  are  really 
good  at:  jumping  to  conclusions! 
Whenever  anything  occurs  that 
may  be  derogatory  to  the 
President,  big  business,  doctors,  or 
anyone  else  in  a position  of 
prominence,  the  news  media,  as 
well  as  many  of  us  common 
citizens,  take  a flying  leap  onto 
the  bandwagon  of  credulity  that 
would  certainly  eclipse  Bob 
Beamon’s  long-standing  world 
broad  jump  record. 

For  example,  think  back  to  the 
Love  Canal  flap  a few  years  ago, 
in  which  it  was  claimed  that 
genetic  defects  were  caused  by 
chemicals  in  the  soil  in  a small 
New  York  town.  The  towns  people 
were  scared  silly,  of  course,  and 
many  moved  out,  losing  much 
money  when  their  property  was 
thereby  devalued.  The  news  media 
loved  it,  spending  much  time 
interviewing  the  towns  people, 
many  of  whom  had  various 
peculiar  symptoms  of  illness.  On 
the  other  hand,  how  much 


attention  has  the  news  media  paid 
to  the  recent  report  in  the  Journal 
of  the  American  Medical 
Association  which  points  out  the 
flaws  of  the  first  studies, 
reanalyzes  the  cells  of  the  Love 
Canal  inhabitants,  and  finds  that 
they  do  not  have  any  more  genetic 
damage  than  the  average 
population  anywhere  else  in 
America? 

Or  consider  how  much  hysterical 
wailing  that  is  done  about  the 
chemicals  of  our  environment  in 
our  industrialized  society  and  their 
cancer-causing  potential  in  white 
mice  somewhere  in  Canada.  The 
World  Health  Organization,  on 
the  other  hand,  just  released  a 
report  which  shows  that  cancer 
occurs  much  more  commonly  in 
the  non-industrialized  third-world 
countries  where  food  preservatives, 
fertilizers,  insecticides,  and  so 
forth  are  used  much  less  than  they 
are  in  the  U.S.A.!!!  That  feisty 
old  champion  of  free  enterprise 
and  industry,  Ayn  Rand,  once  said 
that  we  should  offer  a prayer  of 
thanks  to  the  biggest,  dirtiest 
smokestack  we  could  find. 

Perhaps  she  wasn’t  so  wrong, 
after  all. 


But  it  is  much  easier,  of  course 
to  jump  to  conclusions  than  it  is 
to  gather  hard  data  and  reason 
logically  about  it.  The  same  thing 
is  happening,  unfortunately,  with 
regard  to  the  Viet  Nam  veterans 
and  Agent  Orange.  Anything  at  all 
that  is  unpleasant  that  occurs  in  a 
Viet  Nam  veteran  is  being  blamed 
on  Agent  Orange.  The  truth  is, 
however,  that  there  hasn’t  been  a 
single  proven  case  of  any  illness  at 
all  stemming  from  Agent  Orange 
exposure  in  Viet  Nam,  not  even  a 
single  case  of  chloracne,  the  only 
illness  actually  attributable 
statistically  to  dioxin.  Yet  we  see, 
on  a TV  news  show,  a lady 
claiming  that  a rash  her  son  had, 
which  she  thinks  “looks  like 
chloracne,”  was  caused  by  dioxin 
which  her  husband  was  possibly 
exposed  to  in  Viet  Nam.  Also,  she 
says,  he  has  a bad  temper  and  she 
blames  that  on  Agent  Orange, 
too!  Ridiculous!  I know  lots  of 
people  with  violent  tempers  and 
most  of  them  have  never  been 
anywhere  near  Agent  Orange  or 
Viet  Nam. 

On  the  other  hand,  about  30 
years  ago,  about  a hundred  people 
continued  on  page  192 
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were  literally  soaked  in  dioxin  in 
an  industrial  accident.  Medical 


It  is  much  easier  to 
jump  to 

conclusions  than  it 
is  to  gather  hard 
data  and  reason 
logically  about  it. 


followup  of  these  ‘victims’  of 
dioxin  showed  that  they  did  develop 
chloracne,  which  cleared  up,  and 
that  they  are  healthier  and  living 
longer  than  the  rest  of  us  who 
were  not  soaked  in  dioxin!  Don’t 
jump  to  the  conclusion  that  we 


should  all  be  doused  with  dioxin 
to  make  us  more  healthy.  But  we 
should  be  very  suspicious  of  any 
claims  that  trace  exposure  to 
dioxin  with  serious  illness,  when 
massive  exposure  has  not  been 
shown  harmful. 

It  used  to  be,  when  something 
bad  happened  to  us,  demons  or 
other  evil  spirits  were  blamed. 
Now  it  is  usually  some  chemical 
that  becomes  the  villain.  It  is 
tough  to  face  up  to  the  facts, 
which  are  usually  that  our  own 
bad  habits  have  done  us  in,  or 
that  we  received  some  bad  genes 
from  our  parents,  or  that  just 
plain  bad  luck  and  the  laws  of 
chance  are  the  culprits.  OSMA 
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gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  Incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Paris!  AF,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 


Seduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study! 

sases  exercise  tolerance* 

n Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (R<.005). 

CARDIZEM 


49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl): 234-238,  1980. 


THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 

cardizem. 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM®  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-.  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-L^e 
following  single  or  multiple  drug  administration  is  approximately  315 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal’s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  rag/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established. The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope. 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal’s  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage.The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD50’s  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD^’s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  it’s  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


provide  millions  of  accurate, 
precise  results  to  clinical 
laboratories  nationwide. 

The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
technology  for  over  100  years. 

KODAK  EKTACHEM 
Clinical  Chemistry  Products 


ib 

600 mg  Tablets 


©1984  The  Upjohn  Company 


Upjohn 


The  Upjohn  Company*  Kalamazoo,  Michigan  49001  USA 


j-4044  January  1984 


THE  ENVIRONMENT 


The  OSMA  Environmental  Liaison  Committee 


The  Ohio  State  Medical 
Association’s  Environmental 
Liaison  Committee  was  established 
by  the  OSMA’s  House  of 
Delegates  in  1980  to  encourage 
physicians  to  become  more 
involved  in  environmental  issues  at 
the  grass  roots  level. 

The  resolution  forming  the 
committee  states  that,  “as  a 
matter  of  futuristic  humanitarian 
concern,  it  is  vital  that  we  Doctors 
of  Medicine,  within  the  premises 
of  our  State  and  County  Medical 
Societies,  undertake  critical 
surveillance  of  our  environment 
. . . The  status  of  our  physical 
environment  with  regard  to 
possible  and  probable  variable 
degrees  of  air  and  water 
contamination  and  pollution  . . . 
could  well  seriously  affect  the 
well-being  of  our  people  and  of 
those  who  follow  us  . . 

Headed  by  Samuel  R.  Lowery, 
MD,  Fremont,  the  committee  acts 
as  a liaison  between  state  agencies 
and  organizations  concerned  with 
the  environment.  It  also  allows 
county  medical  societies  and  other 
physician  groups  a “means  of 
extracting  and  garnering 
information  regarding  factors  and 
elements  that  may  adversely  affect 
the  physical  and  medical  well- 
being of  our  environment,” 
according  to  Dr.  Lowery. 

“The  major  incentive  for 
increased,  vital  interest  in  the 
environment  is  indiscriminate 
chemical  waste  dumping  with 
resultant  soil  and  water 
contamination,”  says  Dr.  Lowery, 
who  has  been  involved  in  the 
formation  of  an  Environmental 
Health  Council  to  remedy  that 


problem  in  his  own  Sandusky 
County.  “Many  of  these  chemicals 
are  extremely  toxic  and  many  are 
nonbiodegradable.  This  means  that 
these  chemicals  can  and  will 
permanently  contaminate  the 
region  wherein  they  are  dumped. 
They  cannot  be  disposed  of  within 
reasonable  means  and  they  can 
spread  from  their  containment 
areas  to  spoil  adjacent  land. 
Chemical  waste  of  our  water 
tables  is  certainly  a conceivable 
catastrophic  possibility.” 

The  committee  also  is  greatly 
concerned  about  “noxious  air 


pollution  and  water  spoilage,” 
says  Dr.  Lowery.  “To  a lesser 
degree,  but  also  of  great 
importance  to  our  environment,  is 
the  indiscriminate  abandonment  of 
and  dumping  of  trash  and  refuse 
of  all  varieties  and  composition.” 
In  1983,  the  committee  adopted 
a “Statement  of  Position”  which 
was  subsequently  approved  by  the 
OSMA  Council  on  September  10 
of  that  year.  It  reads: 

“The  Ohio  State  Medical 
Association  is  dedicated,  in  liaison 
with  other  health-related 
organizations,  to  pursue  a course 
of  action  that  will  protect  the 
environment  and  thereby  the 
health  of  people.  This  course  of 
action  has  two  major  priorities,  as 
follows: 

“1.  To  determine  whether 
dangerous  levels  of  contamination 
exist  in  the  soil,  water  and  air. 

“2.  To  make  a concerted  effort 
through  education  of  physicians 
and  the  public  to  prevent 
contamination  of  our 
environment,  thus  helping  to 
protect  the  health  of  people.” 
Those  currently  serving  on 
OSMA’s  Environmental 
Committee  are: 

Samuel  R.  Lowery,  MD,  Chairman 

Fremont 

John  H.  Ackerman,  MD 

Columbus 

Dudley  F.  Briggs,  MD 

Columbus 

Stanley  E.  Broadnax,  MD 

Cincinnati 

Stewart  N.  Goldstein  (student) 

Beachwood 

S.  Theodore  Pinsky,  MD 

Toledo 

— Susan  Porter 
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Angina  conies  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITRATE) 


Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral“Swallow”  Tablets  Sustained  Action 

“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 


Acid  Rain 
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SORBITRATE 

(ISOSOR0DE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dimtrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5. 10  mg); 
Oral  Tablets  (5. 10. 20, 30. 40  mg);  Sustained  Action  Tablets  (40  mg). 


STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmington,  DE 19897 
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metals  are  present  in  small 
amounts  in  our  environment  but 
are  virtually  insoluble  at  normal 
pH  of  streams,  lakes  and  ground 
water.  With  a 10%  change  in 
acidity,  the  solubility  of  aluminum 
increases  33%.  A change  in  pH  of 
1 increases  aluminum  solubility 
1000  fold.  Similar  changes  in 
solubility  occur  with  other  metals 
such  as  mercury,  lead,  cadmium, 
zinc  and  lead. 

These  are  then  ingested  in  our 
drinking  water  or  enter  the  food 
chain  which  we  then  ingest  with 
our  fresh-water  fish,  etc. 

It  is  the  increased  heavy  metal 
solubility,  particularly  aluminum, 
that  is  a significant  factor  in  the 
absence  of  nearly  ail  life  forms  in 
lakes  and  streams  destroyed  by 
acid  rain  at  this  time.  And  the 
number  of  lakes  and  streams 


The  Office  of 
Technology 
Assessment 
projects  that  in 
some  regions  about 
one  of  every  three 
stream  miles  and 
lakes  has  been 
altered  by  acid 
rain. 


affected  are  increasing  annually. 

The  Office  of  Technology 
Assessment  projects  that  in  some 
regions  about  one  of  every  three 
stream  miles  and  lakes  has  been 
altered  by  acid  rain. 

Our  terrestrial  ecosystem  is  also 
significantly  affected  by  the 
changes  in  pH  of  soil  and  water. 
Growth  rates  of  red  spruce  in  New 
England  are  reduced  by  one  half 


continued  on  page  201 
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LISTEN. 


PIE  Mutual  doesn’t  skip  a beat  when  it  comes  to  med- 
ical malpractice  insurance.  PIE  Mutual  offers  the 
broadest  forms  of  competitively  priced  medical  pro- 
fessional liability  coverage  available  at  substantial 
premium  savings. 

PIE  Mutual  is  the  only  medical  professional  liability  in- 
surer in  Ohio  owned  and  governed  by  its  member 
physicians. 

PIE  Mutual  writes  the  highest  limits  of  any  carrier  in 
Ohio  — $11, 200, 000/$  11 ,600, 000. 

Medical  malpractice  insurance  from  PIE  Mutual  — it 
can  keep  your  professional  practice  from  skipping  a 
beat. 

To  find  out  if  you  qualify  as  a PIE  Mutual  preferred  risk 
physician,  contact: 


Or,  you  can  return  the  coupon  below  to  the  local  PIE 
Mutual  representative  in  your  area: 


PIE  MUTUAL  INSURANCE  COMPANY 

I’d  like  more  information  about  qualifying  for  medical 
professional  liability  coverage  as  a PIE  Mutual  preferred 
risk  physician. 

Name , ••  ,'v  ' Ml 

Address 

City  ’ « J Zip 

Telephone  ( ) _ - - 

Specialty : __ _ - - ' 

Present  Coverage  Expires : •’  > ^ j 


PIE  MUTUAL  INSURANCE  COMPANY 


100  Erieview  Plaza 
Fifteenth  Floor 
Cleveland,  OH  44114 
(216)  781-1087 


Check  Current  Coverage  Limits: 

□ $200,000/ $600,000 

□ One  Million  Excess 


LOCAL  REPRESENTATIVES: 

BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 
Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
INSURANCE,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  441 13 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 
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MALCOLM-MACONACHY  AGENCY, 
INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  44116 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-8211 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE  AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


SPATH  & ZIMMERMANN  AGENCY,  INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)351-0270 

SPENCER-PATTERSON  AGENCY,  INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 


W.  F.  TODD  & ASSOCIATES,  INC. 

2371 1 Chagrin  Blvd. 

Cleveland,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY,  INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE  AGENCY, 
INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 
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to  two-thirds,  and  only  about  half 
as  many  are  living  today  as  were 
living  in  1965.  Red  spruce 
seedlings  have  disappeared  entirely 
from  some  areas;  in  other  areas 
they  are  down  one-third  to  three- 
quarters.  Oak  and  pine  also 
demonstrate  significantly  reduced 
growth  rates  in  areas  chronically 
exposed  to  acid  rain. 

Agriculture  also  is  affected  by 
acid  rain.  In  field  simulations, 
soybeans  exposed  to  rain  with  a 
pH  of  4.1  suffer  a yield  reduction 
of  10.7%,  compared  to  soybeans 
exposed  to  “normal  rain’’  of  pH 
5.6. 

The  evidence  of  acid  rain 
damage  to  aquatic  systems  is  clear. 
Confirmation  of  evidence  of 
damage  to  human  health,  topsoil, 
agriculture  and  forests  is 
increasingly  present. 

There  are  high  costs  for 


Agriculture  also 
is  affected  by 
acid  rain. 


decreasing  nitrogen  oxide  and 
sulfur  oxide  emissions.  But  there 
are  insidious  costs  that  are  much 
higher  for  the  health  of  our 
communities  and  our  ecosystem  in 
the  years  ahead  if  we  do  not 
seriously  address  the  causes  of 
acidification  of  our  environment. 
OSMA 


Roger  Kauffman,  MD,  is  a family 
practitioner  with  Oakhill  Medical 
Associates  in  West  Liberty,  Ohio. 
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Continuing  Education 


MARCH 

CURRENT  ISSUES  IN  APPLIED 
CLINICAL  PHARMACOLOGY: 

March  1-2,  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$100;  contact:  Center  for  CME,  The 
Cleveland  Clinic  Educational  Founda- 
tion, 9500  Euclid  Avenue,  Cleveland 
44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 


CONTROVERSIES  IN  SURGERY  OF 
THE  LIVER  AND  BILIARY  TRACT: 

March  6-7;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$170,  $130  for  physicians-in-training; 
contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


EVALUATION  OF  THE  DIZZY  PA- 
TIENT: March  8-9;  Bunts  Auditorium, 
Cleveland  Clinic;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  credit 
hours;  fee:  $200;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 


TWENTY— EIGHTH  ANNUAL  POST- 
GRADUATE SYMPOSIUM  IN  OPH- 
THALMOLOGY: March  11-12;  Fawcett 
Center  for  Tomorrow  (OSU  Campus), 
2400  Olentangy  River  Road,  Columbus, 
Ohio;  sponsor:  Department  of  Ophthal- 
mology College  of  Medicine,  The  Ohio 
State  University;  13  credit  hours;  fee: 
$195;  contact:  Jon  Hollett,  Director,  Cen- 
ter for  Continuing  Medical  Education, 
The  Ohio  State  University,  A352  Starling- 
Loving  Hall,  320  West  Tenth  Avenue, 
Columbus  43210,  phone:  614/422-4985. 


ADVANCES  IN  UROLOGY:  March 
14-15;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$210,  $150  for  physicians-in-training; 


contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


PROGRAM  ON  THE  BASICS  OF 
MAGNETIC  RESONANCE:  March 
18-22  and  May  20-24;  Bunts  Auditorium, 
sponsor:  Cleveland  Clinic  Educational 
Foundation;  40  hours  Category  1;  fee: 
$1,000;  contact:  Center  for  CME,  Cleve- 
land Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
toll  free  in  Ohio  1-800-762-8172;  outside 
Ohio  1-800-762-8173. 


NUTRITION  CONFERENCE:  March 
19;  Fawcett  Center  for  Tomorrow  (OSU 
Campus),  2400  Olentangy  River  Road, 
Columbus,  Ohio;  sponsor:  The  Ohio 
State  University  College  of  Medicine;  co- 
sponsor: College  of  Nursing,  School  of 
Allied  Medical  Professionals  and  the 
Council  of  Ohio  Colleges  of  Pharmacy; 
6 credit  hours;  fee:  $50;  contact:  Jon 
Hollett,  Director,  Center  for  Continuing 
Medical  Education,  The  Ohio  State  Uni- 
versity, A352  Starling-Loving  Hall,  320 
West  Tenth  Avenue,  Columbus,  Ohio 
43210,  phone:  614/422-4985. 


APRIL 

PROGRESS  IN  ONCOLOGY:  April  11; 
Westin  Hotel,  Cincinnati;  sponsor: 
American  Cancer  Society;  cosponsor; 
University  of  Cincinnati  College  of  Medi- 
cine, Hematology-Oncology  Division, 
Department  of  Internal  Medicine;  6 hours 
Category  1;  fee:  $50,  $25  for  residents  and 
other  health  professionals;  contact:  Or- 
lando J.  Martelo,  MD,  FACP,  Director, 
Hematology-Oncology  Division,  Univer- 
sity of  Cincinnati  College  of  Medicine, 
231  Bethesda  Avenue,  M.L.  #562,  Cincin- 
nati 45267,  phone:  513/872-4233. 

FOURTH  ANNUAL  LASER  MEDI- 
CINE AND  SURGERY  SYMPOSIUM: 

April  19-20;  Grant  Hospital  Laser  Center, 
Columbus;  sponsor:  Grant  Hospital;  16 
Category  1 hours;  fee:  April  19,  lectures 
only-$200;  April  19-20,  lectures  and 
workshops-$600;  contact:  James  S. 
McCaughan,  Jr.,  MD,  300  East  Town 
Street,  Columbus  43215,  phone:  614/461- 
3096. 


MAY 

HYPNOSIS  IN  CLINICAL  PRAC- 
TICE: May  4-5;  Bunts  Auditorium;  spon- 
sor: Cleveland  Clinic  Educational  Foun- 
dation; 12  hours  Category  1;  fee:  $160, 
$120  for  physicians-in-training;  contact: 
Center  for  CME,  Cleveland  Clinic  Educa- 
tional Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  toll  free  in  Ohio 
1-800-762-8172;  outside  Ohio  1-800-762- 
8173. 


DERMATOLOGY:  May  10-11;  Stouf- 
fer’s  Inn  on  the  Square,  Cleveland;  spon- 
sor; Cleveland  Clinic  Educational  Foun- 
dation; 12  hours  Category  1;  fee:  $140, 
$100  for  physicians-in-training;  contact: 
Center  for  CME,  Cleveland  Clinic  Educa- 
tional Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  toll  free  in  Ohio 
1-800-762-8172;  toll  free  outside  Ohio 
1-800-762-8173. 


NEURO-OPHTHALMOLOGY  FOR 
THE  PRACTITIONER:  May  10-11; 

Bunts  Auditorium;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  hours 
Category  1;  fee:  $160,  $120  for  physi- 
cians-in-training;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  toll  free  in  Ohio 
1-800-762-8172;  toll  free  outside  Ohio 
1-800-762-8173. 


AMA/MSS 

continued  from  page  159 

• The  AMA-MSS  desires  that  the 
AMA  study  the  formation  of  a third 
“Transitional  Class”  of  drugs  in  ad- 
dition to  prescription  only  and  over- 
the-counter  classes. 

• The  AMA-MSS  supports  the  As- 
sociation of  American  Medical  Col- 
leges’ efforts  to  urge  the  NBME  to  is- 
sue only  pass/fail  results  of  National 
Board  Exams. 

• The  AMA-MSS  desires  that  the 
AMA  continue  to  actively  support 
mandatory  seat  belt  utilization  legis- 
lation. 
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OHIO  GAZETTE 


■TALWIN  Nx... BUILX-H 
PROTECTION  AGAINST 
MISUSE  BY  INJECTION 


Major  Analgesic 
Reformulated 

Now  contains  naloxone, 
a potent  narcotic  antagonist 

Extra  security  added 
to  proven  efficacy  and  safety 


No  longer  do  doctors  have  to  deny  patients  the 
benefit  of  an  effective  oral  analgesic  for  fear  of  its 
misuse  by  injection. 

Winthrop-Breon  Laboratories  has  met  a nagging 
problem  by  reformulating  TALWIN®  50  (pentazo- 
cine HC1  tablets)  with  the  addition  of  naloxone, 
equivalent  to  0.5  mg  base.  The  reformulated 
product  is  called  TALWIN® Nx. 

The  original  formulation  had  been  subject  to  a 
form  of  misuse  among  street  abusers  known  as 
“T’s  and  Blues.”  TALWIN  50  and  PBZf  an  anti- 
histamine, would  be  ground  up  together,  put  into 
solution,  and  injected  intravenously.  The  combi- 
nation produced  a heroin-like  high.  Because 
naloxone  is  a narcotic  antagonist  when  injected 
intravenously,  it  acts  to  nullify  any  high  a “T’s  and 
Blues”  addict  might  expect  from  the  pentazocine 
in  a combination  of  TALWIN  Nx  and  PBZ.  When 
taken  as  directed  orally,  the  naloxone  component 
of  TALWIN  Nx  is  inactive.  Thus,  TALWIN  Nx 
continues  to  be  a safe,  effective,  oral  analgesic  for 
the  relief  of  moderate  to  severe  pain,  now  provid- 
ing added  security  against  misuse. 

*Registered  trademark  of  Ciba-Geigy  Corp  for  tripelennamine. 


TnlwiiTfe 

©Each  tablet  contains  pentazocine  HCI,  USR 
equivalent  to  50  mg  base  and  naloxone 
HCI,  USF?  equivalent  to  0.5  mg  base. 


. <E 

Ttilwln 


1*540  NDC  0024-1951-04 
100  tablets 


Each  tablet  contains  pentazocine 
hydrochloride, USP,  equivalent  to  50  mg  M* 
*nd  naloxone  hydrochloride,  USP,  0.5 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


W/ny/irop 


The  reformulation  of  Talwin  50  to  Talwin  Nx 
involved  the  addition  of  0.5  mg  naloxone  to 
help  prevent  misuse  by  injection. 


© 1984  wmthrop  Breon  Laboratories  Please  see  following  page  for  Brief  Summary. 
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Itilwin  e 

Each  tablet  contains  pentazocine  HCI,  USR  equivalent  to 
50  mg  base  and  naloxone  HCI,  USR  equivalent  to  0.5  mg  base. 

Analgesic  for  Oral  Use  Only 

Contraindications:  Hypersensitivity  to  either  pentazocine  or 
naloxone. 

TALWIN®  Nx  is  intended  for  oral  use  only.  Severe,  potentially 

lethal,  reactions  may  result  from  misuse  of  TALWIN®  Nx  by 

injection  either  alone  or  in  combination  with  other  substances. 

(See  Drug  Abuse  and  Dependence  section ) 

Warnings:  Drug  Dependence . Can  cause  physical  and  psycho- 
logical dependence.  (See  Drug  Abuse  and  Dependence  ) Head 
Injury  and  Increased  Intracranial  Pressure.  As  with  other  potent 
analgesics,  respiratory  depressant  effects  of  the  drug  may  elevate 
cerebrospinal  fluid  pressure  due  to  C02  retention;  these  effects  may 
be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions,  or  a preexisting  increase  in  intracranial  pres- 
sure. Can  obscure  the  clinical  course  of  patients  with  head  injuries; 
in  such  patients,  use  with  extreme  caution  and  only  if  deemed 
essential.  Usage  with  Alcohol.  Due  to  potential  for  increased  CNS 
depressant  effects,  alcohol  should  be  used  with  caution  Patients 
Receiving  Narcotics.  Pentazocine  is  a mild  narcotic  antagonist. 
Withdrawal  symptoms  have  occurred  in  patients  previously  given 
narcotics,  including  methadone.  Certain  Respiratory  Conditions. 
Should  be  administered  with  caution  in  respiratory  depression  from 
any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Precautions:  CNS  Effect.  Use  cautiously  in  patients  prone  to 
seizures;  seizures  have  occurred  though  no  cause  and  effect 
relationship  has  been  established.  Therapeutic  doses  have  in  rare 
instances,  resulted  in  hallucinations  (usually  visual),  disorientation, 
and  confusion,  which  cleared  spontaneously  within  a period  of 
hours.  Such  patients  should  be  very  closely  observed  and  vital  signs 
checked;  if  the  drug  is  reinstituted,  it  should  be  done  with  caution 
since  the  acute  CNS  manifestations  may  recur.  Impaired  Renal  or 
Hepatic  Function.  Decreased  metabolism  of  pentazocine  in  exten- 
sive liver  disease  may  predispose  to  accentuation  of  side  effects;  it 
should  be  administered  with  caution  in  renal  or  hepatic  impairment. 
In  long-term  use,  precautions  should  be  taken  to  avoid  increases  in 
dose  by  the  patient.  Biliary  Surgery.  Some  evidence  suggests  that 
unlike  other  narcotics  pentazocine  causes  little  or  no  elevation  in 
biliary  tract  pressures;  the  clinical  significance  of  these  findings  is 
not  yet  known.  Information  for  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards.  May  cause  physical  and 
psychological  dependence  taken  alone  and  may  have  additive  CNS 
depressant  properties  in  combination  with  alcohol  or  other  CNS 
depressants.  Myocardial  Infarction.  Use  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea  or  vomiting.  Drug 
Interactions.  Usage  with  Alcohol:  See  Warnings.  Carcinogen- 
esis, Mutagenesis,  Impairment  of  Fertility.  No  long-term  studies 
in  animals  to  test  for  carcinogenesis  have  been  performed.  Preg- 
nancv  Category  C.  Should  be  given  to  pregnant  women  only  if 
clearly  needed.  Labor  and  Delivery.  Use  with  caution  in  women 
delivering  premature  infants.  Effect  on  mother  and  fetus,  duration  of 
labor  or  delivery,  need  for  forceps  delivery  or  other  intervention  or 
resuscitation  of  newborn,  or  later  growth,  development,  and 
functional  maturation  of  the  child  is  unknown.  Nursing  Mothers. 
Caution  should  be  exercised  when  administered  to  a nursing 
woman.  Pediatric  Use.  Safety  and  effectiveness  in  children  below 
the  age  of  12  years  have  not  been  established. 

Adverse  Reactions:  Cardiovascular:  Hypotension,  tachycar- 
dia, syncope.  Respiratory:  Rarely,  respiratory  depression.  CNS. 
Acute  CNS  Manifestations:  In  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours;  may  recur  if  drug  is 
reinstituted.  Other  CNS  Effects:  Dizziness,  lightheadedness,  seda- 
tion, euphoria,  disturbed  dreams,  hallucinations,  irritability  excite- 
ment, tinnitus,  tremor.  Gastrointestinal:  Nausea,  vomiting,  con- 
stipation, diarrhea,  anorexia,  rarely  abdominal  distress.  Allergic: 
Edema  of  the  face;  dermatitis,  including  pruritus;  flushed  skin,  includ- 
ing plethora.  Ophthalmic:  Visual  blurring  and  focusing  difficulty. 
Hematologic:  Depression  of  white  blood  cells  (especially  granulo- 
cytes), which  is  usually  reversible,  moderate  transient  eosinophilia 
Other:  Headache,  chills,  insomnia,  weakness,  urinary  retention. 
Drug  Abuse  and  Dependence:  Controlled  Substance. 
TALWIN  Nx  is  a Schedule  IV  controlled  substance. 

Dependence  and  withdrawal  symptoms  have  been  reported  with 
orally  administered  pentazocine.  Patients  with  a history  of  drug 
dependence  should  be  under  close  supervision.  Possible  abstinence 
syndromes  in  newborns  after  prolonged  use  of  pentazocine  during 
pregnancy  have  been  reported.  In  prescribing  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in  dose  by  the 
patient.  Tolerance  to  the  analgesic  effect  is  rarely  reported;  there  is 
no  long-term  experience  with  oral  use  of  TALWIN  Nx. 

The  amount  of  naloxone  present  (0.5  mg  per  tablet)  has  no  action 
when  taken  orally  and  will  not  interfere  with  the  pharmacologic 
action  of  pentazocine;  however,  this  amount  of  naloxone  given  by 
injection  has  profound  antagonistic  action  to  narcotic  analgesics. 
TALWIN  Nx  has  a lower  potential  for  parenteral  misuse  than  the 
previous  oral  pentazocine  formulation,  but  is  still  subject  to  patient 
misuse  and  abuse  by  the  oral  route. 

Severe,  even  lethal,  conseguences  may  result  from  misuse  of  tablets 
by  injection  either  alone  or  in  combination  with  other  substances, 
such  as  pulmonary  emboli,  vascular  occlusion,  ulceration  and  absces- 
ses, and  withdrawal  symptoms  in  narcotic  dependent  individuals. 
Overdosage:  Treatment:  Oxygen,  intravenous  fluids,  vasopres- 
sors, and  other  supportive  measures  should  be  employed  as  indi- 
cated. Assisted  or  controlled  ventilation  should  also  be  considered. 
For  respiratory  depression,  parenteral  naloxone  is  a specific  and 
effective  antagonist. 

Please  consult  full  product  information  before  prescribing 


\Wirtff7rapBre0n 
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Winthrop-Breon  Laboratories 
Division  of  Sterling  Drug  Inc. 
New  York,  NY  10016 


OSMA  Resolution 

1985  Annual  Meeting 


RESOLUTION 

WHEREAS,  The  Ohio  State 
Medical  Society  was  founded  May 
14,  1846,  at  a meeting  held  in  the 
Old  Neil  House,  Columbus,  Ohio; 
and 

WHEREAS,  The  Ohio  General 
Assembly,  on  February  22,  1848, 
granted  a charter  to  the  OSMS 
which:  “made  a body  corporate 
and  politic,”  with  the  power  to 
organize  auxiliary  societies;  and 
WHEREAS,  A new  constitution 
and  bylaws,  adopted  May  28, 

1902,  changed  the  name  of  The 
Society  to  The  Ohio  State  Medical 
Association;  and 

WHEREAS,  The  Ohio  State 
Medical  Association  became  a 
corporation,  not  for  profit,  under 
the  general  corporation  laws  of 
Ohio,  on  May  6,  1904;  and 
WHEREAS,  A “voluntary” 
organization  known  as  the  “Ohio 
Medical  Convention”  was  formed 
in  1835,  and  did  exist  concurrently 
with  the  “Ohio  State  Medical 


Society,”  but  as  a separate  entity, 
from  1846  until  1851;  and 

WHEREAS,  The  Ohio  State 
Medical  Association  in  1946  chose 
the  1846  date  by  observing  the 
centennial  of  the  Association’s 
founding  on  May  8,  1946,  now 
therefore  be  it 

RESOLVED,  That  May  14, 

1846  be  recognized  as  the  official 
date  of  the  birth  of  The  Ohio 
State  Medical  Association;  and  be 
it  further 

RESOLVED,  That  Article  IX  of 
the  Constitution  be  amended  to 
read: 

ARTICLE  IX 
SEAL 

“This  Association  shall  have  an 
official  seal  bearing  the  legend 
‘Ohio  State  Medical  Association 
— 1846.’ 

“The  power  to  change  or  review 
the  seal  shall  rest  with  the  House 
of  Delegates  in  conformity  with 
the  laws  of  the  State  of  Ohio.” 


PHYSICIANS 

Enjoy  the  freedom 
you  deserve 

Christian  Hospital  Northeast-Northwest,  a 728-bed  acute 
care  regional  health  care  center  in  suburban  North 
St.  Louis  County,  seeks  physicians  to  staff  our  expanding 
episodic  care  centers  on  a full-  or  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training  without 
continuing  overhead  expenses  or  investment  capital.  In  ad- 
dition, our  staff  scheduling  offers  you  the  freedom  to 
spend  time  with  your  family  or  pursue  the  recreational  and 
cultural  advantages  of  metropolitan  St.  Louis. 

The  ideal  candidate  will  be  well  trained  in  Family  Practice 
or  Internal  Medicine. 

Along  with  an  excellent  salary  and  compensation  package, 
we  offer  you  the  opportunity  to  join  an  organization  that  is 
on  the  leading  edge  of  the  changing  health  care  field.  If 
this  unique  opportunity  sounds  interesting  to  you,  please 
call  (314)  355-2300,  ext.  5141  (collect)  for  further  details. 

(T.  Christian  Hospital  d.w.  Brewer 
Tl  Northeast-Northwest  Physician  Recruiter 

Northeast  Division 
11133  Dunn  Road 

St.  Louis,  Missouri  63136  An  Equal  Opportunity  Employer  M/F/H 
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Osteoporosis 

continued  from  page  212 


Effect  of  fluoride/calcium  regimen  on 
vertebral  fracture  occurrence  in  post- 
menopausal osteoporosis.  NEJM,  Feb  25, 
1982;  306(8):446-450. 

10.  Gallagher  JC,  Riggs  BL,  Eisman  J,  Ham- 
stra  A,  Arnand  S and  DeLuca  HF:  Intes- 
tinal calcium  absorption  and  serum 
vitamin  D metabolites  in  normal  subjects 
and  osteoporotic  patients.  Effect  of  age 
and  dietary  calcium.  J Clin  Invest,  Sept 
1979;  64:729-736. 

1 1 . Spencer  H:  Osteoporosis:  Goals  of  Ther- 
apy. Hosp  Prac,  Mar  1982;  131-148. 


Coming  next  month 

in  the 
Ohio  State 
Medical  Journal 

The  1985 
Annual  Meeting 

All  the  schedules,  events  and 
candidates  will  be  included. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-Lf.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(in  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRpecin- 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger , Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 


ALFONSO  C.  ACEITUNO,  MD, 

Uhrichsville;  University  of  El  Salvador 
School  of  Medicine,  El  Salvador, 

1951;  age  60;  died  December  12,  1984; 
member  OSMA  and  AMA. 

LOUIS  C.  BUENTE,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1943;  age  63; 
died  December  15,  1984;  member 
OSMA  and  AMA. 

MORTON  J.  CROW,  MD, 

Deerfield  Beach,  Florida;  Jefferson 
Medical  College  of  Thomas  Jefferson 
University,  Philadelphia, 

Pennsylvania,  1933;  age  77;  died 
November  30,  1984;  member  OSMA 
and  AMA. 

WALTER  K.  GREGG,  MD, 

Seminole,  Florida;  Ohio  State 
University  College  of  Medicine,  1934; 
age  75;  died  December  17,  1984; 
member  OSMA  and  AMA. 

ROBERT  M.  RAPPERS,  MD, 

Hamilton;  Loyola  University,  Stritch 
School  of  Medicine,  Maywood, 

Illinois,  1952;  age  57;  died  December 
16,  1984;  member  OSMA  and  AMA. 

MICHAEL  KLEIN,  MD,  Cleveland; 
St.  Louis  University  School  of 
Medicine,  St.  Louis,  Missouri,  1944; 
age  69,  died  December  25,  1984; 
member  OSMA  and  AMA. 

MORRIS  A.  KRAKOFF,  MD, 

Columbus;  Wayne  State  University 
School  of  Medicine,  Detroit, 

Michigan,  1932;  age  77;  died  January 
4,  1985;  member  OSMA  and  AMA. 

FLORENCIO  MARQUINEZ,  MD, 

Kent,  Faculty  of  Medicine  and  Surgery 
University  of  Santo  Tomas,  Manila, 
Phillipines,  1952;  age  59;  died 
December  27,  1984;  member  OSMA 
and  AMA. 

WARD  C.  MEYERS,  MD,  Toledo; 
Northwestern  University  Medical 
School,  Chicago,  Illinois,  1941;  age 
69;  died  January  7,  1985;  member 
OSMA  and  AMA. 

GEORGE  B.  NELSON,  MD, 

Cleveland;  George  Washington 
University  School  of  Medicine, 
Washington,  D.C.,  1932;  age  77;  died 
December  30,  1984,  member  OSMA 
and  AMA. 


Obituaries 


MICHAEL  I.  SZAUTER,  MD, 

Youngstown;  Orvosi  Fakultas 
Tudomanyegyetem  Bulapest,  Hungary, 
1935;  age  75;  died  November  8,  1984; 
member  OSMA  and  AMA. 


JAMES  G.  TYE,  MD,  Dayton; 
University  of  Louisville  School  of 
Medicine,  Louisville,  Kentucky,  1937; 


age  72;  died  December  14,  1984; 
member  OSMA  and  AMA. 

JOHN  L.  QUINN,  MD, 

Steubenville;  Jefferson  Medical 
College  of  Thomas  Jefferson 
University,  Philadelphia, 
Pennsylvania,  1931;  age  79;  died 
December  13,  1984;  member  OSMA 
and  AMA. 


Introducing  the 

NEW  KODAK 
EKTACHEM  DT60 
ANALYZER 

It's  the  first  affordable,  easy-to-use,  typewriter- 
sized analyzer  that  brings  increased  convenience, 
efficiency , and  cost-effectiveness  to  physicians  in 
solo  or  group  practices,  such  as  internal  medicine, 
family  practice,  pediatrics,  obstetrics  and  gynecol- 
ogy— or  anywhere  laboratory  tests  are  needed. 

Arrange  for  a in-office  demonstration  through 
your  Crocker  Fels  representative  or  by  calling  our 
customer  service. 


Crocker  Fels  Co.,  Gest  & Dalton  Sts.  Crocker  Fels  Co.,  8 1 1 East  Broadway 

Cincinnati,  Ohio  45203  (513)  381  -7700  Louisville,  Ky.  40204  (502)  583-8855 


206 


The  Ohio  State  Medical  Journal 


There’s  more  to  Life 
than  “Good  Health’’! 

• Experience  the  exhilaration  and  fun  of 
sailing  and  share  it  with  your  family 
and  friends! 

• Enjoy  the  pride  and  prestige  of  own- 
ing a fine  sailing  yacht! 

• Enjoy  cruising  the  Great  Lakes,  the 
Caribbean  or  the  waters  and  islands 
of  the  East  Coast  and  Florida! 

• Offset  the  cost  of  ownership  with 
charter  income,  appreciation  and  tax 
advantages! 


Charter  Purchase  Plans . . . 

Lake  Erie  Sailboats,  Inc.  and  Allied 
Yacht  Charters  offers  the  most  sensible 
charter  purchase  plan. 

• Valuable  tax  advantages 

• Charter  income 

• Expert  yacht  management 

• National  advertising 

• Unlimited  use  by  owner 

• A program  tailored  to  each  owner 

• Most  economical  way  to  own  a sailing 
yacht 

• Capital  appreciation 

• High  quality  sailing  yacht 

• One  of  the  nation’s  largest  and  most 
successful  programs 


Take  Erie 
^§ailboats  Inc. 

Dealer  for  Ericson  Yachts  & The 
Kaufman  47.  Brokers  for  Hinckley  & 
other  fine  yachts. 

3409  E.  Liberty  Ave. 
Vermilion,  Ohio  44089 
216-967-2055 


NAME. 


ADDRESS 

CITY 

STATE 

PHONE  ( )_ 


ZIP. 


#1002 


New  Members 


ALLEN 

Aline  G.  Picard,  Lima 
Hullukunte  B.  Shivaprasad,  Bluffton 

CUYAHOGA 
Ho  Ahn,  Orange 
Joseph  J.  Badal,  Cleveland 
Susan  B.  O’Toole,  Cleveland 

ERIE 

Stephen  J.  Dutko,  Sandusky 
FAIRFIELD 

Steven  D.  Cox,  Lancaster 

FRANKLIN  (Columbus  unless  noted) 

Lawrence  E.  Clapp 
Robert  W.  Cooper 
Trevor  A.  Cross 
Dennis  M.  Doody 
Stephen  W.  Fry 
H.  Stephen  King 
Nancy  J.  King 

GEAUGA 

Irene  Bautista,  Chagrin  Falls 
HENRY 

Edmundo  A.  Somoza,  Napoleon 


JEFFERSON 

George  M.  Roig,  Weirton 

MIAMI 

Rowan  Nickol,  Piqua 

MONTGOMERY  (Dayton  unless  noted) 
James  Apesos 
Joseph  Askenazi 
Alan  Sconzert,  Centerville 

Robert  E.  Smith 
Gilbert  Wergowske 

MORGAN 

Barbara  Murrell,  McConnellsville 

MUSKINGUM 
Jan  Eric  Elston,  Zanesville 

PORTAGE 

Neal  R.  Frost,  Youngstown 

SUMMIT 

Ivan  E.  Lloyd,  Akron 
John  J.  Maher,  Akron 

TRUMBULL 
Marco  A.  Ayulo,  Warren 

UNION 

H.  Dianne  McConnell,  Plain  City 


The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact: 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


March  1985 


207 


OSTEOPOROSIS  IN  PRIMARY  CARE 


David  R.  Rudy,  MD,  FAAFP 
James  M.  Falko,  MD,  FACP 


Osteoporosis  as  a sequel  of  aging  is  more  properly  called  osteo- 
penia. It  is  a mixture  of  osteoporosis  (thinning  of  protein  trabular 
matrix),  osteomalacia  (poor  mineralization  of  cortical  and  trabu- 
lar bone),  and  osteitis  fibrosa  (due  to  a degree  of  secondary  hyper- 
parathyroidism brought  about  by  decreases  in  gut  absorption 
of  calcium).  The  foregoing  explains  a broad  approach  to  the  pre- 
vention of  osteopenia. 


With  the  expansion  of  the  older  population,  the  importance 
of  osteoporosis  becomes  increasingly  important.  Worldwide, 
after  arthritis,  it  is  the  leading  cause  of  skeletal  morbidity  in 
the  elderly. 

It  is  difficult  to  conceive  of  any  better  contribution  to  quality 
of  life  in  a greater  proportion  of  the  older  population  than  the 
prevention  and  treatment  of  osteoporosis. 

However,  unified  approaches  to  prevention  have  been  slow 
in  coming.  Reasons  for  this  have  to  do  with  controversies  regard- 
ing the  use  of  postmenopausal  estrogen;  dosages  and  chemical 
forms  of  calcium  and  vitamin  D;  and  the  efficacy  and  dose  range 
of  fluoride. 

The  goal  of  this  discussion  is  to  bring  together  what  is  agreed 
upon  in  order  to  formulate  a systematic  approach  to  prevention. 
Guidelines  which  allow  recognition  of  the  common  varieties  of 
bone  loss  in  the  aging  without  ignoring  the  possibilities  of  less 
usual  forms  will  be  laid  out. 

Review  of  terms 

Osteopenia  is  an  inclusive  term  which  encompasses  all  forms 
of  bone  disease  characterized  by  loss  of  overall  mass  and/or 
strength.  It  may  include  osteoporosis,  osteomalacia  and  osteitis 
fibrosa. 

Osteoporosis  is  the  reduction  of  normally  mineralized  bone 
tissue.  As  the  name  implies,  the  loss  occurs  within  the  bone  by 
virtue  of  diminution  of  size  of  the  trabular  bone  spicules  (en- 
largement of  the  physiologic  spaces  = increased  porosity),  or 


Dr.  Rudy  is  program  director  of  Family  Practice,  Monsour  Medical 
Center,  Jeanette,  PA;  Clinical  Associate  Professor,  Department  of 
Family  Medicine,  The  Ohio  State  University. 

Dr.  Falko  is  Associate  Professor  of  Medicine,  Section  of  Endocrinology, 
The  Ohio  State  University. 

Submitted  September  26,  1984 


by  thinning  of  cortical  bone  from  the  inside,  resulting  in  bone 
of  unchanged  outside  diameter  and  a reduced  overall  density. 
Within  the  bone  the  ratio  of  mineral  to  organic  matrix  remains 
normal.  Thus  the  term  osteoporosis  refers  to  a state  of  decreased 
size  of  cancellous  and  cortical  elements  of  normally  mineralized 
bone.  It  is  brought  about  when  bone  resorption  exceeds  bone 
formation  (See  Figure  1). 

The  basis  for  osteoporosis  is  not  known,  but  protein  loss 
through  withdrawal  of  hormone  support,  or  protein  catabolism 
due  to  many  causes,  including  aging  itself,  result  in  disturbance 
of  the  balance  between  bone  formation  and  resorption  rates. 

Osteomalacia,  in  the  pure  sense,  is  a decrease  in  bone  density 
brought  about  by  a reduction  in  mineralization  of  bone  of 
normal  trabular  or  cortical  size  so  that  unit  density  diminishes 
though  the  size  of  trabecular  and  cortical  elements  remains 
normal.  The  causes  are  any  failure  of  availability  of  calcium 
and/or  phosphate  for  mineralization  of  the  bone  matrix.  This 
can  come  about  through  lack  of  vitamin  D due  to  dietary  defi- 
ciency, decreases  in  endogenous  production  of  vitamin  D synthe- 
sis in  the  skin  (lack  of  ultraviolet  irradiation),  liver  (chronic  liver 
disease)  or  kidney  (chronic  renal  disease);  dietary  calcium  defi- 
ciency; malabsorption  of  either  calcium  (Ca)  or  vitamin  D; 
acidosis  of  any  cause  (lowered  pH  inhibits  production  of  hydro- 
xyapatite); or  as  side  effects  of  drugs  such  as  anticonvulsants. 

Some  degree  of  osteomalacia  may  be  present  in  the  osteo- 
penia of  the  aging  process  due  to  the  diminishing  Ca  absorption 
in  the  gut.  This  is  related  in  part  to  diminishing  conversion  of 
hydroxy  vitamin  D3  to  dihydroxy  D3. 

Osteitis  fibrosa  is  the  specific  bony  lesion  of  parathormone 
excess.  This  can  be  seen  in  the  states  of  primary  as  well  as  sec- 
ondary hyperparathyroidism  (e.g.  chronic  renal  failure,  mal- 
absorption, etc.).  The  loss  of  bone  is  due  to  excessive  bone  re- 
sorption. Elements  of  this  disorder  are  present  in  most  cases 
of  involutional  osteopenia  because  of  the  frequent  secondary 
hyperparathyroidism  brought  about  by  any  degree  of  hypocal- 
cemia, such  as  that  brought  about  by  decreased  intestinal  ab- 
sorption. In  addition,  menopause  carries  with  it  the  loss  of  estro- 
gen’s parathormone  inhibiting  effect  with  a resultant  relative 
increase  in  that  hormone.  Further,  there  is  some  evidence  that 
parathormone  levels  rise  in  aging  individuals. 

For  this  discussion  terms  will  be  used  in  their  proper  sense 
as  far  as  possible.  When  reference  is  made  to  the  mixed  presenta- 
tion most  commonly  found  in  involutional  “osteoporosis”  the 
terms  osteopenia  and  involutional  osteopenia  will  be  employed. 
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Osteopenia  as  a Mixture  of  Osteoporosis,  Osteomalacia 
and  Osteitis  Fibrosa 

By  far,  the  most  important  type  of  osteopenia  in  terms  of 
public  health  is  osteoporosis.  However,  as  will  be  seen,  the 
osteoporosis  common  in  the  aged  can  be  accompanied  by  ele- 
ments of  osteomalacia  and  osteitis  fibrosa.  It  accounts  for  more 
than  one  million  fractures  a year  in  people  aged  45  and  older, 
and  about  $3.8  billion  in  annual  health  expenses.  About  two 
thirds  of  the  fractures  occur  in  women.  Because  of  the  mixed 
physiology  alluded  to,  the  discussion  of  risks,  diagnosis,  preven- 
tion and  treatment  will  incorporate  all  forms  of  osteopenia  in 
concert. 

Course  and  Clinical  Manifestations:  Osteoporosis 
Types  I and  II 

The  natural  course  of  involutional  osteopenia  is  that  of  loss 
of  height,  increasing  dorsal  kyphosis  and  increasing  incidence 
of  fractures  after  the  ages  of  50  and  65  years,  for  women  and 
men  respectively.  In  women,  the  postmenopausal  era  of  age  50 
to  65  sees  a preponderance  of  fractures  of  the  wrist  (Colles)  and 
of  vertebrae.  Eleven  percent  of  women  will  have  a vertebral  frac- 
ture by  the  age  of  65,  while  only  2%  will  have  had  a hip  fracture. 
(As  will  be  seen  hip  fracture,  incidence  increases  markedly  and 
vertebral  fracture  levels  off  after  age  65.)  Riggs’  group  refers 
to  the  osteoporosis  associated  with  wrist  and  vertebral  fractures 
seen  predominantly  in  the  50-65  age  as  type  I,  and  attributes 
it  to  trabecular  loss  as  opposed  to  cortical  bone  loss.1  Hormonal 
deficiency  is  the  predominant  basis  for  this  process. 

Greater  morbidity  and  mortality,  by  far,  are  associated  with 
what  Riggs  classifies  as  type  II  osteoporosis.  Patients  with  this 
problem  have  hip  and  proximal  humerus  fractures  due  to  corti- 
cal bone  loss.  The  ratio  of  vertebral  to  hip  fractures  in  the  over 
65  age  group  is  roughly  1:1,  indicating  a relative  (but  not  abso- 
lute) decreased  frequency  of  type  I fractures  in  this  group.  Ap- 
proximately thirty-three  percent  of  women  and  half  as  many 
men  in  this  age  group  suffer  hip  fractures.2  Whether  or  not  the 
types  are  two  separate  entities  remains  to  be  clarified. 

A sequela  of  osteopenia  not  commonly  appreciated  by  physi- 
cians is  tooth  loss  and  edentulism.  Forty-four  percent  of  women 
found  to  be  osteoporotic  at  age  50  had  acquired  dentures  by 
age  60,  compared  to  fifteen  percent  of  nonosteoporotic  women. 
Fifty-two  percent  of  osteoporotic  smokers,  twenty-six  percent 
of  osteoporotic  nonsmokers  and  only  8%  of  nonosteoporotic 
nonsmokers  had  required  dentures  after  age  50. 3 

Risk  Factors  for  Osteopenia:  Determinants  of  Therapy 
and  Models  for  Pathogenesis 

Gender:  This  is  the  single  most  important  risk  factor  and 
is  based  on  the  fall  in  sex  steroid  (estrogen)  levels  incurred  by 
women  with  menopause.  The  sex  hormones,  through  their  pro- 
tein anabolic  effects,  function  to  provide  the  protein  matrix 
upon  which  mineralization  occurs.  Another  way  in  which  estro- 
gen loss  contributes  to  osteopenia  is  the  loss  of  its  parathyroid 
inhibiting  effect.  The  result  is  a relative  hyperparathyroidism 
and  a degree  of  osteitis  fibrosa. 

Race:  The  white  races  have  a significantly  greater  prevalence 
of  osteoporosis  and  its  sequelae  than  do  blacks.  Specifically, 
small  boned  nordic  and  oriental  people  have  the  highest  risk, 
while  large  boned  blacks  have  a smaller  than  average  risk.  The 
literature  is  not  clear  as  to  whether  race  itself  is  a factor,  or 
simply  that  nordics  and  orientals  have  an  average  bone  density 
of  less  than  blacks.3 

Body  build:  Heavier  individuals  have  less  osteoporosis  than 
do  slender  people  for  two  reasons.  Weight-bearing  stress  on 
bones  produces  an  increase  in  new  bone  formation,  and  fat 
deposits  in  obese  women  have  an  affinity  for  estrogen  resulting 
in  an  increase  in  estrogen  stores.  Because  of  these  stores,  obese 
women  are  at  greater  risk  for  endometrial  carcinoma,  and  obes- 
ity constitutes  a relative  contraindication  for  replacement. 

Diet:  A consistent  calcium  intake  of  less  than  1200  mgm 
will  result  in  osteopenia.  Formerly  800  mgm  has  been  cited  as 


the  minimum  daily  requirement.  The  average  calcium  intake 
in  the  American  female,  as  assessed  by  several  dietary  studies, 
has  been  shown  to  be  only  500  mgm/day.  Such  a low  intake, 
in  fact,  mobilizes  calcium  from  the  skeletal  reserves,  through 
stimulation  of  parathormone  production.  In  order  to  achieve 
1200  mgm,  a diet  must  be  rich  in  dairy  products,  e.g.  three 
glasses  of  milk.  This  plus  the  inclusion  of  leafy  vegetables  would 
provide  1500  mgm  Ca.  A glass  of  milk  provides  about  250  mgm 
of  elemental  Ca. 

Vitamin  D and  its  precursors  in  the  diet  are  of  course  equally 
important  with  calcium  in  prevention  of  osteopenia  in  a situation 
of  paucity  of  sunlight.  Vitamin  D has  three  forms,  the  most 
active  of  which  is  1.25-(OH)2D3.  Its  function  most  cogent  in 
this  discussion  is  the  enhancement  of  Ca  absorption  in  the  gut, 
so  that  vitamin  D deficiency  aggravates  the  cycle  of  poor  Ca 
intake/parathormone  production  alluded  to  above. 

The  reduced  calcium  intake  so  common  in  aging  people  is 
compounded  by  a reduction  in  calcium  absorption  through  the 
gastrointestinal  tract.  Again  what  results  is  a degree  of  secondary 
hyperparathyroidism.  Parathromone  acts  to  raise  serum  calcium 
at  the  expense  of  bone  calcium. 

Finally,  the  compromised  protein  intake  common  to  the  aged 
can  proceed  to  lengths  which  contribute  to  osteoporosis  through 
deprivation  of  the  amino  acids  needed  for  construction  of  the 
protein  matrix. 

Alcohol  intake  is  also  a risk  factor  for  osteoporosis.  In 
males,  alcohol  intake  increased  risk  by  a factor  of  2. 4. 4 

Exercise:  Greater  activity  results  in  increased  new  bone  for- 
mation and  thus  constitutes  a negative  risk  factor.  Conversely, 
bedrest  brings  about  rapid  demineralization  and  resorption.  In 
fact,  daily  weight  bearing  may  be  the  single  most  important  ex- 
ternal factor  affecting  bone  development  and  formation.  Vigor- 
ous physical  activity  is  superior  to  mere  ambulatory  activity, 
but  the  significance  is  dependent  on  the  clinical  situation. 

Exercising  females  increased  total  body  Ca  by  3%  over  non- 
exercising females.  Thirty  male  runners  40-60  years  of  age  had 
7%  more  body  Ca  (as  well  as  11%  more  potassium)  than 
matched  controls.5 

Smoking:  This  is  a risk  factor  in  both  men  and  women.  In 
the  latter,  it  is  more  striking  when  there  is  no  estrogen  source 
(endogenous  or  exogenous).  The  combination  of  smoking  and 
the  postmenopausal  state  is  a glaring  risk  factor.  Women 
smokers  who  take  replacement  estrogen  are  relatively  protected. 
For  men,  smoking  increased  risk  of  osteoporosis  by  a factor 
of  2. 3. 4 

Underlying  medical  conditions:  Those  which  contribute  to 
osteoporosis  are  listed  in  Tab.  1.  In  males,  bone  losing  metabolic 


Table  1 

Positive  Risk  Factors  for  Osteopenia 
Gender:  Female 
Race:  Northern  European 
Body  Build:  Small  boned 
Diet:  Calcium  intake  <1.5  Gm/day 

Vitamin  D < 1000  u/day 
Exercise  lack 
Smoking 

Underlying  medical  conditions: 

Hypercortisolism 
Thyrotoxicosis 
Intestinal  malabsorption 
Systemic  mastocytosis 
Adult  hypophosphatasia 
Drug  treatment  with  hydantoin,  heparin, 
methotrexate 

Waldenstrom’s  macroglobulinemia 
Other  systemic  disorders:  Rheumatoid  arthritis,  diabetes 
mellitus,  chronic  liver  dis.,  alcoholism,  Down’s  syn- 
drome, chronic  lung  dis. 
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states  increased  risk  of  osteoporosis  by  a factor  of  5.5,  making 
this  group  one  of  those  at  greatest  risk.4 

Diagnosis  of  Osteoporosis/osteopenia 

In  the  clinical  situation,  osteoporosis  presents  as  coincidental 
osteopenia  noted  on  X-ray;  as  the  dowager  hump  in  the  examin- 
ing room;  or  by  clinical  symptoms.  These  may  include  pain  in 
the  mid-thoracic  or  lumbar  areas  acutely  or  while  standing, 
bending,  sneezing  or  lifting.  Spinal  movement  may  be  restricted. 
Sometimes  even  a minor  activity  such  as  moving  the  bowels  can 
exacerbate  the  pain.  This  can  even  cause  loss  of  appetite  and 
of  weight.  Vertebral  compression  or  Colles  fracture  in  the  post- 
menopausal era  or  hip  fracture  in  the  older  woman  or  man  are 
often  the  first  symptoms  of  osteopenia.  Some  patients  can  incur 
vertebral  compression  fractures  without  symptoms. 

Strictly  speaking  osteoporosis  can  only  be  differentiated 
from  osteomalacia  by  bone  biopsy.  However,  most  osteopenic 
patients  who  have  elements  of  ostemalacia  will  have  osteoporosis 
as  well.  If  the  history,  laboratory  or  age  of  the  patient  suggest 
there  may  be  significant  osteomalacia,  then  bone  biopsy  should 
be  considered.  Unfortunately,  few  bone  pathologists  are  trained 
to  interpret  these  specimens.  In  our  own  practices,  bone  biopsy  is 
considered  only  to  exclude  a diagnosis  of  osteomalacia  with 
osteitis  fibrosa. 

Though  there  is  seldom  any  harm  in  “covering”  therapeuti- 
cally for  the  possibility  of  osteomalacia,  there  are  some  caveats. 
One  important  one  is  not  to  use  fluoride  if  predominating  oste- 
malacia is  being  strongly  considered. 

Radiographic 

The  radiographic  presentations  of  osteoporosis  and  of  osteo- 
malacia are  the  same  except  for  Looser  zones  which  are  present 
only  in  osteomalacia.  The  latter  are  transverse  radiolucent 
pseudofractures.  These  zones  show  up  on  bone  scans  as  areas 
of  increased  isotope  uptake.6  Hence  osteopenia  is  the  term  most 
often  applicable  in  radiography.  It  is  worth  emphasizing  that 
as  much  as  30%  to  50%  of  bone  mass  is  lost  before  the  decrease 
is  apparent  on  X-ray.  That  amount  of  mass  can  be  lost  in  a 
quadriplegic  in  six  months. 

Obvious  osteopenia  is  apparent  to  most  nonradiologists  on 
casual  readings  of  rib  and  vertebral  films  of  many  elderly  pa- 
tients. Therefore,  diagnosis  at  this  advanced  stage  of  disease 
serves  mainly  as  a reminder  of  its  presence  and  that  it  is  not 
too  late  to  institute  preventative  measures,  or  at  least  to  consider 
them  in  the  light  of  the  patient’s  overall  clinical  setting. 

Besides  the  relative  decrease  in  bone  radiopacity,  other 
changes  are  to  be  found  that  are  diagnostic  of  osteopenia.  These 
include  wedging  of  vertebral  bodies  due  to  gradual  or  sudden 
collapse;  Schmorl’s  nodes  or  the  invagination  of  the  nuclei  pul- 
posi  into  the  bodies  of  vertebrae  above;  and  evidence  of  in- 
creased kyphosis  in  parallel  with  a loss  in  height. 

New  radiographic  tools  for  use  in  quantitating  osteopenia 
include  combined  cortical  thickness  estimates  which  involves 
X-rays  of  the  mid-shaft  of  the  second  metacarpal  of  a plain  A- 
P radiograph  of  the  hand.  This  method  aids  in  the  ascertain- 
ment of  excessive  bone  resorption.  Other  newer,  more  accurate 
methods  include  single  and  double  photon  absortiometry.  These 
techniques  can  measure  mineral  content  in  the  long  bones  and 
in  the  axial  skeleton.  In  addition,  dual  energy  quantitative  com- 
puted tomography  (CT)  cannot  only  measure  bone  mass  but 
can  yield  an  image  as  well.  Finally,  total  body  neutron  activation 
analysis  is  a procedure  currently  being  used  in  clinical  research 
units.  These  studies  are  most  applicable  in  early  diagnosis  of 
young  individuals  of  prospectively  high  risk,  so  adjudged  on 
the  basis  of  gender,  race,  body  build  and  life  style. 

Treatment  and  Prevention 

Treatment  of  the  acute  symptoms  includes  use  of  short  term 
analgesics  or  narcotics.  Alertness  to  constipation,  urinary  reten- 
tion and  respiratory  depression  is  necessary,  given  the  advanced 


age  of  most  of  these  patients.  Surgical  treatment  of  fractures 
associated  with  osteopenia  is  left  to  other  discussions. 

It  can  be  said  that  the  longterm  medical  approach  to  treat- 
ment and  to  prevention  of  osteopenia  are  one  and  the  same, 
since  there  is  evidence  that  many  of  the  preventive  measures 
may  not  only  retard  or  stop  the  processes  but  can  actually  reverse 
them  to  some  extent.  All  three  forms  of  osteopenia  will  be  at- 
tended to  together,  and  the  discussion  of  the  agents  and  modali- 
ties will  be  taken  in  a roughly  descending  order  of  importance. 
Postmenopausal  Estrogen  Replacement  Therapy 

This  is  by  far  the  most  important  aspect  of  treatment  and 
prevention  as  it  relates  to  the  most  significant  cause  of  osteo- 
penia, namely  osteoporosis  due  to  estrogen  deficiency.  Estrogen 
replacement  therapy  is  the  single  most  powerful  regimen  avail- 
able for  the  present  purpose. 

Though  unopposed  estrogen  is  known  to  be  a significant 
risk  factor  for  endometrial  carcinoma,  it  is  now  established  that 
such  a risk  is  negated  when  estrogen  is  given  monthly  along  with 
progesterone  overlapping  in  the  second  half  of  the  cycle.  Due 
to  the  inconvenience  and  the  diagnostic  questions  that  arise  be- 
cause of  withdrawal  uterine  bleeding,  it  is  important  to  employ 
some  selectivity  in  choosing  cases  for  this  treatment.  As  to  breast 
cancer,  newer  evidence  suggests  that  contraceptive  estrogenic 


NORMAL 


OSTEOPOROSIS 

TYPE  1 (Riggs) 


OSTEOPOROSIS 
TYPE  n (Riggs) 


•••••••••••••••• 


• ••••• 


- • • • • 
• •••••••••• 


• • • • 


rETET 

el 

K 

□ 

SI 

m 

Xft 

■H 

m 

E 

K« 

£■ 

E3 

e 

EH 

EJ 

ESfi 

S 

H 

S 

■S 

E 

K 

RE 

ttx 

• 

> • 

• W 
» • 

me 

• 

• • 

• • 
• 

• 

' • 

• • 
• < 

• ( 
• 

SB 

• 

• 

A . 

• i 

• 

Lft_j 

01 

nr" 
• • 

a.  . 

nr 

• 

A 

• 

A . 

nr 
• < 
A 

in 

• 

X* 

• 

• 

m 

• 

«l 

• w • 

• 

* 

• 

JLi 

• 4 

r^ 

• 

* * 

xo 

in 

• 

tn 

_ • _ 

AB 

»••••••••••• 

• •••••••••  •« 


t I 1-i- 


OSTEOMA  LCI A 


Figure  /. 

Schematic  Representation  of  Osteoporosis  Types  I & II  and 
Osteomalacia  as  compared  to  normal. 


The  Ohio  State  Medical  Journal 

jL\ 


210 


use  does  not  increase  the  risk.7 

An  accepted  regimen  is  at  least  .625  mgm  of  conjugated  es- 
trogen from  day  1 through  day  25.  This  dosage  is  important, 
since  smaller  dosages  can  relieve  menopausal  symptoms  but  have 
no  effect  on  bone.  Overlapping  progesterone  in  the  form  of 
methoxyprogesterone  (Provera)  10  mgm  is  administered  from 
day  15  through  day  25. 

Withdrawal  bleeding  occurs  during  the  five-day  period  of 
absence  of  hormone.  If  bleeding  occurs  at  other  times  in  the 
cycle,  endometrial  biopsy  should  be  considered.  In  most  cases, 
withdrawal  bleeding  subsides  after  the  first  few  years  of  therapy. 
When  it  continues  for  two  years,  a followup  biopsy  should  be 
accomplished. 

Estrogen  should  commence  within  the  first  year  after  estab- 
lished menopause;  i.e.  between  one  and  two  years  after  the  last 
physiologic  period.  For  maximum  benefit,  it  should  continue 
for  15  years  or  to  age  65.  After  65  years  of  age,  the  benefit  has 
not  been  established.  Abrupt  cessation  of  therapy  is  to  be 
avoided,  since  studies  show  that  such  an  occasion  results  in 
precipitous  loss  of  bone  mass.8 

Because  of  these  considerations,  it  is  important  to  recognize 
that  not  all  females  are  candidates  for  estrogen  replacement. 
Large  boned  women  may  do  well  to  have  only  the  calcium 
therapy,  to  be  described.  The  same  is  true  of  physically  active 
or  obese  women.  In  the  latter,  their  fat  stores  are  also  storage 
depots  of  estrogen.  In  fact  they  are  at  increased  risk  for  en- 
dometrial carcinoma  because  of  that  phenomenon. 

Calcium  Therapy 

The  accepted  form  of  calcium  supplement  is  carbonate. 
Opinions  differ  as  the  dosage  necessary.  However,  assuming 
an  average  intake  of  about  700  mgm/day  in  the  postmenopausal 
years  and  a requirement  of  1.5  gm  a day  minimum,  a supple- 
ment of  1 gm/day  seems  appropriate.  One  tablet  of  oyster  shell 
contains  250  mgm  elemental  calcium.  Prudence  would  dictate 
that  all  people,  both  men  and  women,  receive  Ca  supplement 
of  250  mgm  q i d as  carbonate  or  500  mgm  b i d after  the  age 
of  50.  There  is  good  argument  for  starting  as  early  as  35  years 
in  high  risk  individuals. 

Calcium  Therapy  should  not  be  carried  out  in  patients  with 
a history  of  nephrolithiasis  without  first  ruling  out  hypercal- 
cemia. 


Fluoride  Therapy 

This  agent  is  receiving  increasing  attention.  New  evidence 
accumulating  suggests  that  fluoride  is  a potent  medication  in 
the  arrest  of  osteoporosis  and  that  it  may  actually  add  to  bone 
mass.  Dosages  that  were  the  basis  of  experiment  in  the  late  70s 
were  those  comparable  to  that  required  for  prevention  of  tooth 
decay,  2.2  mgm  NaF/d.  Present  recommended  dosages  vary, 
but  all  investigators  agree  that  the  amount  required  to  be  effec- 
tive is  considerably  more  than  was  initially  postulated. 

Riggs  has  experimented  with  the  use  of  50  mgm  daily  indefi- 
nitely.9 Admittedly  this  regimen  met  with  a 50%  incidence  of 
side  effects,  either  gastrointestinal  or  arthralgic.  Others  have 
used  50  mgm/d  for  a three-month  period  only.  Still  others  are 
recommending  20-25  mgm/d  indefinitely. 

Presently  in  our  practices,  the  authors  prescribe  for  candi- 
dates with  strong  indications  such  as  history  of  hip,  forearm, 
vertebral  or  jaw  fractures  and  significant  osteopenia,  20-30 
mgm/day.  This  can  be  given  in  the  form  of  ten  2.2  mgm  tablets 
daily,  by  25  mgm  capsules  made  up  by  the  pharmacist  or  Calci- 
flor-D  half  strength  suspension.  The  latter,  made  up  by  prescrip- 
tion, contains  15  mgm  F ion,  500  mgm  Ca  ion  and  1000  units 
vitamin  D per  30  ml.  Initially  patients  have  with  this  therapy 
some  diarrhea  which  can  be  lessened  by  slowly  increasing  the 
dosage  of  fluoride. 

A firm  contraindication  to  fluoride  therapy  is  osteomalacia 
as  a preponderant  cause  of  the  osteopenia.  Fluoride  in  the  pres- 
ence of  osteomalacia  causes  bone  brittleness.  Therefore  it  be- 
hooves the  clinician  to  rule  out  that  condition  before  committing 
to  that  course  of  therapy. 

Vitamin  D and  Osteomalacia 

Through  the  triad  of  hypocalcemia,  hypophosphatemia  and 
elevated  alkaline  phosphatase  should  alert  the  clinician  to  the 
possibility  of  osteomalacia,  the  underlying  physiologic  “lesion” 
is  a low  serum  level  of  vitamin  D,  particularly  1.25-(OH)2D3. 
This  is  true  whether  the  lack  is  due  to  a dietary  deficiency,  mal- 
absorption, accelerated  catabolism  or  excretion  of  D3,  impaired 
hepatic  25-hydroxylation  of  D3,  or  impaired  renal  1-hydroxyla- 
tion  of  1.25-(OH)2D3. 

Predominating  osteomalacia  must  be  recognized  to  avoid 
confusing  it  with  the  mixed  picture  of  osteopenia  of  the  aging. 
In  the  former  case,  the  emphasis  of  therapy  is  on  correction 
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Figure  III. 

Schematic  flow  chart  representing  evaluation  of  females  for  osteoporosis. 


of  the  underlying  disorder  and  early,  temporary  supplementa- 
tion with  Ca  and  vitamin  D.  This  is  done  with  caution,  and  close 
observation  of  urinary  Ca  and  renal  function,  avoiding  signifi- 
cant dosages  of  fluoride. 

As  mentioned,  osteopenia  of  the  aging  carries  with  it  a rela- 
tive malabsorption  of  Ca,  in  part  based  on  lowered  serum  levels 
of  1.25-(OH)2D310.  Adequate  intake  of  vitamin  D (800-1000  u/d) 
should  be  assured,  and  supplementation  with  350-400  u/d  will 
suffice.11  More  than  that  can  cause  hypercalciuria  and  the 
danger  of  stone  formation  plus  renal  insufficiency  due  to  hyper- 
calcemia.6 The  use  of  50,000  u vitamin  D once  or  twice  weekly 
is  no  longer  recommended. 

Summary  of  Recommendations 

Riggs  has  shown  that,  using  vertebral  fracture  as  the  measure 
of  morbidity,  treatment  with  calcium,  alone  or  in  combination 
with  estrogen,  vitamin  D or  both,  reduced  the  rate  of  morbid 
events  to  one  half  of  the  expected  rate.9  He  found  that  a group 
treated  with  fluoride  (with  or  without  D)  had  30%  fewer  frac- 
tures than  the  group  treated  with  calcium  (with  or  without  D) 
and  that  in  the  study  a more  pronounced  effect  was  obscured 
by  the  time  required  for  fluoride  to  increase  bone  mass,  one 
year  minimum. 

Figure  2 is  an  algorithm  suggesting  a systematic  approach 
to  males  and  females  as  they  turn  50  years  of  age  and  after  the 
age  of  65.  In  general  all  people,  assuming  no  diagnosis  of  hyper- 
parathyroidism, deserve  as  a minimum  preventative  measure, 
calcium  and  vitamin  D supplementation. 

If  there  are  signs  of  osteopenia  and  if  osteomalacia  has  been 
ruled  out,  fluoride  may  be  added  as  NaF  20-30  mgm/d.  If  there 
is  osteopenia  and  the  patient  is  a postmenopausal  frail  white 
woman  cycled  estrogen  and  progesterone  are  added.  Estrogen 
is  to  be  avoided  in  the  presence  of  obesity  regardless  of  race 


and  should  be  delayed  in  women  who  have  experienced  late 
menopause. 

Calcium  may  be  started  in  younger  people  (35-50  years)  who 
are  adjudged  at  high  risk  for  osteoporosis. 

Males  over  50  should  have  the  minimum  Ca  and  D supple- 
ment. If  there  are  any  signs  of  osteopenia  (and  osteomalacia 
and  osteitis  fibrosa  are  not  present)  fluoride  is  added.  The  same 
can  be  said  for  women  over  65. 
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ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 


FAMILY  MEDICINE 
RESIDENCY  DIRECTOR 

Bethesda  Hospital  is  recruiting  a 
Board  Certified  FP  with  five/ten  years 
practice  experience,  experience  in 
teaching  residents,  and  excellent  clini- 
cal and  administrative  skills.  Responsi- 
bilities include  curriculum  and  staff 
development,  resident  education  and 
patient  care.  Interest  in  research  pre- 
ferred. Bethesda  Hospital  is  an  out- 
standing, progressive,  805-bed  com- 
munity hospital  health  system  affili- 
ated with  the  University  of  Cincinnati 
Medical  Center  and  Children’s  Hos- 
pital Medical  Center.  A unique  oppor- 
tunity to  develop  a Family  Medicine 
Residency  with  12  residents  initially. 
Competitive  salary,  vacation,  educa- 
tional leave,  and  benefits.  Send  CV 
and  letter  of  inquiry  to  Donald  Nun- 
list-Young,  M.D.,  Family  Medicine 
Search  Committee,  Medical  Staff  Of- 
fice, Bethesda  Hospital,  619  Oak 
Street,  Cincinnati,  Ohio  45206. 

An  Equal  Opportunity  Employer 


FAMILY  PHYSICIAN  to  join  existing 
group  practice  in  north  central  Michigan 
resort  community.  Affiliation  with  90  bed 
acute  care  hospital  with  base  population 
of  40,000.  Start-up  offers  salary  guaran- 
tees, office  space,  staff,  liability  insurance 
and  relocation  allowance.  Submit  resume 
to  MediSearch,  a division  of  Emergency 
Consultants,  Inc.,  2240  South  Airport 
Road,  Traverse  City,  MI  49684. 
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FAMILY  PRACTITIONER  — Out  pa- 
tient care  full-time  position  available  for 
residency  trained,  board  eligible/board 
certified  family  practitioner  interested  in 
a position  involving  out-patient  care. 
Pediatrics,  pre-natal  care,  adult  medicine, 
orthopedics  and  minor  surgery  responsi- 
bilities are  available.  For  information,  call 
Donald  B.  Dawson,  Director  of  Physician 
Staffing,  toll-free  at  1-800-446-2255,  in 
California  call  1-800-336-2255.  For  op- 
portunities in  Utah  call  Maryalys  Poulson 
collect  at  801-355-1234.  FHP  Professional 
Staffing,  400  Oceangate  Blvd.,  Ste.  1317, 
Long  Beach,  CA  90802. 


FHP  IS  SEEKING  AN  ORTHOPEDIC 
SURGEON  who  has  completed  or  is  cur- 
rently involved  in  a total  arthroplasty  fel- 
lowship, or  an  orthopedic  surgeon  with 
extensive  experience  in  total  joint  replace- 
ment with  particular  reference  to  revision 
arthroplasty.  For  information,  call  Don- 
ald B.  Dawson,  Director  of  Physician 
Staffing,  toll-free  at  1-800-446-2255,  in 
California  call  1-800-336-2255.  For  op- 
portunities in  Utah  call  Maryalys  Poulson 
collect  at  801-355-1234.  FHP  Professional 
Staffing,  400  Oceangate  Blvd.,  Ste.  1317, 
Long  Beach,  CA  90802. 


FREESTANDING  EMERGENCY 
CENTERS  seek  high  quality  physi- 
cians with  emergency  or  family  prac- 
tice experience  to  work  full-time  and 
part-time  in  progressive,  people  ori- 
ented FEC’s  located  in  Western  and 
Northern  New  York  communities. 
Medical  Directorship  opportunities 
also  available.  Reply  with  C.V.  and 
cover  letter  stating  availability  and  sal- 
ary requirements  to:  Medical  Center 
Consultants,  2279  Grand  Island  Blvd., 
Grand  Island,  New  York  14072. 


GENERAL/FAMILY  PRACTITIONERS 

If  you  are  looking  for  an  opportunity  to 
be  in  the  forefront  of  medical  care,  prac- 
tice preventive  medicine,  work  with  other 
innovative  professionals,  and  earn  a com- 
fortable living  in  pleasant  surroundings, 
send  your  curriculum  vitae  to  Physician 
Placement  Dept. -40.  An  equal  oppor- 
tunity employer.  CIGNA  Healthplans  of 
California,  700  N.  Brand  Blvd.,  Ste.  500, 
Glendale,  CA  91203. 


GENERAL  SURGEON  BC/BE  needed 
to  work  with  two  other  general  surgeons 
in  well-established  surgical  practice. 
Small,  pleasant  community  in  NW  Ohio 
with  well-equipped  hospital.  Reply  to  Box 
No.  50,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  Ohio 
43215. 


INTERNIST  — board  eligible/certified 
internist  needed.  Full  range  of  in  hospital 
and  out-patient  work  responsibilities.  For 
information,  call  Donald  B.  Dawson, 
Director  of  Physician  Staffing,  toll-free 
at  1-800-446-2255,  in  California  call 
1-800-336-2255.  For  opportunities  in 
Utah  call  Maryalys  Poulson  collect  at 
801-355-1234.  FHP  Professional  Staffing, 
400  Oceangate  Blvd.,  Ste.  1317,  Long 
Beach,  CA  90802. 


MEDICAL  DIRECTOR  TRAINED 
IN  EMERGENCY  MEDICARE/ 
FAMILY  PRACTICE.  Desired  for 
freestanding  emergency  care  center  in 
coastal  Connecticut  communities.  Pre- 
vious freestanding  and/or  practice 
management  experience  desired.  Ex- 
cellent compensation  with  incentive 
bonus.  Hospital  affiliated  freestanding 
ambulatory  care  center  opening  April 
1,  1985.  Reply  with  C.V.  and  cover  let- 
ter stating  availability  and  salary  re- 
quirements to:  Medical  Center  Con- 
sultants, 2279  Grand  Island  Blvd., 
Grand  Island,  New  York  14072,  (716) 
773-9039. 


NEEMA  EMERGENCY  MEDICAL 
— a professional  association  — 

Emergency  Positions  — available  with 
emergency  physician  group  in  PA,  NY, 
NJ,  VA,  WVA,  MD,  KY,  FL,  and 
throughout  New  England,  the  Southeast 
and  the  Midwest,  including  all  suburban, 
rural  and  metropolitan  areas.  Fee-for-ser- 
vice  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward 
board  certification.  Physician  department 
directors  also  desired.  Please  send  resume 
to:  NEEMA  Emergency  Medical,  Suite 
400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  215-925-3511  in  PA,  or 
800-523-0776  outside  PA. 


OHIO,  NORTHEAST:  Full-time  emer- 
gency medicine  opportunity  available  in 
early  1985.  Modern  ED  with  moderate 
patient  volume.  Competitive  rates,  flexi- 
ble scheduling  and  malpractice  insurance 
provided.  For  more  information  contact 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Suite  101,  Traverse  City, 
MI  49684;  1-800-253-1795,  or  in  Michigan 
1-800-632-3496. 

ORTHOPEDIC  SURGEON 

An  excellent  opportunity  is  available  for 
two  orthopedic  surgeons  to  join  a pro- 
gressive medical  group  in  Central  Min- 
nesota. The  community  serves  a popula- 
tion base  of  225,000  individuals  and  is  an 
excellent  base  for  an  orthopedic  surgeon. 
St.  Cloud,  Minnesota  is  the  hub  of  the 
state  and  is  home  to  three  major  colleges. 
It  is  geographically  located  to  provide 
quick  access  to  the  metropolitan  Twin 
Cities  area.  The  St.  Cloud  Community 
has  a 500-bed  hospital  with  all  the  latest 
medical  and  technological  advancements 
to  assist  the  practicing  orthopedic  sur- 
geon. 

If  interested  in  this  excellent  opportu- 
nity, please  call  collect  either  Dr.  LaRue 
Dahlquist,  President,  and/or  Daryl 
Mathews,  Administrator,  at  612/251- 
8181  and/or  send  curriculum  vitae  to  St. 
Cloud  Medical  Group,  1301  West  St. 
Germain  Street,  St.  Cloud,  Minnesota 
56301. 

ORTHOPEDIC  SURGEON  NEEDED 

We  have  an  immediate  opening  for  a 
board  eligible  orthopedic  surgeon  in 
Newark,  Ohio.  First  year  salary  $75,000 
plus  fringe  benefits.  Send  resume  to 
Orthopedic  and  Fracture  Clinic,  Inc.,  155 
McMillen  Drive,  Newark,  Ohio  43055. 

PHYSICIAN  WANTED:  Established 
convenient  care  facility  in  Midwestern 
community.  Experience  in  family  practice 
or  emergency  medicine.  Competitive  sal- 
ary and  benefits.  Flexible  schedule.  Reply 
to:  INDM,  Box  1631,  Marion,  IN  46952. 

LONDON,  OHIO:  Opening  for  board 
eligible/certified  family  practitioner. 
Partnership  practice  has  to  expand.  Ac- 
credited 90-bed  hospital  thirty  minutes 
from  Columbus,  Ohio.  Contact:  William 
T.  Bacon,  MD  or  John  C.  Starr,  MD,  194 
Elm  Street,  London,  Ohio.  Phone  — 
614/852-1811. 
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STAFF  PSYCHIATRISTS 

Immediate  openings  for  staff  psychi- 
atrists for  state  operated  350  bed  in-pa- 
tient psychiatric  hospital.  Must  be  li- 
censed to  practice  in  the  state  of  Ohio. 

We  have  5 distinct  treatment  centers, 
operate  13  wards.  Both  acute  and  chronic 
rehabilitation  programs.  We  are  located 
about  20  miles  from  a metropolitan  area 
(city  with  population  of  100,000)  with  a 
mixture  of  rural  atmosphere;  excellent 
school  systems  and  outdoor  activities. 

Salary  starts  at  $55,000  upwards  ac- 
cording to  experience  with  excellent  state 
fringe  benefits. 

Send  resume  to: 

Hae  Wohn  Johng,  MD 
Medical  Director 
Massillon  State  Hospital 
Box  540 

Massillon,  Ohio  44648 
EEO  Employer;  M/F/H 


THE  TROY-MIAMI  COUNTY  DE- 
PARTMENT OF  HEALTH  will  be  in 
need  of  a health  commissioner  to  start  on 
or  before  July  1 , 1985.  A physician  is  pre- 
ferred. Replies  may  be  sent  to  Charles  M. 
Oxley,  MD,  Health  Commissioner,  Troy- 
Miami  County  Department  of  Health, 
P.O.  Box  677,  Troy,  Ohio  45373. 


TOLEDO,  SUBURBAN  AREA:  Imme- 
diate full-time  and  locum  tenens  position 
in  new  ambulatory  care  center.  Affiliated 
with  major  hospital.  Attractive  schedule 
and  compensation,  malpractice  insurance 
provided.  Contact  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road, 
Suite  101,  Traverse  City,  MI  49684;  1- 
800-253-1795,  or  in  Michigan  1-800-632- 
3496. 


UNIVERSITY  TRAINED  BOARD  ELI- 
GIBLE OB/GYN  physician  desires  solo 
or  associate  practice.  Reply  to  Box  No. 
49,  c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio 
43215. 


UROLOGIST  — board  eligible/board 
certified  urologist  needed  for  busy  surgi- 
cal practice.  Individual  should  have  both 
adult  and  pediatric  experience.  For  infor- 
mation, call  Donald  B.  Dawson,  Director 


of  Physician  Staffing,  toll-free  at  1-800- 
446-2255,  in  California  call  1-800-336- 
2255.  For  opportunities  in  Utah  call 
Maryalys  Poulson  collect  at  801-355- 
1234.  FHP  Professional  Staffing,  400 
Oceangate  Blvd.,  Ste.  1317,  Long  Beach, 
CA  90802. 

UNIQUE  AND  EXCITING  OPPOR- 
TUNITY FOR  MD  OR  DO  interested  in 
health  promotion  and  preventive  medi- 
cine. Assist  in  the  formulation  and  deliv- 
ery of  health  care  programs  to  both  in- 
dividuals and  corporations.  Applicants 
should  have  interest  in  nutrition,  fitness, 
medical  self  care,  patient  education,  and 
stress  management.  Those  interested 
should  contact  Preventive  Concepts,  Inc., 
933  High  Street,  Suite  116,  Worthington, 
Ohio  43085. 


Office  Space 

PROFESSIONAL  OFFICE  AVAILABLE 

Well  established,  fully  equipped  and 
staffed  including  RN.  Large  w.r.  and  2 
large  exam/treatment  rooms.  Presently 
occupied  by  one  surgeon,  will  accom- 
modate one  or  two  additional  doctors. 
Centrally  located  downtown,  convenient 
to  hospitals.  Convenient  parking.  Con- 
tact: 

John  R.  Schwarzell,  MD 
283  East  State  Street 
Columbus,  OH  43215 
614/221-4541 


PHYSICIAN 

OPPORTUNITIES 

Assistant  Director,  Family  Prac- 
tice Residency  Program:  North- 
west Ohio  hospital  seeks  board 
certified,  experienced  family  prac- 
titioner for  this  excellent  salaried 
opportunity.  Time  to  be  spent 
equally  between  precepting  and 
private  practice.  Private  office 
income  available  from  prototype 
office  which  also  provides  exper- 
ience for  third  year  family  prac- 
tice residents. 

Family  Practice:  Busy  Dayton 
group  seeking  board  certified/ 
board  eligible  family  practitioner 
for  expanding  practice.  Hospitals 
close  by,  university-affiliated.  Ex- 
cellent salary  and  benefits  to 
qualified  physician. 

To  respond,  please  send  your 
curriculum  vitae  to  Mary  Beth 
Barrentine  at  PACO,  or  call  collect 
for  additional  information  on  these 
or  other  positions. 


The  Physicians 
Administrative 
Corporation 
of  Ohio 

450  West  Wilson  Bridge  Road 
Worthington,  Ohio  43085 
614-885-6666 


Position 

Wanted 


ANESTHESIOLOGIST,  very  experi- 
enced, available  now,  permanent  or 
Locum  tenens.  Many  active  licenses.  Car- 
ries own  malpractice  insurance.  Call  toll 
free,  Anesthesiologist,  1-800-638-2000  or 
reply  to  Box  No.  51,  c/o  Ohio  State  Med- 
ical Journal,  600  South  High  Street,  Co- 
lumbus, Ohio  43215. 


OSMA  Journal 
Advertising  Representatives 


Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 

The  Ohio  State  Medical  Journal 
600  South  High  Street 
Columbus,  Ohio  43215 
Telephone:  614/228-6971 


SITUATION  WANTED 

Certified  physician  assistant  seeks  em- 
ployment in  rural/small  town  practice. 

Call  216/382-8846  after  6 PM.  continued  on  next  page 
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Real  Estate 


MARCO  ISLAND,  FLORIDA 

Two-bedroom  condominium,  eleventh 
floor;  on  Gulf.  Beautifully  decorated  and 
furnished.  For  lease.  Call  513/891-1263. 


QUALITY  BLDG.,  EQUIP.,  AND 
PRACTICE  RESIDUE  AVAILABLE  — 

attractive  rental  or  lease,  and/or  seller  fi- 
nanced purchase.  Includes  waiting  room, 
business  office,  consultation  room,  4 ex- 
amining rooms,  and  laser.  Write  Mrs. 
Sadri  Alavi,  3630  Sunset  Blvd.,  Steuben- 
ville, OH  43952  or  Phone  614-264-2350 
after  9 p.m.  . 


VACATION  RENTAL:  Hilton  Head, 
Palmetto  Dunes  Resort;  2088  sq.  ft., 
poolside  villa,  sleeps  6,  fireplace,  wet  bar, 
short  walk  to  private  beach,  tennis,  golf. 
Owner  Rates.  (606)  269-9448. 


Seminars 


OCCUPATIONAL  MEDICINE 
MINI-RESIDENCY 

Intensive  4 week  program  beginning  June 
10-21,  1985  and  continuing  October  21- 
25, 1985  and  March  17-21,  1986.  The  one- 
week  continuation  portions  may  be  taken 
in  successive  years.  Clinical  and  Adminis- 
trative Occupational  Medicine,  Epi- 
demiology and  Biostatistics,  Industrial 
Hygiene,  Toxicology,  Regulations,  etc. 
Ill  AMA  Cat  I and  III  Prescribed  AAFP 
credits.  9th  year.  References  from  past 
participants  provided.  $600  per  week. 
Sidney  Lerner,  M.D.,  College  of  Medi- 
cine, Mail  Location  182,  Cincinnati,  Ohio 
45267-0182,  513-872-4043. 


THE  OHIO  UROLOGICAL  SOCIETY 
WILL  HOLD  ITS  SPRING  MEETING 

at  the  Fawcett  Center  for  Tomorrow  in 
Columbus  on  April  14,  1985  starting  at 
9:30  AM.  This  meeting  will  include  guest 
speakers  from  Medicare,  Blue  Shield,  and 


the  Legal  Department  of  the  OSMA  in 
the  morning.  In  the  afternoon,  the  Sec- 
ond Annual  Residents’  Essay  Contest  will 
be  conducted.  A luncheon  between  the 
sessions  will  be  provided.  This  meeting 
should  be  of  vital  interest  to  Ohio  urolo- 
gists in  a time  of  rapid  change  in  third 
party  reimbursement.  We  encourage 
member  and  nonmember  urologists  to  at- 
tend. For  further  details  contact  Richard 
A.  Memo,  MD,  1350  Fifth  Avenue, 
Youngstown,  OH  44504. 

1985  CME  CRUISE/CONFERENCES 
ON  SELECTED  MEDICAL  TOPICS  — 

Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credit. 
Distinguished  professors.  FLY  ROUND- 
TRIP  FREE  ON  CARIBBEAN,  MEXI- 
CAN, & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registra- 
tion limited.  Pre-scheduled  in  compliance 
with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


Equipment 


FOR  SALE:  Instruments  and  equipment 
from  surgical  and  office  ENT  practice, 
due  to  retirement.  For  itemized  list  and 
price,  reply  to  Box  No.  48,  c/o  Ohio  State 
Medical  Journal,  600  South  High  Street, 
Columbus,  Ohio  43215. 


Services 


Holter  Monitor  Scan  Service 

Scanning  for  cartridge,  cassette  or  reel- 
to-reel  recorders.  Quality  reports  by 
qualified  technicians  and  cardiologists. 
$35.00  for  scanned  report,  postage  and 
mailers.  Cardiologist  interpretation 
available.  For  more  information  call 
Advance  Medical  and  Research  Center 
1-800-552-6753. 


DOCTOR,  YOU  CAN’T  BEAT  THE 
QUALITY  OR  THE  PRICE! 
HOLTER  MONITOR  SCANNING 
SERVICE,  Physician  owned,  trained 
and  supervised.  Now  using  UP  Service 
for  faster  turnaround  time.  No  con- 
tracts to  sign.  We  can  arrange  for 
lease/purchase  of  Holter  equipment. 
New  dual  channel  recorders, 
$1,550.00.  DCG  Interpretation  (313) 
879-8860. 


Next  month  . . . 
place  your  classified 
ad  here 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity,  call  collect: 
412/741-3310. 

412/741-3310 

CompHealfh 

Wilson  Ross,  Regional  Administrator 
CompHealth  — Suite  300 
114  Centennial  Ave. 

Sewickley,  Pa.  15143 
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Valium®  (diazepam/Roche)  (£  Tablets 
' Valrelease®  (diazepam/Roche)  (jv 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  (£ 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal:  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology:  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures;  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  (1  ml)  given : do  not 
use  small  veins,  i.e.,  dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V., 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Vallum®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche ) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e.,  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2xh  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
Eire  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mg  b.i.d.  to  q.i.d.;  or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets,  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets,  2 to  10  mg  b.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2V2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2V2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam/Roche ) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 
Capsules—  1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml)  given.  Do  not  use 
small  veins,  i.e.,  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusionflask.  If  it  is  not feasi- 
ble to  administer  Valium  directly  I.V.,  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  ana  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V.,  repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults,  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly;  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V.,  repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older.  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus,  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 
Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  "V"  design — 2 mg,  white:  5 mg,  yellow;  10  mg, 
blue — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100,  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls,  2 ml,  boxes  of  10;  Vials, 

10  ml,  boxes  of  1 and  10 ; Tel-E-Ject®  (disposable 
syringes),  2 ml,  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 
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Rapidly  bound  and  unbound 


Valium  (diazepam/Roche)  I.V 
bound  to  receptor  at  30  seconds 
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Unbound 
at  60  minutes 


P Highest  concentrations  of 
occupied  binding  sites  after 
Valium  I.V.  administration 
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Receptors  not  occupied 
by  injected  Valium 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 


Copyright  © 1984  by  Roche  Products  Inc. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 


The  cut  out  “V”  design  is  a 
trademark  of  Roche  Products  Inc. 
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IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


Each  tablet  cojfbins  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride  sa 


IN  PLACE  OF 
10-25  WRITE: 


Each  tablet  contains  1 0 pig  chlordiazepoxide  and  25, ipgmmitnpty  |.ne(as  the  hydrochiondr 


I Easier  to  remember. . . easier  to  prescribe 

Please  see  summary  of  product  information  on  following  page. 


UMBITROL®(N  Tranquilizer-Antidepressant 

Before  prescribing,  pleose  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated 
with  moderate  to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants.  Do  not  use  with  monoamine 
oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinua- 
tion of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convul- 
sions and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal 
response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary 
retention  or  angle-closure  glaucoma.  Severe  constipation  may 
occur  in  patients  taking  tricyclic  antidepressants  and  anticholi- 
nergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduc- 
tion time  reported  with  use  of  tricyclic  antidepressants,  espe- 
cially high  doses.  Myocardial  infarction  and  stroke  reported 
with  use  of  this  class  of  drugs.)  Caution  patients  about  possi- 
ble combined  effects  with  alcohol  and  other  CNS  depressants 
and  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  the  first  trimester  should  olmost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 

Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiaz- 
epoxide  have  been  reported  rarely,  use  caution  in  administer- 
ing Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinua- 
tion of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline;  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of 
seizures,  in  hyperthyroid  patients  or  those  on  thyroid  medica- 
tion, and  in  patients  with  impaired  renal  or  hepatic  function. 
Because  of  the  possibility  of  suicide  in  depressed  patients,  do 
not  permit  easy  access  to  large  quantities  in  these  patients. 
Periodic  liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment  Amitriptyline  component 
may  block  action  of  guanethidine  or  similar  antihypertensives. 
Concomitant  use  with  other  psychotropic  drugs  has  not  been 
evaluated;  sedative  effects  may  be  additive.  Discontinue  sev- 
eral days  before  surgery.  Limit  concomitont  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during  the  nursing 
period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associ- 
ated with  either  component  alone:  drowsiness,  dry  mouth, 
constipation,  blurred  vision,  dizziness  and  bloating.  Less  fre- 
quently occurring  reactions  include  vivid  dreams,  impotence, 
tremor,  contusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restless- 
ness and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not  reported  with 
Limbitrol  but  requiring  consideration  because  they  have  been 
reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpi- 
tations, myocardial  infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delu- 
sions, hallucinations,  hypomania  and  increased  or  decreased 
libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and 
paresthesias  of  the  extremities,  extrapyramidal  symptoms,  syn- 
cope, changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract 
Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face 
and  tongue,  pruritus 

Hematologic:  Bone  marrow  depression  including  agranulo- 
cytosis, eosinophilia,  purpura,  thrombocytopenia 
Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anor- 
exia, stomatitis,  peculiar  taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male, 
breast  enlargement,  galactorrhea  and  minor  menstrual  irregu- 
larities in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  ond  syndrome  of  inappropriate  ADH  (antidiuretic  hor- 
mone) secretion. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  jaundice,  alopecia,  parotid 
swelling. 

Overdosage:  Immediately  hospitalize  patient  suspected  of  hav- 
ing taken  an  overdose  Treatment  is  symptomatic  and  suppor- 
tive I V administration  of  1 to  3 mg  physostigmine  salicylate 
has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poi- 
soning See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  ond 
patient  response.  Reduce  to  smallest  effective  dosage  when 
satisfactory  response  is  obtained  Larger  portion  of  daily  dose 
may  be  taken  at  bedtime.  Single  /i  s.  dose  may  suffice  for 
some  patients  Lower  dosages  are  recommended  for  the 
elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or 
four  tablets  daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets, 
initial  dosage  of  three  or  four  tablets  doily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film- 
coated,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue, 
film-coated,  each  containing  5 mg  chlordiazepoxide  and 
12  5 mg  amitriptyline  (as  the  hydrochloride  salt)— bottles  of 
100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription 
Paks  of  50 
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-PRESIDENTIAL  PERSPECTIVES- 

Public  Information 

Our  newest  challenge 

By  A.  Burton  Payne,  MD 


During  the  1984  OSMA  Annual 
Meeting,  the  House  of  Delegates 
directed  the  association  through 
Substitute  Resolution  29-84,  to 
“establish  as  a top  priority  a 
public  education  effort  organized 
by  the  OSMA  Department  of 
Communications  to  provide 
information  regarding  the  effect  of 
social,  economic  and  scientific 
changes  in  the  medical  care 
system.” 

I am  pleased  to  report  to  you 
that  this  public  education  effort 
will  be  ready  to  launch  at  the  1985 
OSMA  Annual  Meeting.  Since  the 
resolution  was  approved  a little 
less  than  a year  ago,  the  OSMA 
Department  of  Communications 
under  the  direction  of  the 
Communications  Committee, 
chaired  by  William  Dorner,  Jr., 
MD  of  Akron,  has  worked 
diligently  to  make  this  campaign  a 
reality. 

The  OSMA  leadership  has  long 
been  aware  of  the  fact,  as  pointed 
out  by  the  resolution,  that  the 
majority  of  our  citizens  lack  a 
thorough  understanding  of  the 
various  experimental  health  care 
delivery  and  financing  systems  that 
have  appeared  in  recent  years. 
Although  every  effort  has  been 
made  through  the  years  to  educate 
the  public  about  these  various 
changes,  it  has  been  an  uphill 
battle.  Frankly,  our  adversaries 
have  more  money  than  we  do  to 
take  their  messages  to  the  public 
through  the  media.  But  in  1985  we 
hope  to  begin  to  change  that.  By 
Annual  Meeting  it  is  our  plan  to 
have  ready  for  county  medical 
societies  a public  education 
campaign  which  involves  paid 
advertising  on  television,  radio  and 


in  print.  In  addition,  each  member 
will  be  given  support  material  such 
as  posters,  brochures  and  buttons, 
which  highlight  or  further  expand 
the  messages  of  the  campaign. 
Using  these  tools  we  want  to  be 
able  to  educate  the  public  about 
recent  changes  in  the  health  care 
delivery  system  and  how  those 
changes  may  impact  upon  their 
own  personal  health  care.  In 
addition,  we  want  to  make  certain 
that  the  public  understands  that  in 
the  changing  health  care 
environment  the  physician  is  the 
only  person  who  can  legitimately 
act  as  its  advocate. 

It  is  not  an  easy  task  and  we 
will  need  the  help  of  every 
physician  in  the  state  to  make  the 
campaign  a success.  First  of  all, 
we  will  need  your  financial  help. 
During  annual  meeting  and 
throughout  the  summer  each 
county  medical  society  will  be 
given  the  opportunity  to  view  the 
advertisements  and  materials 
prepared  by  the  OSMA  and  decide 
how  they  may  best  be  used  in 
their  own  individual  communities. 
The  OSMA  will  be  able  to  provide 
each  medical  society  with 
recommended  advertising  plans  to 
help  deliver  the  messages  to  the 
public  in  the  most  cost  efficient 
manner.  It  will  be  the 
responsibility  of  each  society  to 
decide  how  much  advertising  they 
want  to  do  and  to  pay  for  that 
advertising.  In  areas  where 
television  extends  beyond  county 
lines,  for  maximum  effectiveness 
several  counties  may  want  to  band 
together  to  purchase  the 
advertising  time. 

But  money  is  certainly  not  the 
most  important  thing  we  are 


asking  of  you.  To  be  successful, 
this  program  requires  that  each  of 
our  members  works  on  an 
individual  level  to  carry  the 
messages  of  the  campaign  home  to 
his  or  her  patients. 

Buying  advertising  time  to  tell 
people  that  their  physician  is  their 
only  advocate  in  the  health  care 
field  is  a waste  of  money  if  that 
person  has  a physician  who  he  or 
she  feels  doesn’t  communicate. 
That’s  why  what  you  do  in  your 
office  is  the  most  important  aspect 
of  the  OSMA’s  campaign.  I think 
the  public  has  been  fairly 
forthright  about  what  they  want 
from  physicians.  They  want 
someone  who  will  communicate 
with  them.  At  the  1984  Annual 
Meeting  the  OSMA  Department  of 
Communications  launched  a 
program  — The  Extra  Mile  — 
which  was  designed  to  assist 
individual  physicians  and  county 
medical  societies  in  improving  the 
communications  flow  with  patients 
and  the  public. 

This  year  we  will  be  extending 
our  level  of  communications  by 
taking  it  into  the  public  arena.  I 
hope  that  the  OSMA  can  count  on 
your  support.  Health  care  — 
particularly  health  care  costs  — is 
a hot  issue  and  will  remain  a hot 
issue  in  the  foreseeable  future. 
During  the  coming  years,  you  are 
going  to  be  constantly  faced  with 
new  programs,  suggestions  and 
recommendations  for  ways  to 
change  health  care  delivery  to 
make  it  more  cost  effective.  It  will 
take  everyone’s  efforts  to  make 
certain  that  you  and  your  patients 
do  not  suffer  from  these  changes. 
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From  the  Editor’s  Desk 


Annual  Meeting,  1985 


The  Ohio  State  Medical 
Association’s  House  of  Delegates 
will  convene  in  Columbus  this  year 
from  May  17-19. 

At  this  time,  proposed 
resolutions  will  be  heard  and 
discussed,  a new  President  will  be 
installed,  and  a President-Elect 
will  be  chosen.  Continuing  medical 
education  courses  will  follow  the 
House’s  more  formal  proceedings, 
and  will  cover  a variety  of  subjects 
and  specialties. 

If  you  have  ever  wondered 
about  your  dues  dollar  — and/or 
what  your  Association  has  done 
for  you  lately,  the  Annual  Meeting 
couldn’t  be  a better  place  to  find 
out.  Those  resolutions  you  hear 
are  the  work  of  OSMA 
committees  or  colleague-members 
who  are  actively  working  to  shape 
the  course  of  medicine’s  future. 
These  resolutions  reflect  the 
interests,  as  well  as  the  concerns, 
of  the  medical  profession  at  a time 
when  the  entire  health-care  system 
is  experiencing  a massive  shake-up. 
The  business,  which  will  be 
conducted  by  members  of  the 
House,  is  an  attempt  to  meet 
those  concerns  head  on,  and  solve 
them  in  a way  that  will  work  for 
everyone  — especially  the  patient, 
who  often  becomes  trapped  under 
the  wheels  of  political  and  third- 
party  progress. 

If  you  want  to  know  what  the 
Association  has  done  for  you 
lately,  listen  closely  to  the  words 
of  the  current  president,  as  he 
makes  his  address,  and  to  the 
statement  of  the  incoming 
president.  They’ll  tell  you  of  the 
progress  made,  the  goals  set,  and 
the  challenges  yet  to  come. 

Those  challenges  can  be  met  — 


if  they  are  met  by  an  organization 
of  active,  concerned  physicians. 
Cliched  as  it  sounds,  more  can  be 
achieved  together  than 
individually,  and  — risking 
another  cliche  — much  more  can 
be  achieved  by  members  who  are 
involved  with  their  organization 
and  the  issues  at  hand. 


If  you  want  to 
know  what  the 
Association  has 
done  for  you  lately, 
listen  closely  to  the 
words  of  the 
current  president 
as  he  makes  his 
address,  and  to  the 
statement  of  the 
incoming  president. 
They’ll  tell  you  of 
the  progress  made, 
the  goals  set,  and 
the  challenges  yet 
to  come. 


If  you  have  never  before 
attended  an  Annual  Meeting,  this 
would  be  a good  year  to  come. 
The  issues  have  never  been  hotter 
— or  more  in  need  of  your 
involvement.  This  issue  of  the 


Journal  gives  you  a preview  of 
what  is  to  come.  Why  not  circle 
the  date  on  your  calendar  now? 

It’s  never  too  late  to  get  involved. 

In  unrelated  matters  this  month, 
one  of  our  authors  takes  a look  at 
a pre-med  student  who  plunged 
briefly  into  the  world  of  teaching 
before  going  on  to  medical  school. 
Does  such  an  experience  prove  to 
be  an  enriching  one  for  a future 
physician?  In  fact,  can  a teaching 
experience  make  a better  MD? 
These  are  the  questions  this  article 
attempts  to  answer. 

Another  author  examines  the 
report  published  in  a Toledo 
newspaper  last  March  which  stated 
that  Toledo’s  mortality  rate  is 
higher  than  that  of  Ohio  — and 
of  the  entire  United  States.  Is  it 
true?  Our  author  thinks  not,  and 
explains  why. 

You’ll  also  find  in  this  issue 
advice  on  counseling  parents  of 
handicapped  children,  news  on  the 
OSMA  Communications 
Committee’s  Public  Education 
Campaign,  how  hospitals  are 
attempting  to  contain  the  costs  of 
antibiotic  therapy,  and  a Second 
Opinion  that  takes  government  to 
task  for  dictating  the  practice  of 
medical  care.  And  don’t  miss  our 
brand  new  column.  “Ask  the 
Ombudsman”  which  debuts  on 
page  280.  You  may  find  the 
answer  to  your  questions  already 
there  . . . and  if  not,  this  regular 
department  will  provide  you  with 
an  excellent  opportunity  to  ask 
what  is  on  your  mind. 

There  is  a lot  to  focus  on  in  this 
issue  — as  well  as  at  this  year’s 
Annual  Meeting.  We  hope  you 
have  an  opportunity  to  enjoy 
both.  — Karen  S.  Edwards 
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i Your  Corner  Of  The  World 


THE  HARBOUR  Resort/Marina 
Community  . . . this  beautifully 
situated  and  precisely  designed  resort 
community  affords  its  residents  abundant 
natural  beauty  along  with  privacy  and 
elegance  . . . the  Midwest’s  premier 
address  for  resort-style  living. 

Silhouetting  the  skyline  on  East 
Sandusky  Bay;  THE  HARBOUR  provides 
the  ultimate  in  waterfront  living  . . . 
distinctive  condominiums  on  canal 
waterways,  private  boat  dockage;  exclusive 
clubhouses  with  tennis  and  pools  . . . the 
cozy  glow  of  your  fireplace  in  winter  . . . 
Lake  Erie,  the  Islands  and  nearby  ports 
await  your  exploration  in  spring  and 
summer. 

THE  HARBOUR  Resort/Marina 
Community  . . . casual  elegance;  grace  and 
style  . . . your  comer  of  the  world  awaits. 
Prime  waterfront  condorniniums  are  still 
available  for  magnificent  resort  living  or 
real  estate  investment.  Call  or  visit  today. 
(419)  626-9696  or  1-800-824-3841. 

THE  HARBOUR 

2001  CLEVELAND  ROAD 

SANDUSKY,  OHIO  44870 

Models  shown  by  appointment. 

Open  Daily  8 A.M.-5  P.M. 

Weekends  Noon-5  P.M. 


)N  SANDUSKy  BA yf. 


J.B.  Wolff  / 
& Associates 


'Void  where  restricted  by  law 


-Second  Opinion 

The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


The  Medical  Gospel 
According  to  the  Government 


Even  while  American  medicine 
is  desperately  attempting  to  adjust 
to  the  ever  increasing  financial 
maelstrom  created  by  the 
government’s  new  Medical 
Prepayment  Plan,  the  bureaucrats 
in  Washington  are  busily 
continuing  to  pull  apart  the 
delicate  fabric  of  our  health  care 
system.  On  the  surface,  this  may 
appear  to  be  a too  pessimistic  or 
even  alarmist  view,  but,  if  we 
examine  what  our  elected  public 
officials  and  our  federal  agencies 
are  up  to,  we  all  have  reason  to  be 
concerned. 

Recently,  the  Department  of 
Health  and  Human  Services  had 
encouraged,  and  is  now 
concluding,  contracts  with  certain 
designed  state  and  regional  groups 
known  as  professional  review 
organizations  (PROs)  which  will 
directly  interfere  in  a very 
dramatic  way  with  the  actual 
medical  management  of 
hospitalized  patients  throughout 
the  country.  These  local 
organizations,  which,  during  the 
previous  12  years,  were  charged 
with  the  responsibility  for 
monitoring  and  controlling  the 
costs  of  the  Medicare  program,  are 
now  guaranteeing  the  government 
that  they  will  not  only  eliminate 
unnecessary  hospital  admissions, 
but  will  significantly  reduce,  by 
specific  numbers  or  percentages, 
patient  deaths  and  complications 
within  medical  institutions  in  their 


By  Robert  J.  White , MD 


geographical  areas.  While  it  is  not 
clear  how  they  will  bring  about 
these  laudatory  changes,  it  is 
strongly  implied  that  large 
numbers  of  patients  are  presently 
dying  or  suffering  complications  in 
our  hospitals  that  are  preventable. 
What  an  indictment  of  American 
medicine!  And,  if  these  target 
figures  set  by  the  local  PRO  are 
not  reflected  in  improved  mortality 
and  morbidity  statistics  for 
regional  hospitals,  Medicare 
funding  could  punitively  be 
withheld  from  the  local  health 
system. 

This  same  governmental  agency, 
the  Department  of  Health  and 
Human  Services,  is  recommending 
changes  in  federal  policy  that  will 
permit  not  only  comparison  of 
cost,  but  levels  of  medical  care 
between  hospitals.  Thus, 
individual  hospitals  and  groups  of 
physicians  would  be  rated  in  terms 
of  lengths  of  hospitalizations  for 
various  diagnoses,  whether  serious 
complications  developed,  such  as 
infection,  and  whether  patients 
lived  or  died.  All  of  this  medical 
grading  would  be  derived  from  the 
data  base  accumulated  by  the  local 
professional  organizations  over  the 
last  12  years.  Unfortunately,  this 
historical  information  is  tragically 
flawed  and  misleading  and  would 
have  a destructive  effect  on  health 
care. 

Even  in  the  sacrosanct  area  of 
medical  ethics,  the  government  is 


no  longer  silent,  for  almost 
weekly,  new  regulations  are  being 
promulgated,  directing  hospitals 
and  physicians  as  to  whom  they 
may  treat  and  to  what  extent. 
While  these  present  rulings 
primarily  deal  with  the  rights  of 
handicapped  infants  (the  so-called 
“Baby  Doe”  cases),  they  represent 
only  the  beginning  of  the 
legislative  invasion  of  medicine. 

With  this  further  penetration  by 
government  into  the  health  care 
system,  the  innovative  uniqueness 
that  has  characterized  American 
medicine  will  be  replaced  by 
bureaucratic  inertia.  Already,  a 
doctor,  because  of  financial  forces 
operating  in  the  health  care 
market  place,  is  extremely  limited 
in  terms  of  admitting  and  keeping 
patients  in  the  hospital.  Now,  the 
federal  and  the  state  health 
agencies  are  planning  on  dictating 
to  the  physician  whom  they  may 
treat  and  where  such  treatment  is 
to  take  place.  Tomorrow,  they  will 
determine  what  drugs  may  be 
administered  and  what  surgeries 
may  be  performed.  Welcome  to 
the  new  brave  world  of  American 
health  care.  OSMA 


Robert  J.  White,  MD,  PhD,  is 
Professor  of  Surgery,  Case  Western 
Reserve  University  and  Director  of 
Neurosurgery,  Cleveland  Metropolitan 
General  Hospital. 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1.  PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 

Address 

City Zip 

Telephone  ( ) 

Specialty 


LOCAL  REPRESENTATIVES: 

BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 

Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  441 13 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  441 16 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-8211 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

23711  Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


PIE  MUTUAL  INSURANCE  COMPANY  100  Erleview  Plaza 


Cleveland,  OH  44114 
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Marketing  still  a hot 

The  latest  group  to  enter 
discussions  on  physician  marketing 
is  the  radiologists,  whose  recent 
newsletter,  ACR  Bulletin,  covers 
the  subject  in-depth. 

“There  is  an  unwillingness  to 
recognize  the  changes  that  are 
taking  place,  and  to  make  sure 
those  changes  do  not  lead  to  a 
diminution  in  quality  of  care,” 
says  James  M.  Morefield,  MD,  of 
Sacramento,  California,  chairman 
of  the  Committee  on  Economics 
of  the  Commission  on  Radiologic 
Practice.  He  adds  that  the 
government  is  fostering  a market 
system  in  medicine  which  didn’t 
exist  previously.  “If  we  deny  that 
is  going  on,  then  we  will  be  left 
behind.” 

Jerome  F.  Wiot,  MD, 

Cincinnati,  past  president  of  the 
American  College  of  Radiology 
takes  a more  conservative  stance. 

“I  don’t  like  what  I’m  seeing.  I 
think  that  . . . you  make  yourself 
available,  you  charge  reasonable 
prices,  and  you  do  good  work. 
That’s  the  way  you  should  achieve 
your  success  or  lack  of  it.  If  there 
is  truly  market  research  done,  and 
there  is  a perceived  need,  that’s 
fine.  But  I don’t  like  physicians 
advertising.” 

According  to  Leonard  Berlin, 
MD,  Chicago,  however,  physician 
advertising  is  not  creating  much  of 
a furor  anymore.  Dr.  Berlin  was 
one  of  the  first  physicians  to 
advertise,  following  the  FTC’s 
landmark  decision  in  1979.  His 
ads,  which  “raised  the 


issue 

consternation  of  my  colleagues”  in 
1980,  attracted  little  attention  in 
1984.  It  suggests  to  him  that  the 
public  — and  physicians  — are 
beginning  to  accept  physician 
advertising  — “but  I’m  not  sure  it 
accomplishes  much,”  he  adds. 

Both  he  and  other  physicians, 
are  finding  more  valid  marketing 
tools. 

He  believes,  for  example,  that  a 
CME  course  he  offered  physicians 
on  magnetic  resonance  was  much 
more  effective  in  marketing  his 
practice,  as  were  local  radiologists’ 
participation  in  a cancer  screening 
project. 

“That  engendered  tremendous 
response.  The  cancer  society  had 
over  18,000  calls,”  he  remarks. 

Dr.  Moorefield  suggests  that 
advertising  is  really  only 
appropriate  when  it  is  directed  to 
the  referring  physician,  and  that 
advertising  directly  to  the  patient 
is  inappropriate. 

“You  can  do  a lot  of  marketing 
. . . without  doing  any 
advertising,”  he  says. 

“Marketing  includes  having 
patients  want  to  come  back  to  you 
by  making  your  waiting  room 
attractive,  reducing  their  waiting 
time,  having  descriptive 
brochures.” 

In  the  final  analysis,  the  report 
concludes,  good  marketing  doesn’t 
necessarily  mean  advertising,  but  it 
does  mean  increasing  visibility  to 
patients  and  to  referring 
physicians. 


Physicians  needed 
for  medical  coverage 
of  sporting  events 

Volunteer  physicians  are  needed 
throughout  the  state  to  help  local 
school  systems  with  medical 
coverage  of  athletic  events, 
according  to  Robert  D.  Clinger, 
director  of  the  department  of 
health  education  for  the  Ohio 
State  Medical  Association. 

Physicians  are  needed  to  serve 
as  full-time  team  physicians,  as 
well  as  to  cover  individual  events, 
such  as  football  games  and 
wrestling  tournaments. 

Although  team  physicians  are 
not  required  at  school  athletic 
events  by  state  law,  those 
volunteering  in  this  capacity  serve 
an  important  function,  says 
Clinger.  “These  physicians  act  as 
a close  liaison  between  medicine 
and  the  schools  in  helping  to 
ensure  the  health  and  safety  of 
Ohio’s  students,”  he  says. 

Clinger  points  out  that  since 
1975,  a total  of  82  Ohio 
physicians  have  been  honored  by 
OSMA  for  20  years  or  more  of 
service  as  high  school  team 
physicians. 

“Often  when  these  physicians 
retire  it  is  difficult  for  the  schools 
to  find  a ready  replacement,”  he 
says.  “In  this  case,  a close  liaison 
between  the  county  medical  society 
and  the  school  administration  can 
be  invaluable.” 

Physicians  interested  in 
becoming  involved  should  contact 
their  county  medical  societies. 
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Over  17  years  and  untold 
manhours.  That’s  what  CyCare  has 
invested  in  the  study  of  health  care. 
We’ve  long  since  earned  our 
diploma.  While  many  aspiring  com- 
petitors failed  to  make  the  grade. 

We  chofl  one  specialty.  The 
delivery  of  health  care  is  a specializ- 
ed business.  Your  data  processing 
company  should  understand  it 
thoroughly.  That’s  tough  to  do  if 
they're  also  marketing  to  banks,  fac- 
tories and  the  like. 

From  the  beginning,  CyCare 
decided  to  commit  only  to  the 
medical  industry.  Our  staff  of  over 
600  has  been  living  and  breathing  it 
ever  since. 

Experience  only  CyCare  can 
claim.  CyCare  has  studied  with 
thousands  of  physicians,  ad- 
ministrators, and  nurses.  We’ve 
worked  with  nearly  850  clients  of  all 
specialties  and  size.  In  17  years, 
we’ve  treated  data  processing 
challenges  of  every  kind. 

You  know  experience  is  the  best 
teacher.  So  choose  a company  that’s 
been  around  long  enough  to  learn. 

Our  knowledge  benefits  you.  Our 
experience  taught  us  that  each  client 
is  different.  We  designed  systems 
that  easily  accomodate  any  type  of 
case.  We  learned  you  didn’t  want 
useless  “bells  and  whistles”,  so  we 
developed  practical  software  that 
enhances  the  delivery  of  patient 
care.  We  discovered  the  fear  of 
system  obsolescence.  So  we  created 
modular  systems  that  can  be  expand- 
ed at  any  time. 


Learning  never  stops.  Like  you, 
we  never  stop  learning.  We  invest 
more  in  research  each  year  than 
most  of  our  competitors  gross  in 
sales.  We  listen  to  your  ideas,  look 
for  new  ways  to  improve  your  prac- 
tice, and  stay  abreast  of  industry 
needs.  It’s  the  only  way  to  take  the 
lead. 

Compare  our  credentials.  Ex- 
amine CyCare  thoroughly.  Demand 
as  much  from  us  as  you  demand 
from  yourself.  Look  at  our  ex- 
perience, our  financial  stability.  Ex- 
amine our  products  and  talk  to  our 
clients.  Find  out  why  CyCare  is  the 
leading  supplier  to  medical  group 
practices,  HMOs  and  ambulatory 
care  facilities  nationwide. 

Put  us  to  the  test.  We’re  prepared. 


Ask  about  CyCare ’s  Cl  00 
APPOINTMENT  SCHEDULING.  The 
physician  time  management  system 
for  small  and  medium  size  practices. 


□ Rush  free  details  to  me  about 
CyCare. 

□ Have  a representative  contact  me 
My  business  card/letterhead  is 
attached. 

No.  of  Phys 

Mail  to:  CyCare,  520  Dubuque 
Building  Dubuque,  Iowa  52001 
319/556-3131 


Sates  and  Service  Offices: 

Atlanta,  GA;  Cherry  Hill,  NJ;  Chicago,  IL;  Dallas, 
TX;  Denver,  CO;  Miami,  FL;  Minneapolis,  MN; 
New  York,  NY;  Portland,  OR;  San  Diego,  CA; 
Spokane,  WA;  Canada:  Toronto,  Ont. 

Authorized 


National  ISO 
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Counseling  Parents  of 
Handicapped  Children 


By  Mary  C.  Michael 


As  the  wife  of  a physician,  the 
mother  of  a disabled  son  and  a 
mental  health  professional,  I have 
become  acutely  aware  of  the 
negative  comments  made  by 
parents  of  handicapped  children 
concerning  physician-parent 
communications. 

From  my  vantage  point,  the 
focus  on  handicapping  conditions 
seems  to  have  moved  from 
treatment  for  the  target  person 
toward  understanding  the  internal 
struggle  of  parents  of  the 
handicapped.  Currently,  it  is  the 
parent-professional  relationship 
which  has  come  under  scrutiny, 
with  parents  becoming  increasingly 
verbal  about  their  feelings.  We 
find  the  relationship  has  been  less 
than  satisfactory. 

Every  parent  has  his  or  her  own 
story  about  an  insensitive  or 
hurtful  remark  made  by  one  of 
their  doctors.  I believe  that  in 
their  effort  to  interpret  the  cause, 
treatment  or  prognosis  of  a 
trauma,  the  physician  sometimes 
makes  comments  that,  while 
logical  and  realistic,  are 
interpreted  as  blunt,  insensitive  or 
uncaring  by  the  distraught  parent. 
Likewise,  an  act  of  omission,  e.g., 
neglecting  to  say  the  few  words 
that  parents  need  to  hear  in  order 
to  relieve  their  fears  or  stress,  may 
also  be  misinterpreted.  Parents  are 
ambiguous  in  their  feelings, 
wanting  reality,  but  sometimes 
resenting  or  fearing  it. 

Physicians  can  do  much  to 
improve  the  parent-physician 
partnership  through  an  increased 
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Counseling  Parents 

continued 


If  the  first  actual 
verbalization 
regarding  the 
prognosis  contains 
ill-chosen  words  or 
lack  of  empathetic 
affect,  it  will  cut 
like  a knife  and  will 
not  be  forgotten 
nor  forgiven. 


awareness  of: 

1.  The  “grieving”  process 
experienced  by  parents  of 
handicapped  children. 

2.  The  basic  counseling  techniques  of 
effective  listening  and  supportive 
responses. 

3.  The  clear,  honest  and  open 
communication  system. 

4.  The  prevailing  stereotypes  which 
reduce  respect,  foster  pre- 
judgements, and  jeopardize  the 
relationship. 

The  Grieving  Process 
It  is  important  for  physicians 
who  provide  direct  care  to 
handicapped  children  and/or  their 
parents  to  be  familiar  with  the 
reactions  that  parents  experience 
which  may  prevent  effective 
communication.  Dr.  Elizabeth 
Kubler-Ross  first  described  the 
“grieving  stages”  as  a reaction  to 
loss.  It  is  important  for  physicians 
to  understand  how  grieving  or 
mourning  is  a reaction  to  the  loss 
of  the  ideal  child  . . . and  how 
having  a handicapped  child  is 
experiencing  a chronic  loss  . . . 
and  how  that  loss  places  great 
stress  on  the  parents  and  family. 

It  is  also  important  for 
physicians  to  understand  that  this 
process  almost  always  follows  the 
same  sequence,  even  though  the 
duration  and  the  intensity  of  the 
grieving  vary,  depending  on  the 
parents’  perception  of  their  loss  of 
the  “child  of  their  dreams.” 

There  is  much  evidence  that  the 
higher  the  parents  are  on  the 
professional  or  social  ladder,  the 
more  difficult  it  is  for  them  to 
accept  the  shock,  guilt  and  blame 
that  accompany  the  abrupt  and 
radical  change  in  their  life  goals 
that  a handicapped  child  brings. 
The  specific  process  experienced 
by  most  parents  of  handicapped 
children  follows: 


Denial: 

For  parents  of  handicapped 
children,  this  is  represented  by  the 
initial  shock  and  disbelief  in  the 
diagnosis.  While  they  appear  to 
accept  the  diagnosis  intellectually, 
they  do  not  and  cannot  yet 
emotionally.  While  some  parents 
appear,  on  the  outside,  to  be 
ready  for  realistic,  technical 
information  on  the  child’s 
limitations,  on  the  inside  they  are 
still  feeling  that  the  whole  thing  is 
a mistake  and  often  they  plan  to 
search  for  a new  diagnosis. 

Anger: 

Having  a child  with  a birth 
defect  threatens  the  most  basic 
moral,  religious  and  ethical  beliefs 
of  the  parents.  Their  typical 
feelings  and  attitudes  at  this  point 
are  “why  me”  and  “the  world 
isn’t  fair.”  They  are  full  of  self- 
blame, they  are  often  unable  to 
love  their  child,  and  they  are 
angry  because  of  guilt  and 
resentment  over  the  extensive  time 
investment.  The  old  defense 
mechanism  emerges  and  parents 
project  their  anger  outward;  they 
often  blame  their  doctors,  the 
initial  bearer  of  the  bad  news. 

Bargaining: 

During  this  stage,  parents 
believe  that  if  they  can  become  the 
“best  parents,”  providing  for  the 
best  medical  treatment  and  every 
other  opportunity,  the  child  will 
improve.  A new  kind  of 
cooperation  emerges,  but 
underneath,  the  parent  is  feeling: 
“If  only  I could  find  a new 
doctor,  a new  treatment,  a new 
clinic,  etc.”  They  have  yet  to 
come  to  terms  with  their  situation. 

Depression: 

This  stage  brings  about  acute 
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pain  and  sadness.  While  the  loss 
implicit  in  the  birth  of  a baby 
with  a defect  is  not  readily 
apparent  to  others,  it  is  profound. 
There  is  a chronic  mourning  with 
continued  disappointment  as 
reality  sets  in.  Many  authors 
describe  an  increased  incidence  of 
alcoholism,  child  abuse,  and 
marital  problems  during  this  stage. 
Parents  may  withdraw  from  active 
involvement  and,  because  of 
extreme  frustration,  lose  all  ideals 
they  ever  had  for  the  child. 

Acceptance: 

While  most  parents  describe 
passing  through  all  of  the  above 
stages,  they  do  move  on  and 
adjust  to  reality.  They  start  to 
realize  that  they  themselves  still 
have  important  human  needs  and 
that  it  is  not  necessary  to  be 
model  or  perfect  parents.  They 
realize  that  their  child  is  more  like 
other  children  in  his  or  her  needs 
for  love.  They  begin  to  treat  their 
child  in  a more  realistic  way  with 
appropriate  limits  and  discipline. 
Parents  can  now  be  effective 
members  of  support  groups, 
helping  others.  Only  after 
acceptance  can  the  ideal  parent- 
physician  partnership  emerge. 

It  is  important  to  stress  that  the 
process  is  not  always  as  orderly 
and  predictable  as  implied.  Not  all 
parents  experience  the  above 
“grieving  stages,”  moving  to 
acceptance  in  the  same  way. 
Moreover,  parents  are  rarely  in 
any  one  stage,  but  moving 
between  two  or  three  stages.  It  is 
possible  to  move  to  the  acceptance 
stage  within  the  first  year  of  the 
child’s  life;  however,  some  parents 
remain  in  the  denial  or  anger  stage 
for  years.  But  knowledge  of  these 
general  stages  can  do  much  to 
help  the  physician  in 


understanding  parents’  seemingly 
unjustified  expressions  of  feelings, 
and  to  provide  the  needed 
counseling. 

Basic  Counseling 

The  pediatrician  or  family 
physician  who  cares  for  the 
handicapped  child  must  play  an 
important  role  in  counseling  and 
advising  the  family.  It  is  during 
the  first  year  that  parents  see  their 
doctor  as  primary  in  their  child’s 
care.  There  is  a great  dependence 
here.  But  as  with  any  dependence, 
there  is  the  potential  for  an 
underlying  resentment. 

It  is  easy  to  understand  that  the 
ambivalent  feelings  resulting  from 
denial  and  anger  are  often  the 
cause  of  miscommunication  during 
the  initial  stages.  For  instance, 
parents  often  find  it  easier  not  to 
reveal  information  so  as  not  to 
hear  what  they  cannot  bear  to 
hear. 

Almost  any  honest  or  realistic 
statement  made  by  the  physician 
about  the  child’s  future  limitations 
comes  as  a shock  to  the  parents’ 
emotional  system  (even  though 
they  appear  to  accept  it 
intellectually).  Extreme  caution 
must  be  used  by  the  physician.  If 
the  first  actual  verbalization 
regarding  the  prognosis  contains 
ill-chosen  words  or  lack  of 
empathetic  affect,  it  will  cut  like  a 
knife  and  will  not  be  forgotten 
nor  forgiven.  The  words  will  grow 
in  disproportion  within  the 
parent’s  mind. 

It  is  critical  during  the  initial 
stages  that  parents  have  the 
opportunity  to  express  their 
feelings.  The  physician  must  meet 
the  parents’  anxieties  with 
considered  attention,  providing  for 
time  to  work  toward  building  a 
trusting  relationship.  It  is  during 


the  initial  stages  that  the  physician 
can  set  the  tone  of  the  relationship 
which  will  prevail  in  future  years. 
For  example,  the  repeated  parent 
questioning  implying  distrust  of 
medical  procedures  (during  the 
anger  or  bargaining  stages),  will 
only  antagonize  the  relationship 
and  may  result  in  losing  the 
patient,  unless  the  physician  can 
add  the  role  of  compassionate 
counselor  to  medical  expertise. 

Clear  Communication 

Strong  emotion  scares  us.  We 
want  to  hold  it  down.  Treating  a 
patient  with  severe  or  multiple 
birth  defects  often  causes  a deep 
sense  of  disappointment  within  the 
physician.  In  an  effort  to  spare 
the  parent  from  the  overwhelming 
shock  and  sadness,  physicians 
sometimes  avoid  discussion  of  the 
total  prognosis  all  at  once,  the 
idea  being  that  it  will  be  easier  on 
the  parent  to  receive  bits  of 
information  at  a time.  However, 
research  shows  that  total  honesty, 
communicated  sensitively,  followed 
by  continuous  support  and  care  is 
critical  in  the  very  beginning. 

Physicians  who  care  for 
handicapped  children  must  also  be 
knowledgable  about  community 
services,  legislation  affecting  the 
handicapped,  the  rights  of  parents, 
and  the  realities  of  financial  costs. 
Physicians  are  often  the  first  line 
of  information  and  demonstrate 
their  sincere  concern  by  making 
referrals  to  appropriate 
community,  family  and 
educational  service  agencies.  They 
may  function  as  parental 
advocates  in  obtaining  these 
appropriate  services. 

Avoid  Prevailing  Stereotypes 

We  all  judge  people  by  the  way 
they  dress,  talk,  etc.,  and  a 

continued  on  page  233 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
105  West  Fourth  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 


Counseling  Parents 

continued 

problem  for  many  parents  is  their 
feeling  that  some  professionals  do 
not  consider  their  perceptions 
worthwhile.  A major  parental 
complaint  has  involved  the  lack  of 
respect  parents  often  feel  from 
physicians.  It  is  important  to 
remember  that  even  the  most 
inarticulate  parents  can  contribute 
worthwhile  information  about 
their  child  which  is  crucial  for 
total  communication. 

While  all  parents  relate  feelings 
of  agony,  helplessness,  inadequacy 
and  shame,  we  cannothold 
stereotyped  beliefs.  We  cannot 
hold  that  all  parents  have  trouble 
accepting  their  handicapped  child 
and  are  immobilized  from  carrying 
out  responsibilities.  The  fact  is 
that  most  parents  succeed  in 
coping  with  the  stress  in  a 


The  physician  is  in 
a unique  position 
to  set  the  tone  for 
a lasting  parent- 
professional 
relationship.  Extra 
time  spent  during 
the  initial  stages  in 
providing  accurate 
information  will 
make  the  parent 
aware  of  the 
physician’s  sincere 
interest. 


constructive  way.  By  genuinely 
respecting  the  parents  as  human 
beings,  physicians  can  do  much  to 
pave  the  way  toward  parental 
acceptance. 

To  Summarize 

The  grieving  process,  with 
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accompanying  feelings  of  sadness 
and  helplessness,  is  a common 
reaction  of  parents  over  the  loss 
of  their  ideal  child.  In  order  to  be 
truly  helpful  and  avoid 
misunderstandings,  the  physician 
must  understand  the  process  of 
adaptation,  the  internal  struggles 
of  the  parents,  the  defense 
mechanisms,  and  have  a 
knowledge  of  basic  counseling 
techniques. 

The  physician  is  in  a unique 
position  to  set  the  tone  for  a 
lasting  parent-professional 
relationship.  Extra  time  spent 
during  the  initial  stages  in 
providing  accurate  information  as 
well  as  advising  on  the  resources 
available  will  make  the  parent 
aware  of  the  physician’s  sincere 
interest. 

While  there  has  been  a focus  on 
the  common  parental  reactions  of 
having  a child  with  a 
developmental  disability,  it  should 
be  remembered  that  individual 
parents  will  adapt  in  different 
ways.  Therefore,  the  physician 
must  be  aware  of  the  general 
needs  as  well  as  the  uniqueness  of 
each  particular  family.  The 


physician’s  communication  should 
be  tactful  and  timed  to  coincide 
with  parental  ability  to  adapt. 

OSMA 


Mary  C.  Michael,  Willoughby,  is  a 
licensed  school  psychologist  with  the 
Willoughby-Eastlake  Board  of 
Education. 
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Photo  by:  Thomas  Standley.  Courtesy  of  the  Toledo  Area  Chamber  of  Commerce. 

A Health  and  Hospital 
Profile  of  Toledo 


By  James  H.  Price , PhD 


Introduction 

In  Michael  Woods’  article,  “A 
Health  Profile  for  Northwest 
Ohio,”  which  appeared  in  The 
Toledo  Blade  last  March,  it  was 
reported  that  the  Toledo  area  has 
higher  mortality  rates  than  Ohio 
and  the  United  States.  In  addition, 
the  Toledo  Area  Consortium  for 
Affordable  Health  Care  contends 
that  Toledo  has  a higher  per 
capita  hospital  utilization  rate  than 
both  Ohio  and  the  United  States. 
This  article  is  a response  to  the 


above  two  assertions.  Although 
the  Woods  article  focuses  on 
Lucas  county,  we  felt  it  was 
appropriate  to  concentrate 
primarily  on  the  City  of  Toledo 
since  75%  of  the  citizens  of  Lucas 
County  reside  in  Toledo. 

Health  Status 

A variety  of  factors  directly  or 
indirectly  affect  the  health  status 
of  a population.  Variables 
commonly  considered  include:  age, 
employment  levels,  income, 
socioeconomic  status,  race, 


available  hospital  facilities  and 
amount  of  money  expended  for 
health  care  services  (see  Table  1). 

Economically  advantaged 
people,  for  example,  have  greater 
access  to  health  care  and  a 
standard  of  living  which  is 
associated  with  better  health.  Low 
income  Americans  have  an  overall 
mortality  rate  1.6  times  that  of 
high  income  Americans,  an  infant 
mortality  rate  almost  twice  as 
high,  and  over  three  times  the 
number  of  disability  days.  Blacks 
have  twice  the  infant  mortality 
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rate  and  over  three  times  the 
maternal  mortality  rate  of  whites. 
The  elderly  constitute 
approximately  1 1 % of  the 
population  and  account  for  29% 
of  health  care  expenditures. 

Chronic  disease  is  common  for 
most  elderly  Americans.  Eighty 
percent  have  one  or  more  chronic 
conditions. 

Mortality  Rate 

Comparing  state  and  national 
figures  with  those  of  cities  such  as 
Toledo  reveals  little,  since  it  is 
well  known  that  metropolitan 
areas  have  much  higher  mortality 
rates  than  do  rural  areas.  The 
figures  for  Ohio  and  the  United 
States  obviously  include  those  of 
rural  areas.  A more  meaningful 
assessment  of  Toledo’s  health 
profile  can  be  determined  by 
comparing  Toledo  to  the  other 
major  metropolitan  communities 
in  Ohio.  Table  1 provides  a 
comparison  of  eight  large  cities  in 
Ohio  with  regard  to  vital  statistics 
and  health  care. 

Toledo  has  a mortality  rate  of 
10.3  per  1,000  which  is  higher 
than  both  the  United  States  rate 
(8.7/1,000)  and  the  Ohio  rate 
(8.7/1,000).  However,  Toledo  has 
one  of  the  lowest  mortality  rates 
in  Ohio  for  a metropolitan  area. 

The  Woods  article  indicated  that 
Toledo’s  rates  of  various  types  of 
cancer  and  cardiovascular  disease, 
“warrant  specific  attention  from 
area  residents.”  We  are  in  strong 
support  of  this  notion.  The 
majority  of  citizens  in  Toledo, 
Ohio  and  indeed  the  United  States 
should  pay  close  attention  to  the 
high  rates  of  cardiovascular 
disease  and  cancer.  Interestingly, 
Toledo  has  lower  rates  of  both 
cancer  and  heart  disease  than  the 
overall  average  scores  of  the  larger 
cities  in  Ohio  (see  Table  2).  With 
regard  to  cancer  and  heart  disease, 
Toledo  ranks  fifth  and  sixth 
respectively  among  the  eight  major 


Ohio  metropolitan  communities  in 
this  survey.  Toledo  also  has  a 
lower  average  rate  for  cities  in 
accidents,  diabetes  and 
atherosclerosis.  These  data  show 
wide  fluctuations  which  may  in 
part  be  due  to: 

1.  Inclusion  of  government 
hospitals. 

2.  Regional  specialty  hospitals 
which  draw  from  a large 
regional  area. 


The  majority  of 
citizens  in  Toledo 
and  indeed  the  U.S. 
should  pay  close 
attention  to  the 
high  rates  of 
cardiovascular 
disease  and 
cancer. 


3.  The  location  of  the  hospital  in 
relation  to  city,  county  and 
state  boundaries. 

However,  the  trend  clearly 
indicates  that  Toledo  hospitals 
compare  very  favorably  to  other 
metropolitan  areas. 

Physicians 

The  number  of  schools  and 
enrollments  in  medicine  and 
osteopathy  have  increased 
considerably  since  the  early  1960s. 
In  1960,  the  physician  to 
population  ratio  was  144  per 
100,000  and  in  1980  it  was  199  per 
100,000.  The  concern  recently 
reported  by  the  Graduate  Medical 
Education  National  Advisory 
Committee  (GMENAC)  is  that 
there  will  be  an  excess  of 
approximately  70,000  physicians 
(220  per  100,000)  by  1990.  It  has 


been  suggested  that  each  physician 
will  generate  between  $200,000  and 
$400,000  per  year  in  health  care 
costs.  This  would  mean  an 
estimated  cost  of  $1.4  to  $2.8 
billion  dollars  in  excess  medical 
expenditures.  Five  of  the  eight 
Ohio  cities  have  lower  rates  of 
physicians  per  100,000  population 
when  compared  to  Toledo. 

High  Cost  of  Health  Care 

The  American  health  system  is 
suffering  from  a chronic  condition 
of  rising  health  care  expenditures 
which  is  rapidly  approaching  the 
critical  level.  The  following  are 
examples  of  the  problems  related 
to  the  high  cost  of  health  care: 

A.  Over  the  past  15  years,  annual 
average  health  care  expenditures 
have  grown  at  a rate  of 
approximately  12.5%. 

B.  The  United  States  spent  an 
estimated  $332  billion  for  health 
care  in  1982.  This  figure 
represents  10.5%  of  our  Gross 
National  Product. 

C. In  1982,  health  care 
expenditures  amounted  to 
$1,365  for  every  man,  woman 
and  child. 

D. The  average  American  spends 
the  equivalent  of  one  month’s 
salary  each  year  to  pay  for 
health  care. 

Hospital  care  expenditures  in 
1982  were  $136  billion,  or  41%  of 
total  national  health  care 
expenditures.  Expenditures  for 
physician  services  were  the  second 
leading  source  of  health  care  costs 
at  $62  billion  (19%).  Nursing 
home  care  costs  were  $27  billion, 
(8%)  of  health  care  expenditures, 
while  drugs  and  medical  sundries 
contributed  $22  billion  to  the  total 
bill. 

Hospital  Care  Expenditures 

When  evaluating  the  efficiency 
of  hospital  services  in  the  Toledo 
area,  a number  of  areas  must  be 
examined. 
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A Health  and  Hospital  Profile  of  Toledo 

continued 


TABLE  1 

BACKGROUND  PROFILE  OF  SELECTED  OHIO  CITIES 


RACE  (%) 

UN- 

EMPLOYED 

(%) 

POVERTY 

(%) 

GREATER 
THAN 
65  YEARS 
(%) 

DEATH  RATE 
PER  1,000 
POPULATION 

CITY 

POPULATION 

WHITE 

BLACK 

Akron 

237,177 

77.0 

22.2 

14.2 

15.0 

13.5 

10.5 

Cincinnati 

385,457 

65.2 

33.9 

13.2 

19.7 

14.5 

11.4 

Cleveland 

573,822 

53.9 

43.8 

15.7 

22.1 

13.0 

12.1 

Columbus 

564,871 

76.5 

22.1 

10.0 

16.5 

8.9 

8.3 

Dayton 

203,371 

62.1 

37.0 

17.0 

20.8 

11.8 

10.4 

Lima 

47,381 

78.6 

20.5 

N.A. 

16.9 

12.7 

11.1 

Toledo 

354,635 

80.1 

17.4 

13.0 

13.6 

12.5 

10.3 

Youngstown 

115,436 

64.8 

33.4 

24.4 

18.2 

14.6 

12.2 

Average  of 
Above 

310,269 

65.2 

30.0 

14.0 

18.2 

12.2 

10.8 

Ohio 

10,797,630 

89.0 

10.0 

12.5 

10.3 

10.8 

8.7 

N.A.  = Not  Available 

Sources:  U.S.  Department  of  Commerce,  County  & City  Data  Book,  1983  edition. 

Ohio  Department  of  Health,  Vital  Statistics  1982  Annual  Report,  Columbus,  Ohio 
(Table  20). 


TABLE  2 

1982  RESIDENT  DEATHS  FROM  TEN  LEADING  CAUSES  OF  DEATH 
(RATE  PER  1,000,000  POPULATION) 


CITY 

HEART  DISEASE 

MALIGNANT  NEOPLASM 
(CANCER) 

CEREBROVASCULAR 
DISEASE  (STROKE) 

ACCIDENTS 

CHRONIC  OBSTRUCTIVE 
PULMONARY  DISEASE 

DIABETES  MELLITUS 

PNEUMONIA  & 
INFLUENZA 

SUICIDE 

ATHEROSCLEROSIS 

CHRONIC  LIVER 
DISEASE  & CIRRHOSIS 

Akron 

400.5 

234.8 

80.5 

40.5 

35.8 

26.6 

22.8 

17.3 

19.0 

11.4 

Cincinnati 

469.6 

266.2 

73.9 

38.7 

33.2 

21.0 

30.4 

16.1 

8.0 

14.3 

Cleveland 

465.5 

271.5 

85.4 

47.6 

29.1 

28.2 

23.4 

16.9 

9.6 

22.1 

Columbus 

285.6 

198.6 

59.3 

35.6 

26.6 

19.8 

17.9 

15.2 

8.9 

10.3 

Dayton 

412.4 

214.2 

77.8 

37.1 

27.6 

25.1 

26.1 

15.6 

14.0 

13.5 

Lima 

455.9 

268.0 

82.3 

35.9 

52.8 

10.6 

6.3 

16.9 

16.9 

14.8 

Toledo 

411.7 

240.5 

88.0 

28.5 

35.5 

22.3 

20.6 

16.1 

14.1 

16.4 

Youngstown 

462.6 

263.4 

121.3 

44.2 

34.7 

35.5 

25.1 

8.7 

41.6 

17.3 

Average  of  Above 

420.4 

244.7 

83.6 

38.5 

34.4 

23.6 

21.6 

15.4 

16.5 

15.0 

Ohio 

349.3 

199.3 

68.4 

34.9 

27.9 

19.1 

17.6 

12.7 

12.2 

10.3 

Source:  Ohio  Department  of  Health,  Vital  Statistics  1982  Annual  Report,  Columbus,  Ohio 
(Table  21  & 22). 


For  example,  the  best  indicator 
of  efficient  use  of  hospitals  is 
hospital  patient  days  per  capita. 
This  reflects  the  extent  to  which  a 
community  utilizes  its  hospital 
facilities.  Although  Toledo  is 
higher  than  the  Ohio  average,  it 
compares  very  favorably  to  other 
major  Ohio  cities.  The  Toledo 
area  hospital  patient  days  per 
capita  are  2.2,  the  lowest  of  any 
city  in  the  sample  and  a full  day 
less  than  the  selected  city  average 
rate.  In  addition,  Toledo  has  one 
of  the  lowest  average  length  of 
hospital  stays  as  compared  to 
other  major  Ohio  cities. 


Toledo  has  one  of 
the  lowest  Hospital 
Expenditures  per 
capita  of  Ohio 
cities.  Residents  of 
Toledo  spent  an 
average  of 
$1 ,056.25  per  year 
for  hospital  care. 


Utilization  of  resources  is  also  a 
vital  area  of  comparison.  Two 
factors  likely  to  affect  a hospital’s 
costs  are  the  number  of  beds  per 
100,000  population  and  hospital 
occupancy  rates.  National 
Guidelines  for  Health  Planning, 
issued  in  1978,  called  for  not  more 
than  400  hospital  beds  per  100,000 
and  an  occupancy  rate  of  at  least 
80%.  When  the  bed-to-population 
ratio  is  larger  than  400  per 
100,000  and/or  the  occupancy  rate 
is  below  80%,  then  higher  costs 
for  empty  beds  cause  significant 
increases  in  the  per  day  room 
charges  in  hospitals.  As  indicated 
in  Table  3,  the  number  of  hospital 
beds  in  Toledo  (828.2/100,000)  is 
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above  the  rate  of  Ohio  but  is  the 
lowest  of  the  eight  selected  Ohio 
cities.  Hospital  occupancy  level  for 
Toledo  is  above  the  recommended 
national  average  (80%)  and  has 
the  highest  rate  of  occupancy  of 
the  Ohio  cities. 

The  above  factors  contribute  to 
the  total  hospital  expenditures 
realized  by  a community.  Table  3 
clearly  indicates  that  Toledo  has 
one  of  the  lowest  Hospital 
Expenditures  per  capita  of  Ohio 
cities.  Residents  of  Toledo  spent 
an  average  of  $1,056.25  per  year 
for  hospital  care.  This  compares 
to  $1,636.42  for  Cleveland, 
$1,715.79  for  Dayton  and  an 
average  of  $1,272.69  for  those 
cities  in  the  sample. 

Conclusion 

In  summary,  the  following 
points  are  made  with  respect  to 
the  contentions  presented  in  the 


article  by  Michael  Woods. 

A.  It  is  not  surprising  that  the 
mortality  rate  in  Toledo  is 
higher  than  the  state  average 
when  the  following  factors  are 
taken  into  account: 

1.  Toledo’s  percentage  of 
minorities  is  greater  than  the 
state  average. 

2.  Unemployment  in  Toledo  is 
extremely  high. 

3.  The  city’s  poverty  level  is 
greater  than  the  state 
average. 

4.  Toledo  has  a greater  percent 
than  the  state  average  of 
individuals  over  65  years  of 
age. 

B.  Many  of  the  rural  areas  around 
major  cities  do  not  have  the 
advanced  medical  technology 
needed  to  treat  many  patients 
and  therefore  patients  are  sent 
to  the  major  cities  for 

continued  on  page  243 


TABLE  3 

VITAL  STATISTICS  AND  HEALTH  CARE  OF  SELECTED  OHIO  CITIES 


CITY 

HOSPITAL 

PATIENT 

DAYS 

(PER 

CAPITA) 

AVERAGE 

LENGTH 

HOSPITAL 

STAY 

(DAYS) 

HOSPITAL 

BEDS 

(PER  100,000 
POPULATION) 

HOSPITAL 

OCCUPANCY 

(PERCENT) 

HOSPITAL 

EXPENDI- 

TURES 

(PER 

CAPITA) 

ACTIVE 
PHYSICIANS 
(PER  100,000 
POPULATION) 

Akron 

2.8 

9.0 

848 

84.1 

$ 992.28 

181 

Cincinnati 

4.1 

8.4 

1,436 

83.8 

$1,636.42 

287 

Cleveland 

3.6 

10.0 

1,214 

78.3 

$1 ,559.20 

275 

Columbus 

2.4 

8.1 

948 

78.3 

$ 984.63 

59 

Dayton 

4.0 

8.6 

1,443 

78.5 

$1,715.79 

188 

Lima 

4.3 

7.0 

1,511 

77.5 

$1,493.84 

130 

Toledo 

2.2 

8.3 

828 

84.1 

$1,056.25 

232 

Youngstown 
Average  of 

4.7 

8.7 

1,655 

N.A. 

N.A. 

167 

above 

3.2 

8.7 

1,143 

80.6 

$1,272.69 

198 

Ohio 

1.4 

8.1 

599 

78.8 

N.A. 

153 

N.A.  = Not  Available 

Sources:  1 . Ohio  Department  of  Health,  Vital  Statistics  1982  Annual  Report,  Columbus,  OH 
(Table  20). 

2.  U.S.  Department  of  Commerce,  County  and  City  Data  Book,  1 983  edition  (based 
on  county  data). 

3.  American  Hospital  Association,  American  Hospital  Association  Guide  to  the  Health 
Care  Field,  Chicago,  IL,  1983. 

4.  American  Hospital  Association,  Hospital  Statistics,  1983  edition. 
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His  name  is  Howard,  but  he  could  be  any  one 
of  a number  of  pre-med  students  who  feel  they 
would  like  to  broaden  their  perspective  by  teaching  . . . 


In  1982,  the  Association  of 
American  Medical  Colleges  (AAMC) 
began  a three  year  study  of  the 
general  professional  education  of  the 
physician,  which  usually  includes  eight 
years  of  college  preparation  and 
medical  school.  Preliminary  results  of 
the  study  indicate  that  the  "practice  of 
medicine  must  combine  scientific 
knowledge  with  an  appreciation  and 
respect  for  human  needs,"  that 
"knowledge  acquired  from  many  fields 
can  broaden  the  perspective  of 
students  as  they  progress  through 
college  and  enlarge  their  understanding 
of  the  role  they  will  play  in 
society, "and  "medical  school  and 
college  faculties  must  cooperate  in 
establishing  an  environment  that 
promotes  students'  acquisition  of 
caring  attitudes."1 

If  caring  attitudes,  a broad 
perspective  on  learning  and  respect  for 
human  needs  are  vital  qualities  in  the 
preparation  of  prospective  physicians, 
then  how  do  colleges  that  feature  pre- 
med  programs  nurture  these  qualities? 

One  such  way  is  to  encourage  pre- 
med  students  to  gain  teaching 
experience  in  a local  school  setting. 
Teaching  experience  helps  pre-med 
students  develop  an  appreciation  for 
human  needs,  broadens  their 
perspectives  and  backgrounds  and 
promotes  the  acquisition  of  caring 
attitudes. 

Such  was  the  case  of  at  least  one 
pre-med  student  who  accepted  the 


By  Jerome  E.  DeBruin 


challenge  of  teaching  before  he 
embarked  on  a career  in  medical 
school.  The  following  includes  his 
perceptions  of  his  teaching  experience, 
an  experience  which  has  significant 
implications  for  medical  educators 
today: 

His  name  is  Howard,  but  he  could 
be  any  one  of  a number  of  pre-med 
students  who  feel  they  would  like  to 
broaden  their  perspective  as  pre-med 
students  by  teaching  at  the  secondary 
school  level.  A biology  major  in  the 
College  of  Arts  and  Sciences,  Howard 
had  no  previous  teaching  experience 
per  se,  but  firmly  believed  that  one 
should  actually  teach  if  one  wanted  to 
find  out  what  teaching  was  all  about. 
He  also  felt  that  teaching  would 
expand  his  horizons  and  make  him  a 
well  rounded  pre-med  student. 

Howard's  interest  in  teaching  began 
early  in  his  school  years.  He  attended 
parochial  elementary  and  secondary 
schools  and  felt  he  never  had  any 
qualms  about  his  teachers  for  they 
were  the  "kind  that  were  good  in 
shaping  me  as  an  individual  and 
developing  self-discipline  in  me." 

He  added  that  from  early  on  he  had 
an  interest  in  medicine,  mostly 
because  of  the  self-discipline  needed  to 
become  a physician.  He  noted  that  he 
acquired  a good  education  in  his  early 
years  of  schooling  and  the  same  self- 
discipline  carried  over  into  his  high 
school  work. 

In  his  pre-med  studies  at  the 


university,  Howard  worked  hard  but 
had  difficulty,  which  fortuitiously,  led 
to  his  interest  in  teaching  and 
eventually  to  the  solidification  of 
medicine  as  a career  choice. 

Eventually,  Howard  also  helped  his 
peers,  tutoring  them  and  learning  a 
great  deal  in  the  process.  "I  enjoyed 
helping  out  and  showing  people  what 
was  actually  going  on.  It  was  a great 
feeling  when  their  eyes  lit  up  and  they 
said  "I  understand  this  now.  It's  not 
so  bad  after  all." 

Howard  perceived  the  danger  of 
rote  memorization  of  facts  in  learning 
when  he  noted,  "Most  of  the  students 
had  been  trying  to  memorize  their 
way  through  the  materials.  That's  not 
the  way  to  learn.  Rather  than  facts, 
you  must  first  understand  what  you 
are  doing.  Teaching  for  me,  was  one 
way  to  develop  that  understanding. 

"It  sure  helped  out  later  too  when  I 
made  the  choice  to  attend  medical 
school,"  Howard  said,  "I  promised 
myself  I would  no  longer  memorize 
the  material;  rather  I'd  understand  it." 

Howard's  views  on  the 
memorization  of  facts  are  supported 
by  Horrobin2  and  reinforced  by 
Bishop3  when  they  say: 

No  matter  how  complete  and  valid 
are  the  facts  taught  in  medical 
school,  those  facts  will  be  partly 
unknown  to  and  partly  forgotten 
by  even  the  best  students  within  a 
week  of  graduation,  will  themselves 
partly  cease  to  be  facts  within  a 
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Can  a Teaching  Experience  Make  a Better  MD? 

continued 


in  addition  to  discipline  problems  and  the 
inability  to  explain  major  concepts  in 
simple  terms,  Howard  was  faced  with  the 
task  of  motivating  the  unmotivated 
student  to  become  a caring  student. 


very  short  time  and  within  20  years 
of  graduation  will  be  of  little  value. 
After  graduation,  . . . the  only  way 
a doctor  is  effectively  able  to  keep 
up  to  date  is  if  he  personally  seeks 
out  selectively  the  information  of 
value  to  him  from  a vast  morass 
which  is  available  . . . 

Howard's  interest  in  understanding 
rather  than  memorizing  facts  while 
helping  students  in  organic  chemistry 
led  him  into  the  public  schools. 

Howard's  expectations  of  teaching 
were  varied  before  he  embarked  on  his 
clinical  work  in  the  classroom.  He 
knew  little,  for  example,  about  the 
school's  Intermediate  Science 
Curriculum  Studies  (ISCS)  science 
program  and  its  individualized 
discovery  oriented  philosophy  and 
approach.  He  plunged  into  the  lesson 
by  first  giving  instructions  on  how  to 
do  the  experiment.  This  was  followed 
by  the  students  doing  the  same 
experiment  at  the  same  time  which 
was  contrary  to  the  individually  paced 
activities  advocated  by  ISCS.  Howard 
felt  that  the  lesson  went  fairly  well, 
however,  as  students  worked 
judiciously  with  magnets  and  forces. 

Howard's  major  problem  involved 
the  use  of  language  and  his  inability 
to  explain  sophisticated  concepts  in 
simple,  understandable  terms.  Other 
communication-type  challenges 
awaited  him  as  his  teaching  experience 
progressed  throughout  the  quarter. 

Howard  continued  to  grow  in  his 
knowledge  and  understanding  of 
promoting  effective,  caring  human 
relations  skills  when  he  entered  the 


communications  stage  which 
eventually  led  to  the  development  of 
wholesome  discipline  and  caring 
attitudes  in  students.  Open 
communication  with  defined 
expectations,  specific  tasks  to  be 
completed  and  sufficient  time  and 
materials  to  complete  the  tasks  were 
the  main  features  of  this  stage.  “You 
get  what  you  expect/'  remarked 
Howard.  “I  had  higher  expectations 
for  the  students  and  gave  them  the 
opportunity  to  meet  those 
expectations.  It  was  great." 

In  addition  to  discipline  problems 
and  the  inability  to  explain  major 
concepts  in  simple  terms,  Howard  was 
faced  with  the  task  of  motivating  the 
unmotivated  student  to  become  a 
caring  student.  He  knew  little  about 
the  use  of  the  springboards  to 
facilitate  student  motivation  and  thus 
bring  about  change  in  students' 
attitudes.  To  him  there  were  some 
students  who  were  just  there  and 
didn't  really  care.  “They  didn't  really 
care  if  they  were  learning,"  noted 
Howard.  “They  were  just  sitting  there 
messing  with  their  experiment  or 
doing  nothing  at  all." 

Howard's  response  was  a 
subconscious  one  which  prevented  the 
development  of  caring  attitudes  in 
students.  "Subconsciously,  I turned 
those  students  off  who  were  not  with 
it  and  I hit  the  students  who  were 
gung-ho  on  learning,"  confided 
Howard.  "The  most  enthusiastic 
youngsters  got  more  of  my  attention.  I 
stayed  away  from  those  who  were 
turned  off,"  admitted  Howard.  "In 


retrospect,  I should  have  done  just  the 
opposite.  I should  have  devoted  more 
time  to  the  turned  off  students." 

Howard  tackled  another  impediment 
for  maximum  change,  the  problem  of 
meeting  individual  differences,  with  a 
great  deal  of  effort  but  experienced  the 
frustrating  feeling  of  teaching  for  the 
"middle  of  the  class." 

"You  can't  spend  too  much  time 
with  one  student  because  you  neglect 
another.  It  was  frustrating."  He 
added,  "The  real  dilemma  in  teaching 
is  that  you  never  know  how  neglecting 
one  student  will  affect  that  student 
over  the  course  of  a year  or  a 
lifetime." 

Howard  soon  became  aware  of 
other  impediments  to  change,  such  as 
the  pressures  teachers  face  and  how 
these  pressures  affect  their 
performance.  He  learned  that  some 
pressures  could  be  handled  directly  by 
teachers,  others  were  beyond  their 
control. 

The  same  pressures  would  be 
evident  in  the  medical  profession 
Howard  reasoned.  He  felt  that  high 
school  teachers,  like  medical  school 
educators,  have  little  control  over 
what  has  happened  to  the  student 
before  entering  school.  He  also  felt 
that  he  had  little  control  over  what 
happens  at  home.  "Maybe  the  student 
gets  beaten  at  home  and  this  turns  the 
student  off  to  everything,"  he  said. 
"Or,  maybe  parents  tell  their 
youngsters  that  biology  is  not 
important  so  the  student  turns  that  off 
and  never  develops  an  interest  in 
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Can  a Teaching  Experience  Make  a Better  MD? 

continued 


Howard’s  perception  of  himself  as  a 
“pretty  tough  grader”  was  the  result  of 
his  university  experience.  His  philosophy 
on  grading  was  similar  to  that  found  in 
medical  school.  You  either  did  well,  or 
not  so  well. 


medicine.  Howard,  also  indicated  that 
he  had  little  control  over  conditions  at 
home  that  led  to  certain  peer  pressures 
that  operated  in  the  classroom. 

Most  important,  however,  was 
Howard's  perception  of  how  to  handle 
societal  pressures  as  youngsters 
manifest  outside  tensions  in  the 
classroom.  He  noted,  "Good  teachers 
must  be  sensitive  to  students  by 
showing  a great  deal  of  respect  for 
human  needs. 

Howard  experienced  personal 
growth  and  broadened  his  perspective 
on  the  role  he'd  play  in  society  as  a 
result  of  his  teaching  experiences.  He 
felt  best  when  students  could 
understand  a concept  that  they  could 
not  grasp  before. 

His  self  concept  as  a person 
continued  to  improve  because  of  his 
success  in  teaching.  He  felt  more 
comfortable  in  front  of  large  groups 
and  he  felt  relaxed  and  comfortable 
when  working  with  students. 

When  Howard  reflected  on  his 
university  classes  and  ensuing  teaching 
experience  he  admitted  that  he  often 
became  inhibited  when  he  had  to 
express  his  own  personal  beliefs  and 
values.  "I  have  no  problem  asking 
factual  questions  in  a content  field 
such  as  biochemistry,  but  when  I get 
into  a class  that  involves  a discussion 
of  one's  own  personal  beliefs  and 
values,  I have  trouble."  He  added, 
"Teaching  has  helped  me  overcome 
this  inhibition.  I'm  less  ill  at  ease, 
possibly  because  the  students  and  the 
teachers  made  me  feel  comfortable  in 


our  discussion-oriented  classes.  I hope 
the  same  holds  true  in  medical 
school." 

It  was  interesting  to  note  that 
Howard,  a student  in  Arts  and 
Sciences,  felt  that  youngsters  learned 
best  by  the  lecture  method,  perhaps 
one-half  hour  periods,  whereas  older 
students  by  more  independent  work. 
Howard's  reason  for  the  use  of  the 
lecture  method  with  younger  students 
was  simple.  "If  you  put  them  alone, 
most  of  them  are  going  to  mess 
around."  It  is  that  precise  "messing 
around"  that  science  educators 
(Hawkins,  1965;  DeBruin,  1980; 

James,  1983)  want  youngsters  to 
do.4'5'6 

At  the  high  school  level,  Howard 
advocated  more  independent  work  but 
was  frustrated  with  the  large  class  size 
and  the  feeling  you  "were  not  reaching 
everyone."  Howard  quickly  recalled 
the  ineffectiveness  of  rote  memory 
learning  in  organic  chemistry  and  thus 
opted  for  greater  exploration  and 
understanding  of  the  material  at  hand 
with  small  group,  inquiry-oriented 
laboratory  sessions  in  his  teaching. 
Support  for  Howard's  views  are 
voiced  by  Brinton  et  al.  who  advocate 
small  group  inquiry  oriented 
instructional  sessions.7 

Howard's  perception  of  himself  as  a 
"pretty  tough  grader"  was  the  result  of 
his  university  experience,  especially 
lab  experiences.  His  philosophy  on 
grading  was  similar  to  that  found  in 
medical  school  in  that  "you  either  did 
well  or  not  so  well." 


When  asked  what  qualities  and 
characteristics  make  up  an  effective 
teacher,  Howard  said,  "First  and 
foremost,  especially  in  the  abstract 
sciences,  effective  teachers  are  able  to 
digest  complex  materials  and  have  the 
ability  to  present  these  in  a very 
understandable  way."  Effective 
teachers,  thought  Howard,  should  not 
stress  complex  material  via  rote 
memorization,  but  rather  teach  basic 
understandings  while  instilling  in 
students  the  idea  that,  "It's  not  as 
hard  as  it  sounds."  In  addition, 
effective  teachers  must  have  a great 
deal  of  patience. 

"An  effective  teacher  should 
promote  caring  attitudes  and  question 
asking,  because  there  are  a lot  of 
inquisitive  minds  out  there,"  added 
Howard.  In  addition  to  the  asking  of 
probing  questions,  he  noted,  "an 
effective  teacher  motivates  students  to 
do  their  best  and  furthers  learning  in 
the  process." 

As  a university  educator,  this  writer 
agrees  but  wonders  if  and  how  the 
qualities  and  characteristics  of  effective 
teachers  can  actually  be  taught  and 
developed  in  a clinical  field-based 
education  program.  Howard  thought 
that  such  was  possible.  He  also  felt 
that  pre-med  majors  should  teach,  as 
teaching  provides  valuable  experience 
in  preparing  for  medical  school  and 
for  the  role  they  will  play  in  society  in 
the  future. 

Howard  broadened  his  perspective 
on  teaching  and  society  in  general  as 
he  became  cognizant  of  neglected 
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disciplines  and  areas  where  new 
emphasis  should  be  placed.  He 
recommended  that  clinical  educators 
should  carefully  screen  candidates  for 
teaching  and  noted  that  some  people 
would  not  make  good  teachers 
because  of  lack  of  patience  or  inability 
to  handle  students'  questions. 

He  advocated  clinically  field-based 
experience  as  early  as  the  freshman 


year  in  an  undergraduate  program,  as 
opposed  to  waiting  until  the  junior  or 
senior  year.  By  early  clinical  field- 
based  experience,  "students  would 
know  whether  teaching  was  for  them," 
explained  Howard.  "I  now  know 
something  about  teaching  because  I 
actually  taught,"  he  added  with  a note 
of  conviction.  "It  helped  me  make  a 
decision  about  my  career  in  medicine 


in  that  it  helped  me  understand 
various  problems  that  society  faces. 
Actually,  the  medical  profession 
should  follow  the  same  clinical  model 
because  the  professions  are  so 
similar,"  advised  Howard. 

Howard  said  that  the  problem  in 
pre-med  programs  in  Arts  and 
Sciences  is  one  of  class  size  — 200 
students  crammed  into  an  auditorium 
is  just  too  impersonal.  He  advocated 
smaller  laboratory  sections,  more 
clinical  experience  for  pre-med 
students,  experience  similar  to  that 
gained  in  the  College  of  Education  and 
Allied  Professions.  "You  need  more 
clinical  experience.  In  Education, 
students  first  prepare  to  go  to  schools, 
then  actually  teach  in  the  schools  and 
return  to  campus  to  discuss  what  they 
did.  It's  like  a trial  and  error 
internship.  That's  the  way  to  go.  It's  a 
good  way  to  shape  someone  to 
function  in  society  as  a teacher,  pre- 
med  student  and  complete  human 
being."  OSMA 


Jerome  E.  DeBruin  is  with  the  College 
of  Education  and  Allied  Professions, 
at  the  University  of  Toledo,  Toledo, 
Ohio. 


A Health  and  Hospital 
Profile  of  Toledo 

continued 

complicated  and  costly  medical 
care. 

C.  Given  the  above  two  points,  it 
is  inappropriate  to  compare 
major  cities  with  state  averages 
which  contain  figures  from 
rural  areas. 

D. When  compared  to  other  cities 
of  similar  size,  Toledo’s 
mortality  rates  and  health  care 
costs  compare  very 
favorably.  OSMA 


James  H.  Price,  PhD  is  a professor  in 
the  Department  of  Health  Promotion 
and  Human  Performance,  University 
of  Toledo. 
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Monitoring  Antibiotics 


One  Way  to 

Curb  Health  Care  Costs 


By  Susan  Porter 


The  discovery  of  penicillin  by 
Alexander  Fleming  in  1928  has 
been  viewed  by  many  as  the 
advent  of  the  present-day  era  of 
modern  medicine.  Few  discoveries 
either  before  or  since  that  time 
have  had  such  far-reaching  impact 
on  the  eradication  of  infectious 
disease  and  the  improvement  in 
the  quality  of  medical  care 
available  to  the  world’s 
population. 

Since  that  initial  discovery, 
researchers  and  scientists  have 
been  working  steadily  to  improve 
and  refine  penicillin  and  other 
antibiotic  substances.  As  a result, 
numerous  products  designed  to 
suppress  the  growth  and 
reproduction  of  bacteria  are 
produced  by  the  pharmaceutical 
companies  each  year. 

This  wide  variety  of  products 
has  left  physicians,  pharmacists 
and  those  in  charge  of  ordering 
drugs  for  hospital  formularies  to 
question  which  particular  agents 
should  be  kept  on  hand  for  their 
patients.  “Large  numbers  of  drugs 
are  very  similar,”  points  out  Ian 
Baird,  MD,  director  of  infectious 
diseases  and  hospital 


epidemiologist  at  Riverside 
Methodist  Hospital  in  Columbus. 
“It  becomes  very  expensive  if  we 
try  to  add  all  of  them  to  our 
formulary.” 

The  current 
emphasis  on 
practicing  cost- 
efficient  medicine 
has  caused  many 
to  question  the 
need  and  use  for 
so  many  agents 
which  perform 
virtually  the  same 
function. 

For  example,  there  are  currently 
nine  different  brands  of  penicillin 
available  in  the  marketplace,  says 
Dr.  Baird.  In  addition,  numerous 
other  agents  such  as  cephalosporin 
have  been  developed  to  combat 
penicillinase,  an  enzyme  produced 


by  some  bacteria  which  makes 
them  resistant  to  penicillin. 

At  present,  there  are  six  third- 
generation  cephalosporins  on  the 
market,  according  to  Dr.  Baird. 
“These  are  all  good  active  drugs. 
But  the  point  is,  there  is  very  little 
difference  between  second  and 
third  generation  cephalosporins.” 

And  with  the  current  emphasis 
on  health  care  cost  containment, 
health  care  professionals  are 
forced  to  continue  to  seek  out  new 
ways  to  keep  costs  low.  “If  this 
has  to  be  done,  it  has  to  be  done 
without  sacrificing  quality  of 
care,”  says  Dr.  Baird.  “In  the 
case  of  antibiotics,  it  can  be  done 
without  sacrificing  any  quality  of 
care  at  all.” 

There  is  no  question  that 
antibiotics  are  very  necessary 
drugs;  they  have  resulted  in  major 
advances  in  medical  care,  Dr. 

Baird  told  fellow  physicians, 
residents  and  other  attending  a 
recent  morning  lecture  on 
“Antibiotics  and  Cost 
Containment”  at  Riverside 
Hospital.  “Certainly  we  could  not 
practice  modern-day  medicine 
without  them.” 
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Monitoring  Antibiotics 

continued 


However,  the  current  emphasis 
on  practicing  cost-efficient 
medicine,  along  with  a number  of 
other  considerations,  has  caused 
many  to  question  the  need  and  use 
for  so  many  agents  which  perform 
virtually  the  same  function.  “The 
question  is  not  do  we  need 
antibiotics,  but  do  we  need  so 
many  of  them,”  says  Dr.  Baird. 

According  to  Dr.  Baird,  some 
90%  of  the  antibiotics  produced 
today  are  used  by  10%  of  the 
world’s  population.  “Another 
question  we  have  to  ask  ourselves 
is  how  much  do  these  really 
contribute  to  our  overall  health,” 
he  says. 

Along  with  cost  considerations, 
there  is  also  the  problem  of 
resistance:  the  more  these  drugs 
are  used,  the  greater  the  resistance 
that  is  built  up  against  them. 
“There  is  no  better  example  of 
planned  obsolescence,”  says  Dr. 
Baird. 

Thus,  with  greater  use  of 
antibiotics  comes  an  increased 
need  to  develop  new  drugs  that 
are  effective  against  resistance. 

The  issue  is  further  complicated  by 
the  fact  that  the  new  drugs  are 
being  promoted  for  much  wider 
use,  because  there’s  not  much 
market  for  a drug  indicated  for  a 
very  specific  purpose,  Dr.  Baird 
says. 

The  development  of  these  new 
drugs  and  their  widespread 
distribution  is  costly  — both  to 
the  companies  that  develop  them 
and  to  the  patients  who  are  taking 
them.  A big  part  of  that  expense 
is  incurred  in  the  promotion  of 
these  drugs. 


“The  large  number  of  new 
antibiotics  available  has  caused 
pharmaceutical  companies  to  be 
much  more  aggressive  in  their 
total  detailing,”  Dr.  Baird  says. 

“A  lot  of  money  is  being  spent  to 
convince  us  to  use  all  of  these 
agents.  Detailing  costs  have 
doubled  in  the  eight  years  between 
1975  and  1983.” 

In  addition,  the  cost  of  stocking 
and  maintaining  these  various 
brands  of  drugs  is  costly  to 
hospitals  and  other  institutions 
that  keep  them  on  hand.  “And 
once  a drug  is  added  to  a 
formulary,  it  will  be  used  in  a 
much  more  widespread  manner  — 
whether  it  is  needed  or  not,”  Dr. 
Baird  believes. 

Therefore,  it  is  imperative  that 
physicians,  hospital  administrators 
and  others  begin  taking  a long, 
hard  look  at  the  way  they  select 
drug  products,  says  Dr.  Baird.  At 
Riverside  and  other  hospitals 
across  the  state,  this  effort  has 
resulted  in  the  implementation  of 
a new  system  for  monitoring  drug 
usage  and  costs.  Common 
techniques  for  accomplishing  this 
include: 

• Setting  up  an  active  pharmacy 
and  therapeutics  committee  to 
develop  guidelines  for  antibiotic 
use. 

• Educating  physicians  as  to  the 
proper  use  of  new  antibiotic 
products  and  seeking  their 
cooperation  in  this  cost- 
containment  effort. 

• Developing  a monitoring 
system.  Generally,  this  includes  the 
development  of  a special  antibiotic 
order  form  or  sheet  where  the 
physician  specifies  why  a 
particular  drug  product  was 
selected. 

• Developing  a method  to 
correct  “outliers”  or  those 
physicians  whose  prescribing 
practices  deviate  from  the  norm. 

At  Riverside,  a number  of 
antibiotics  are  being  monitored  by 
the  pharmacy  and  therapeutics 


committee  on  an  ongoing  basis. 
Through  the  use  of  Drug 
Utilization  Report  monitoring 
sheets,  physicians  at  the  hospital 
are  asked  to  give  yes/no  answers 
to  a number  of  questions 
regarding  the  patient’s  condition 
and  the  indication  for  antibiotic 
use. 

The  monitoring  program 
represents  an  educational  process 
for  the  pharmacy  and  therapeutics 
committee,  as  well.  Among  the 
major  goals  of  the  monitoring 
program  are: 

• to  determine  indications  for 
use 

• to  determine  dosage  ranges 

• to  monitor  uses 

• to  identify  variances. 

Those  physicians  found  to  be 

outliers  are  generally  sent  a letter 
indicating  that  their  use  of  a 
particular  drug  does  not  meet 
general  guidelines  and  asking  them 
to  explain  the  deviation  or  to 
change  their  practices.  If  the 
physician  fails  to  respond  or 
continues  to  prescribe 
inappropriately,  he  or  she  may 
then  be  referred  to  the  hospital’s 
Quality  Assurance  Committee. 
However,  this  type  of  action  is 
rarely  necessary,  Dr.  Baird  states. 

Rather,  many  helpful 
suggestions  are  likely  to  result,  he 
says.  For  example,  in  one 
monitoring  at  Riverside,  it  was 
noted  that  some  physicians  were 
prescribing  a new  agent,  cefazolin, 
every  six  hours  for  their  patients, 
as  they  had  done  for  an  older 
agent  previously  being  used.  The 
actual  dosage  time  for  cefazolin 
should  have  been  eight  hours,  so 
letters  were  sent  to  those  doctors 
alerting  them  to  the  difference. 
When  that  mistake  was  corrected, 
the  variances  slowed  considerably, 
according  to  Dr.  Baird. 

Because  heavy  use  of  antibiotics 
can  contribute  to  resistance,  a 
more  limited  use  can  benefit  the 
long-range  health  of  the  patient, 
as  well.  “Any  time  you  give  an 
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antibiotic,  you  are  contributing  to 
developing  a resistance  to  the 
strain  of  microbe  you  are 
fighting,”  he  says.  A patient  could 
ultimately  die  from  that  resistant 
microbe. 

Still,  the  elimination  of  a drug 
product  from  a hospital  formulary 
must  be  considered  with  great 
care,  he  adds.  “We  must  not  deny 
our  patients  the  drug  that  has  a 
peculiar  or  particular  benefit  to 
them.  If  agents  are  unique  in  their 
action,  they  may  not  be  readily 
replaced  by  another  agent.”  OSMA. 


Susan  Porter  is  the  Assistant  Editor  of 

the  Ohio  State  Medical  Journal. 
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Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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Hill 

HOT 

THE 

BEST? 


With  so  many  life  insurance 
companies  in  the  marketplace 
today,  sometimes  it’s  difficult  to 
choose  the  one  that  is  best  for 
you. 

At  American  Physicians  Life, 
we  offer  a comprehensive  range 
of  competitively  priced  insurance 
products  designed  with  the 
successful  professional  in  mind 
including  an  innovative  universal 


life  plan,  individual  and  group 
term  life  coverages,  qualified 
pension  programs,  high-yielding 
annuity  plans,  and  attractive 
disability  income  programs. 

APL  is  represented  by  the 
most  knowledgeable  and 
professional  insurance  agents  in 
the  industry  in  addition  to  being 
staffed  by  home  office  personnel 
who  are  dedicated  to  providing 


the  quality  of  service  a 
successful  professional  expects 
and  deserves. 

When  you  are  thinking  about 
life  insurance  protection  or 
planning  for  a secure  future,  why 
not  choose  a company  who 
understands  your  particular 
protection  needs — why  not 
choose  the  best? 


/A 


'AMERICAN  PHYSICIANS  LIFE 

For  all  your  life  insurance  needs. 


A SUBSIDIARY  OF  PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 

BATES  DRIVE 
P.O.  BOX  281 

PICKERINGTON,  OHIO  43147 
(614)  864-3900 
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1985 

FOCUS  IN 

OSMA  ANNUAL  MEETING 


OSMA  1985  ANNUAL  MEETING 
May  17-22,  1985 


Candidates  for 


President-Elect 


Hart  F.  Page 

Executive  Director 

The  Ohio  State  Medical  Association 

600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

The  Academy  of  Medicine  of 
Cincinnati  is  pleased  to  nominate  John 
E.  Albers,  MD  as  a candidate  for 
President-Elect  of  the  Ohio  State 
Medical  Association. 

The  Academy  Council  feels  that  Dr. 
Albers  has  repeatedly  demonstrated  his 
leadership  abilities  at  the  local,  state, 
and  national  levels  of  organized 
medicine  and  wholeheartedly  endorsed 
his  candidacy  at  the  September  1 1 
Council  meeting. 

Dr.  Albers  is  currently  First  District 
Councilor  and  Delegate  to  both  the 
Ohio  State  Medical  Association  and 
American  Medical  Association,  as  well 
as  a chairman  and  member  of  various 
state  and  national  committees.  He  has 
been  a member  and  chairman  of  the 
Ohio  State  Medical  Association 
Council  on  Continuing  Medical 
Education  and  is  a continuing  member 
of  the  American  Medical  Association 
Council  on  Medical  Education.  Dr. 
Albers  served  as  President  of  the 
Academy  of  Medicine  of  Cincinnati 
from  September  1978  through 
September  1979  and  has  been 
chairman  of  the  Academy’s  Legislative 
Committee  since  1979. 

Academy  members  are  fortunate  to 
have  Dr.  Albers  among  their 
colleagues  and  are  certain  that  he  is 
well-suited  for  the  position  he  is 
seeking. 

Sincerely, 

Thomas  R.  Werner,  MD 

President 


JOHN  E.  ALBERS,  MD 

John  E.  Albers,  MD,  was  born 
in  Cincinnati,  Ohio  and  received 
his  medical  degree  from  the 
University  of  Cincinnati  College  of 
Medicine  in  1955.  He  completed 
an  internship  at  San  Francisco 
City/County  Hospitals,  Stanford 
University,  before  returning  to  his 
hometown  in  1956  for  his  surgical 
residency  at  the  University  of 
Cincinnati  Medical  Center. 

Certified  by  the  American  Board 
of  Surgery  in  1962,  Dr.  Albers 
was  in  the  private  practice  of 
general  and  vascular  surgery  in 
Cincinnati  until  1974,  when  he 
returned  to  academia  and  a 
fellowship  at  Baylor  University, 
Dallas,  in  the  department  of 
thoracic  and  cardiovascular 
surgery.  Since  1975,  he  has  been 
in  the  private  practice  of  cardiac, 
thoracic  and  vascular  surgery  in 
Cincinnati.  Dr.  Albers  was 
certified  by  the  American  Board 
of  Thoracic  Surgery  in  1976,  and 
re-certified  in  1985. 

An  associate  professor  of 
surgery  at  the  University  of 
Cincinnati  Medical  Center,  Dr. 
Albers  is  also  an  active  staff 
member  at  Good  Samaritan 
Hospital,  where  he  is  a past 
member  of  the  Executive 
Committee,  (having  served  as 
Vice-President  of  the  Medical 
Staff)  and  is  currently  acting 
chairman,  Section  of  Thoracic 
Surgery.  He  is  also  a member  of 
the  attending  staff  at  several  other 
Cincinnati  area  hospitals,  where  he 
is  involved  on  various  committees. 
Dr.  Albers  is  Director  of  the 


John  E.  Albers,  MD 


Department  of  Surgery  at 
Providence  Hospital  in  Cincinnati, 
as  well  as  Director  of  its  Vascular 
Lab. 

Dr.  Albers  has  been  active  for 
many  years  in  medical  associations 
on  the  local,  state  and  national 
levels. 

He  is  a past  president  of  the 
Cincinnati  Academy  of  Medicine, 
and  has  served  ten  years  on  the 
Academy’s  Legislative  Committee, 
having  recently  stepped  down  after 
six  years  as  that  committee’s 
chairman.  He  is  also  president  of 
the  Mid-West  Foundation  for 
Medical  Care  (MFMC),  and  is  a 
board  member  of  the  MFMC’s 
Independent  Physician’s 
Association  (IP A). 

On  the  national  level,  Dr. 

Albers  has  served  as  an  AMA 
delegate  since  1978,  and  has  been 
active  on  several  of  the 
association’s  councils,  including 
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six  years  of  service  on  the  AMA’s 
Council  on  Continuing  Physician 
Education,  and,  currently,  as  a 
member  of  the  AMA  Council  on 
Medical  Education.  As  a member 
of  this  Council,  Dr.  Albers  has 
been  appointed  AMA 
representative  to  the  Liaison 
Committee  on  Medical  Education 
and  to  the  Accreditation  Council 
for  Continuing  Medical  Education. 

On  the  state  level,  Dr.  Albers 
serves  as  a board  member  of  the 
Ohio  Medical  Political  Action 
Committee  (OMPAC)  and 
American  Physicians  Life,  and  is  a 
past  member  of  OSMA’s 
Legislation  Committee,  as  well  as 
its  Committee  on  Continuing 
Physician  Education,  which  he 
chaired  for  three  years.  He  has 
served  as  First  District  Councilor 
to  the  OSMA  since  1979. 

In  his  specialty  of  cardiovascular 
and  thoracic  surgery,  Dr.  Albers 
has  been  appointed  chairman  of 
the  Government  Relations 
Committee  for  the  Society  of 
Thoracic  Surgeons,  and  as 
representative  to  this  committee 
for  the  American  Association  for 
Thoracic  Surgery. 

Other  professional  organization 
memberships  include:  The 
American  College  of  Surgeons 
(ACS);  Ohio  Chapter,  ACS 
(representative,  Section  of 
Thoracic  and  Cardiovascular 
Surgery);  Ohio  Thoracic  Society; 
American  College  of  Chest 
Physicians  (past-Secretary,  Section 
on  Thoracic  Surgery):  American 
College  of  Cardiology;  American 
College  of  Angiology; 

International  Cardiovascular 
Society;  Society  of  Vascular 
Surgery;  Pan-American  Medical 
Association  and  the  National 
Medical  Veteran’s  Society. 

Dr.  Albers  lives  in  Cincinnati 
with  his  wife,  Cathie  and  their 
nine  children. 


Hart  F.  Page 

Executive  Director 

The  Ohio  State  Medical  Association 

600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

On  behalf  of  the  Allen  County 
Academy  of  Medicine,  I would  like  to 
enter  the  name  of  David  A.  Barr,  MD 
for  President  of  the  Ohio  State 
Medical  Association. 

We  as  an  Academy  wholeheartedly 
endorse  Dr.  Barr’s  nomination  for  this 
office. 

Thank  you.  If  we  may  be  of  further 
help  to  Dr.  Barr  in  the  nomination 
process,  please  let  us  know. 

Sincerely  yours, 

Roger  L.  Terry,  M.D. 
Secretary-T  reasur  er 

DAVID  A.  BARR,  MD 

Born  in  Urbana,  Ohio,  David 
A.  Barr,  MD,  served  overseas  with 
the  U.S.  Army  Air  Corps  during 
World  War  II  before  returning  to 
Ohio  to  complete  his  education. 

He  obtained  his  undergraduate 
degree  from  the  College  of 
Wooster,  then  attended  the  Ohio 
State  University  College  of 
Medicine,  from  which  he  obtained 
his  medical  degree  in  1955. 

He  served  a one-year  rotating 
internship  at  Lima  St.  Rita’s 
Hospital,  then  started  a practice  in 
Leipsic,  before  subsequently 
opening  an  office  in  Lima,  where 
he  has  continued  to  practice 
family  medicine  for  29  years.  In 
1970,  Dr.  Barr  became  a Charter 
Diplomate  of  the  American  Board 
of  Family  Practice  and  has  been 
re-certified  twice,  in  1976,  and 
1982.  He  is  a Charter  Fellow  of 
the  American  Academy  of  Family 
Physicians. 

Dr.  Barr  has  been  active  in 
organized  medicine  since  1959, 
when  he  became  the  Lima  and 
Allen  County  delegate  to  the  Ohio 
Academy  of  General  Practice.  In 
that  organization,  he  has  served  as 


David  A.  Barr,  MD 


District  3 Director,  Treasurer  and 
Vice-President  as  well  as  President 
of  the  Ohio  Academy  of  Family 
Physicians  from  1973-1974.  He 
was  then  elected  delegate  from 
Ohio  to  the  American  Academy  of 
Family  Physicians,  and  was  a 
member  and  Chairman  of  the 
AAFP  Mental  Health  Committee 
for  4 years,  and  its  Finance 
Committee  for  3 years. 

At  the  county  level,  Dr.  Barr 
has  chaired  several  committees  of 
the  Lima  and  Allen  County 
Academy  of  Medicine,  including  a 
term  as  President  of  the 
Foundation  for  Medical 
Education.  He  has  also  served  as 
that  Academy’s  President. 

His  involvement  with  the  OSMA 
began  with  his  work  as  a delegate 
to  the  OSMA  House,  and  has 
continued  with  a term  on  the 
Judicial  and  Professional  Relations 
Committee.  In  addition,  he  has 
been  chairman  of  Resolutions 
Committee  B and  the  Committee 
on  the  President’s  Address. 

In  1979,  he  was  elected  the  Ohio 
State  Medical  Association’s 
Secretary-Treasurer  and  has  served 
in  that  position  until  the  present. 
Dr.  Barr  is  also  an  ex-officio 
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member  of  the  Auditing  and 
Appropriations  Committee,  and 
participated  as  a member  of  the 
Transition  Committee  in  selecting 
a successor  to  Hart  Page,  OSMA’s 
retiring  Executive  Director.  In 
addition,  he  is  an  alternate 
delegate  from  Ohio  to  the 
American  Medical  Association  and 
is  active  in  the  Ohio  delegation. 

Dr.  Barr  is  also  actively 
involved  in  OSMA’s  affiliate 
corporations  serving  as  a board 
member  of  both  the  Physicians 
Administrative  Corporation  of 
Ohio  and  the  Professionals 
Insurance  Company  of  Ohio. 

His  professional  activities 
include  a term  as  Chairman  of  the 
Family  Practice  Department  at 
Lima  St.  Rita’s  Medical  Center, 
service  on  the  Center’s  Executive 
Committee,  and  a term  as 
President  of  the  Medical  Staff  at 
Lima  Memorial  Hospital. 

A continuing  interest  in 
education  has  led  Dr.  Barr  to 
serve  as  a Preceptor  for  many 
students  and  residents  from  Ohio 
State  University  College  of 
Medicine,  and  the  Medical  College 
of  Ohio  at  Toledo.  He  founded 
and  became  Chairman  of  the 
Board  of  Lima  Area  Medical 
Education  Development,  which 
sponsors  and  accredits  education 
programs  in  the  Lima  area.  He 
also  has  been  appointed  a Clinical 
Instructor  in  Family  Medicine  at 
the  Medical  College  of  Ohio. 

Other  professional 
responsibilities  include  active 
participation  in  Regional  Medical 
Planning.  He  has  served  as 
President  of  the  Allen  County 
Planning  Board,  and  as  Region  3 
Vice  Chairman. 

Dr.  Barr’s  commitments  also 
extend  to  the  community,  and  he 
has  been  active  with  United  Way, 
the  Lima  Symphony  Orchestra 
Men’s  Club,  Filibuster’s  Club,  and 
Kiwanis  International.  The 
Community  Welfare  Council 
awarded  him  a plaque  of 


recognition  for  his  endeavors  to 
improve  the  welfare  medical 
problems  in  Lima.  As  a member 
of  the  YMCA,  he  has  assisted  in 
their  Out-Reach  Program,  and  has 
also  served  as  a team  physician  for 
the  Lima  Senior  High  School 
swimming  and  tennis  teams. 

Dr.  Barr  and  his  wife,  Sharon, 
live  in  Lima  with  their  youngest 
son,  Keaton.  Four  other  sons, 
Christopher,  Jonathon,  Kevin  and 
Keith,  have  established  their  own 
careers.  The  Barrs  also  have  four 
grandchildren. 


Dear  Mr.  Page: 

The  Fulton  County  Medical  Society 
wishes  to  nominate  Benjamin  H. 

Reed,  MD  of  Wauseon,  Ohio  for 
Office  of  President-Elect  of  The  Ohio 
State  Medical  Association  for  the  year 
1985-86. 

Dr.  Reed  has  been  a member  of  our 
Society  for  many  years,  serving  as 
Secretary,  Treasurer,  Vice-President, 
President  and  delegate  to  the  Ohio 
State  Medical  Association.  He  is 
currently  in  his  fourth  year  as  Councilor 
of  the  4th  District. 

Dr.  Reed  is  in  solo  general  practice 
and  on  the  staff  of  the  Fulton  County 
Health  Center  in  Wauseon,  Ohio 
where  he  is  a past  president  of  the 
staff  and  presently  a member  of  The 
Board  of  Trustees.  He  has  been 
Coroner  of  Fulton  County  for  the  last 
20  years.  He  is  also  President  of  The 
Fulton  County  Board  of  Health. 

He  is  married  to  Penny,  has  three 
children  and  two  grandchildren.  His 
intense  interest  in  quality  medical  care 
is  why  we  feel  he  would  be  an 
excellent  President  of  The  Ohio  State 
Medical  Association.  We  unanimously 
nominate  him  for  President. 

David  A.  Thompson,  M.D. 

President 


Benjamin  H.  Reed,  MD 


BENJAMIN  H.  REED,  MD 

Benjamin  H.  Reed,  MD,  was 
born  in  West  Virginia  and  received 
his  medical  degree  from  the 
University  of  Louisville  before 
coming  to  Ohio  — first  to  Dayton 
where  he  served  an  internship  at 
St.  Elizabeth  Hospital,  and  then  to 
Toledo,  where  he  took  his 
residency  at  Toledo  Hospital. 

Now  in  Delta,  Dr.  Reed’s  family 
practice  keeps  him  busy,  yet  he 
manages  to  stay  involved  in  a 
number  of  outside  medical 
activities.  He  is  the  medical 
director  of  three  area  nursing 
homes;  is  presently  serving  as 
President  of  the  Fulton  County 
Board  of  Health,  of  which  he  has 
been  a member  for  a number  of 
years;  is  on  the  active  staff  of 
Fulton  County  Health  Center  in 
Wauseon,  where  he  has  served  as 
Chief  of  Staff,  as  well  as  chairing 
numerous  committees;  and 
presently  serves  as  a member  of 
the  hospital’s  Board  of  Trustees. 
For  the  past  20  years,  Dr.  Reed 
has  also  served  as  Fulton  County 
Coroner,  and  in  keeping  with  his 
interest  in  sports  and  sports 
medicine,  Dr.  Reed  is  a team 
physician  for  the  Pike-Delta- York 
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Local  Schools  in  Delta. 

His  activities  extend  into  the 
community  as  well.  He  was  active 
on  town  council,  and  was  mayor 
of  Delta  several  years  ago.  In 
addition,  he  is  a past  president  of 
both  the  Fulton  County  Heart 
Association  and  the  Northwest 
Ohio  Chapter  of  the  American 
Heart  Association,  and  remains 
active  in  various  civic  groups, 
including  the  Masons,  Shriners 
and  Elks. 

Dr.  Reed  has  been  actively 
involved  with  organizational 
medicine  for  some  time.  His  work 
for  the  Fulton  County  Medical 
Society  has  included  several  terms 
as  president,  and  he  served  as 
delegate  to  the  OSMA  for  20  years 
before  being  elected  to  his  present 
position  as  Councilor  of  the 
Fourth  District.  He  is  also  serving 
his  third  year  on  the  Auditing  and 
Appropriations  Committee,  and  is 
Chairman  of  the  State  Legislative 
Committee. 

Dr.  Reed  and  his  wife  Penny 
reside  in  Wauseon  and  have  three 
children:  David,  an  attorney  and 
Vice  President  of  Ameritrust; 
Nancy,  a speech  and  hearing 
therapist  in  Cincinnati;  and 
Thomas,  a Vice  President  of  a 
computer  company. 


Hart  F.  Page 

Executive  Director 

The  Ohio  State  Medical  Association 

600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

The  Muskingum  County  Academy 
of  Medicine  takes  pride  in  nominating 
Carl  E.  Spragg,  MD  of  New  Concord, 
Ohio  for  the  office  of  president-elect 
of  the  Ohio  State  Medical  Association. 

Dr.  Spragg  has  served  organized 
medicine  long  and  faithfully.  He  has 
served  as  president  of  the  Medical 
Staff  of  Bethesda  Hospital,  president 
of  the  Muskingum  County  Academy 


Carl  E.  Spragg,  MD 


of  Medicine,  and  has  been  active  in 
his  specialty  society  both  locally  and 
as  president  of  the  Ohio  Academy.  He 
has  served  nationally  on  the  AMA 
Committee  on  Accreditation  of 
Continuing  Medical  Education. 

The  officers  and  members  of  the 
Muskingum  County  Academy  of 
Medicine  heartily  support  the  election 
of  Doctor  Carl  Spragg  as  president- 
elect of  the  Ohio  State  Medical 
Association. 

Yours  Truly, 

Robert  Donoho,  M.D. 

President 

Juan  LaCerda,  M.D. 

President-Elect 

Vicki  Whitacre,  M.D. 

Seer  etary /T  r easur  er 

John  Ray,  M.D. 

Delegate 

David  Klein,  M.D. 

Delegate 

CARL  E.  SPRAGG,  MD 

Carl  E.  Spragg,  MD,  is  an  Ohio 
native,  originally  from  Jefferson 
County,  and  a 1955  medical 
graduate  of  Ohio  State  University. 

After  a rotating  internship  at 
Community  Hospital  in 
Springfield,  Ohio,  he  entered 
active  duty  in  the  U.S.  Army, 
serving  as  Regimental  Surgeon, 
and  then  Post  Hospital 
Commander  in  Heilbronn, 


Germany.  He  returned  to  Ohio  in 
1959,  and  began  his  family 
practice  in  New  Concord. 

In  addition  to  his  practice 
responsibilities,  Dr.  Spragg  serves 
as  physician  for  Muskingum 
College  — including  its  athletic 
teams  — and  is  medical  director 
of  a 50-bed  nursing  home.  He  also 
serves  as  Muskingum  County 
Health  Commissioner;  is  a 
member  of  the  Ohio  Association 
of  Health  Commissioners;  and  is 
advisor  to  the  local  EMT  squad. 

Professionally,  Dr.  Spragg  takes 
part  in  a number  of  activities.  He 
is  a member  of  the  active  staff  of 
both  Good  Samaritan  Medical 
Center  and  Bethesda  Hospital  in 
Zanesville,  and  has  served  on 
several  committees  at  both 
hospitals,  including  a term  as 
President  of  the  Staff  at  Bethesda. 
He  is  also  a Clinical  Assistant 
Professor  in  both  the  Family 
Practice  and  Preventive  Medicine 
Departments  at  Ohio  State 
University’s  College  of  Medicine. 

Following  an  interest  in 
continuing  medical  education,  Dr. 
Spragg  has  served  as  a member 
and  chairman  of  both  the 
Education  Committee  for  the  Ohio 
Academy  of  Family  Physicians, 
and  OSMA’s  Education 
Committee  (which  he  has  chaired 
for  the  past  six  years).  He  has  also 
conducted  surveys  for 
accreditation  of  Continuing 
Education  Departments  of  several 
hospitals;  served  as  a member  of 
the  AMA’s  committee  on 
Accreditation  of  Continuing 
Medical  Education,  during  its  time 
of  activity;  been  chairman  of  the 
Deans  committee  on  continuing 
medical  education  for  Ohio  State 
University;  and  represented  OSMA 
on  the  Board  of  Regents 
Committee  on  Primary  Care 
Funding. 

Certified  by  the  American  Board 
of  Family  Practice,  Dr.  Spragg  is 
also  a Fellow  of  the  American 

continued  on  next  page 
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Academy  of  Family  Physicians, 
past  president  of  the  Ohio 
Academy  of  Family  Physicians, 
and  has  served  as  an  Alternate 
Delegate  to  the  American 
Academy  of  Family  Physicians. 

His  activities  in  organized 
medicine  include  a term  as 
President  of  the  Muskingum 
County  Academy  of  Medicine,  anc 
service  as  Alternate  and  Delegate 
to  the  OSMA,  until  his  election  as 
Eighth  District  Councilor  in  1979. 
He  is  also  the  present  Chairman 
of  the  OSMA’s  Auditing  and 
Appropriation  Committee,  and  has 
just  completed  his  term  as 
Alternate  Delegate  to  the  AM  A. 

Dr.  Spragg  and  his  wife,  Mary, 
reside  in  New  Concord.  They  have 
five  children  — Carolyn  Castor  of 
New  Concord;  Marilyn  Jenrette, 
MD,  a family  physician  in  North 
Canton;  Lori  Berry,  a graduate 
student  in  Milwaukee,  Wisconsin; 
John,  who  serves  in  the  Navy; 
Ralph,  who  serves  in  the  Army  — 
and  four  grandchildren. 


Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we’re  able  to 
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OSMA  1985  ANNUAL  MEETING 

May  17-22,  1985 

Candidate  for 
Secretary-T  reasurer 


Hart  F.  Page 

Executive  Director 

The  Ohio  State  Medical  Association 

600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Page, 

The  Council  of  the  Mahoning 
County  Medical  Society  wishes  to 
convey  its  endorsement  of  Joseph 
Sudimack  Jr.,  MD  for  the  post  of 
secretary-treasurer  of  the  Ohio  State 
Medical  Association. 

Dr.  Sudimack’s  unstinting  efforts  in 
behalf  of  organized  medicine,  his 
unwavering  commitment  to  the 
principles  of  good  medical  practice, 
and  his  exemplary  qualities  of 
leadership  as  a member  of  Trumbull 
Medical  Society,  as  a delegate  to 
OSMA,  and  as  an  alternate  delegate  to 
the  American  Medical  Association, 
mark  him  as  a person  who  is 
unequivocably  worthy  of  this 
endorsement. 

The  Council  of  the  Mahoning 
County  Medical  Society  unanimously 
endorsed  Dr.  Sudimack  for  the  post  of 
OSMA  secretary-treasurer  of  OSMA 
and  voted  to  support  his  nomination 
at  the  November  13  meeting  of  the 
Council. 

Sincerely, 

Glenn  J.  Baumblatt,  M.D. 

President 


Hart  F.  Page 

Executive  Director 

The  Ohio  State  Medical  Association 

600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

The  Board  of  Trustees  of  the  Stark 
County  Medical  Society  is 
enthusiastically  endorsing  the 
nomination  of  Joseph  Sudimack,  Jr., 
MD  for  the  office  of  Secretary- 
Treasurer  of  the  Ohio  State  Medical 
Association. 

Dr.  Sudimack  has  demonstrated 
qualities  of  leadership  as  a member  of 
the  OSMA  Sixth  District  Delegation. 
He  has  shown  a genuine  concern  for 


the  quality  of  health  care  as  a 
physician,  as  a Delegate  to  the  Ohio 
State  Medical  Association  and  also  as 
an  Alternate  Delegate  to  the  AMA. 

The  Board  of  Trustees  of  the  Stark 
County  Medical  Society  unanimously 
voted  at  their  meeting  of  9-6-84  to 
support  the  nomination  of  Joseph 
Sudimack,  Jr.,  MD. 

Sincerely, 

William  T.  Martin,  M.D. 

President 

Hart  F.  Page 

Executive  Director 

The  Ohio  State  Medical  Association 

600  S.  High  St. 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

We  are  pleased  to  offer  the  name  of 
Joseph  Sudimack,  Jr.,  MD  as  our 
nominee  for  the  office  of  Secretary- 
Treasurer  of  Ohio  State  Medical 
Association.  The  Executive  Council  of 
Trumbull  County  Medical  Society 
unanimously  supports  his  candidacy. 

As  Past-President  of  Trumbull 
County  Medical  Society  and  having 
served  an  unprecedented  four-year 
term  as  President  of  Trumbull 
Memorial  Hospital  Staff,  Dr. 

Sudimack  has  demonstrated  qualities 
of  leadership,  interest  in  the 
promotion  and  advancement  of 
medicine,  and  a genuine  concern  for 
quality  health  care.  He  has  actively 
participated  in  community  service  and 
ably  represents  the  medical  profession 
in  this  county. 

Dr.  Sudimack  has  been  a Delegate 
from  Trumbull  County  to  OSMA  for 
eight  years,  has  served  on  numerous 
OSMA  committees,  and  has  been 
Chairman  of  Reference  Committees  at 
its  annual  meetings.  He  has  continued 
to  contribute  his  considerable 
leadership  capabilities  as  an  AMA 
Alternate  Delegate,  a position  which 
was  supported  by  his  being  re-elected 
at  the  OSMA  House  of  Delegates  in 
May,  1984. 

We  are  proud  to  nominate  Joseph 
Sudimack,  Jr.,  MD  as  a candidate  for 
this  office. 


Sincerely, 

Nigel  K.  Newman,  M.D. 

President 

John  O.  Vlad,  M.D. 

OSMA  Delegate,  Trumbull 
County,  6th  District 

JOSEPH  SUDIMACK,  JR.,  MD 

Joseph  Sudimack,  Jr.,  MD,  was 
born  in  Bayonne,  New  Jersey,  but 
pursued  his  medical  education  at 
Ohio  State  University.  After  his 
graduation  from  there  in  1956,  he 
served  an  internship  at  Lankenau 
Hospital  in  Philadelphia,  and  took 
his  residency  at  the  University  of 
Cincinnati,  Institute  of 
Environmental  Health  and 
Kettering  Laboratory. 

For  21  years,  he  has  been 
working  as  a solo  general 
practitioner  in  Warren,  but  has 
found  time  to  engage  in  a number 
of  medical  and  civic  activities.  In 
addition  to  serving  as  Trumbull 
County  Coroner  since  1960,  Dr. 
Sudimack  is  a past-president  of 
the  Ohio  Coroners’  Association 
and  is  currently  a member  of  its 
Board  of  Trustees.  He  has  been 
the  District  Medical  Director  for 
LTV  Steel  Corporation  since  1980, 
and  prior  to  that  had  filled  the 
post  of  District  Physician  for 
Republic  Steel  Corporation. 

Dr.  Sudimack  is  also  active  in 
community  service,  donating  time 
as  first  vice-president  of  Trumbull 
County  United  Way;  president  of 
the  Eastern  Ohio  Heart 
Association;  treasurer  of  Health 
Systems  Agency  of  Eastern  Ohio, 
a health  planning  agency;  and  as  a 
member  of  the  Board  of  Directors 
of  the  Warren  Chamber  of 
Commerce. 

Certified  by  the  American  Board 
of  Preventive  Medicine  in 
Occupational  Medicine,  Dr. 
Sudimack  has  also  achieved 
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medical  distinction  by  becoming  a 
Fellow  of  both  the  American 
College  of  Preventive  Medicine, 
and  the  American  Occupational 
Medical  Association.  In  addition, 
he  has  membership  in  the 
American  Academy  of 
Occupational  Medicine,  the 
American  Public  Health 
Association,  and  has  served  as 
President  of  the  Trumbull  County 
Academy  of  General  Practice. 

He  has  been  actively  involved  in 
organized  medicine  for  a number 
of  years.  At  the  county  level,  he 
has  served  as  President  of  the 
Trumbull  County  Medical  Society, 
and  on  many  of  the  society’s 
committees  including  Hospital 
Relations  and  Legislative.  He  is 
currently  serving  on  the  medical 
society’s  Executive  Council,  Public 
Relations  Committee,  Legislative 
and  Health  Planning  Committee. 


On  the  state  level,  Dr.  Sudimack 
has  served  as  a delegate  from  the 
Sixth  District  since  1976;  has  been 
a member  of  the  OSMA  House  of 
Delegates  Resolutions  committees 
for  six  years,  serving  as  committee 
chairman  for  two  years;  and  has 
served  on  the  OMPAC  Board  of 
Directors  since  1980.  In  addition, 
he  has  served  on  various  OSMA 
committees,  including 
Membership,  Task  Force  on 
Competition  and  Marketing  for 
Physicians,  Ad  Hoc  Committee  to 
Review  House  of  Delegates  Policy, 
Government  Medical  Care 
Programs,  and  Medical  Licensure 
Task  Force. 

Dr.  Sudimack  and  his  wife, 
Linda,  reside  in  Warren.  They 
have  seven  children:  Joseph  III, 
Assistant  to  the  Vice-President  of 
Bank  America;  James,  a resident 
in  Emergency  Medicine  in  New 


York  City;  Jeffrey,  a foreman 
with  LTV  Steel;  Miriam,  a deputy 
clerk  of  courts;  John,  a laboratory 
technician  for  Adria  Laboratories, 
Columbus,  Ohio;  Amy  Jo,  sales 
representatives  for  Niles  Expanded 
Metal;  and  Jennifer. 
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Each  time-release  capsule  con- 
tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 
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therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 
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LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 
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DOSE:  1 to  5 tablets  daily. 
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Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, arvd  arterial  bleeding. 
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OSMA  1985  ANNUAL  MEETING 
May  17-22,  1985 


Delegates  and  Alternates  Schedule 


FRIDAY,  MAY  17 

3:00-7:00  PM 

Registration  for  OSMA  House  of 
Delegates 

Clark  Foyer,  Ohio  Center 
4:00  PM 

Councilor  District  Caucus  Meetings 

Caucus  Suites  will  be  posted  at  the 
Registration  Desk 
5:30  PM 

Dinner  for  Delegates,  Alternates,  OSMA 
Council  and  Official  Guests 
Union  A,  B,  C & D,  Ohio  Center 
7:00  PM 

Opening  Session,  OSMA  House  of 
Delegates 

Battelle  Hall,  Ohio  Center 

BUSINESS  AGENDA 
OPENING  SESSION 

Call  to  Order 

A.  Burton  Payne,  M.D.,  Ironton 
President 
Invocation 

Rabbi  Samuel  Fox,  Dayton 
Welcome 

William  T.  Paul,  M.D.,  Columbus 
President,  Academy  of  Medicine  of 
Columbus  and  Franklin  County 
Parliamentarian 

W.J.  “Jack”  Lewis,  M.D.,  Dayton 
Report 

Committee  on  Credentials 
Consideration  of  Minutes  of  1984  Annual 
Meeting 

(See  September  and  October  1984  issues 
of  The  Ohio  State  Medical  Journal) 
Introduction  of  Members,  AMA  Board  of 
Trustees 

Introduction  of  Honored  Guests 
Report 

Mrs.  Fifi  Pfahl,  Huron 
OSMA  Auxiliary  President 
Special  A ward 

Leonard  L.  Lovshin,  M.D.,  Cleveland 
Immediate  Past  President,  Ohio  State 
Medical  Board 
AMA-ERF  Presentations 
Philip  B.  Hardymon,  M.D.,  Columbus 
Chairman,  Ohio  Committee  on 
AMA-ERF 

Presentation  of  Plaques 
To  past  Councilors,  retiring  AMA 
Delegates  and  Alternates  and  Chairmen 
of  Committees 


Announcement 

A.  Burton  Payne,  M.D.,  Ironton 
Appointments  to  Resolutions 
Committees,  Credentials,  and  Tellers 
and  Judges  of  Election  Committees 

Election  of  Committee  on  Nominations 
Nominations  from  the  floor.  One 
representative  (delegate)  from  each 
Councilor  District.  The  committee  shall 
report  to  the  second  and  final  session, 
Sunday,  May  19,  1:00  p.m.,  its 
recommendations  in  the  form  of  a ticket 
containing  nominees  for  offices  to  be 
filled  at  this  meeting  as  required  under 
the  Constitution  and  Bylaws.  Under  the 
rotation  plan  established  in  1963,  the 
committeeman  from  the  Twelfth  District 
shall  serve  as  Chairman.  The  report  of 
the  Nominating  Committee  with  respect 
to  all  offices  except  President-Elect 
shall  be  posted  at  the  registration  desk, 
earliest  time  practicable  and  at  least  three 
hours  before  the  final  session  of  the 
House  of  Delegates. 

President’s  Address 

A.  Burton  Payne,  M.D.,  Ironton 

Introduction  of  Presidents  of  Other  State 
Societies 

Introduction  of  Representatives  of  Allied 
Organizations 

Introduction  of  Resolutions 

Resolutions  must  be  introduced  at  this 
session  of  the  House  of  Delegates, 
referred  to  the  Reference  Committees  on 
Resolutions,  and  reported  back  to  the 
House  of  Delegates  at  the  Sunday 
afternoon  session  before  any  action  can 
be  taken. 

Miscellaneous  Business 


SATURDAY,  MAY  18 

7:00-8:00  AM 

Buffet  breakfast  for  Delegates, 
Alternates,  OSMA  Council  and  Official 
Guests 

Union  A,  B,  C & D,  Ohio  Center 
8:00-11:30  AM 

Reference  Committee  Hearings,  Ohio 
Center 

Res.  Committee  No.  1 — Delaware  A 
Res.  Committee  No.  2 — Delaware  B 
Res.  Committee  No.  3 and  President’s 
Address  — Delaware  C 
Nominating  Committee  — Fayette  Room 


SUNDAY,  MAY  19 

8:00  AM 

Councilor  District  Caucus  Meetings 
Caucus  locations  will  be  posted  at  the 
Registration  Desk 
11:30  AM-L00  PM 
Registration  for  OSMA  House  of 
Delegates 

Clark  Foyer,  Ohio  Center 
1:00  PM 

Final  Session,  OSMA  House  of  Delegates 
Regency  South,  Ohio  Center 
6:00  PM 

Dinner  for  Delegates,  Alternates,  OSMA 
Council  and  Official  Guests 

Regency  North,  Ohio  Center 
7:00  PM 

Continuation  of  Final  Session 
(if  necessary) 


ORDER  OF  BUSINESS 
FINAL  SESSION 

Introduction  of  Guests 
Report  of  Committee  on  Credentials 
Election  of  President-Elect 
Report  of  Committee  on  Nominations  and 
Election  of  Other  Officers 
Election  of  Secretary-Treasurer 

The  Secretary-Treasurer  is  elected  for 
a three-year  term.  There  is  only  one 
officially  announced  candidate  as  of  this 
date,  Joseph  Sudimack,  Jr.,  Warren. 
Election  of  Members  of  The  Council 
Members  of  The  Council  are  elected  for 
two-year  terms;  terms  of  those 
representing  the  even-numbered  districts 
expire  in  odd-numbered  years.  Second 
District:  Incumbent,  William  J.  Marshall, 
Dayton;  Fourth  District:  Incumbent, 
Benjamin  H.  Reed,  Wauseon  (eligible  for 
re-election,  but  running  for  President- 
Elect);  Sixth  District:  Incumbent,  J. 
James  Anderson,  Youngstown;  Eighth 
District:  Incumbent,  Carl  E.  Spragg, 

New  Concord  (not  eligible  for  re-election 
having  served  his  three  two-year  terms); 
Tenth  District:  Incumbent,  D.  James 
Hickson,  Mt.  Gilead;  Twelfth  District: 
Incumbent,  Joseph  L.  Kloss,  Akron. 
Election  of  Delegates  and  Alternates  to  the 
AMA 

continued  on  page  275 
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OSMA  1985  ANNUAL  MEETING 
MAY  17-22,  1985 


ANNUAL  MEETING  FORMAT 


FRIDAY,  MAY  17 


OSMA  INFORMATION  DESK 

8:00  AM 

Clark  Foyer,  Ohio  Center 

OSMA  COUNCIL  MEETING/BREAKFAST 

8:30  AM 
Morrow  Room 

HOSPITAL  MEDICAL  STAFF  MEETING 

10:00  AM 

Delaware  C,  Ohio  Center 

EMERGENCY  RESOLUTIONS 
COMMITTEE  LUNCHEON 

12:00  NOON 

Board  Room  #1,  Ohio  Center 

OSMA  DELEGATION  TO  AMA 
MEETING 
1:00  PM 

Fayette  Room,  Ohio  Center 

HOUSE  OF  DELEGATES 
3:00-7:00  PM 

Registration,  Clark  Foyer,  Ohio  Center 
5:30  PM 

Sit-down  Dinner,  Union  A,  B,  C & D, 
Ohio  Center 
7:00  PM 

Opening  Session,  Battelle  Hall, 

Ohio  Center 

COUNCILOR  DISTRICT  CAUCUS 
MEETINGS 
4:00-5:30  PM 

District  1,  Marion  Room,  Ohio  Center 
District  5,  Knox  Room,  Ohio  Center 
Districts  2,  3,  4,  6,  7,  8,  9,  10,  11,  12  & 
MSS,  Suites  to  be  announced 
FOLLOWING  HOUSE  OF  DELEGATES 
All-member  Reception  hosted  by 
Community  Mutual  Insurance  Company 
Franklin  A & B,  Ohio  Center 


SATURDAY,  MAY  18 


REFERENCE  COMMITTEES 

7:00  AM 

Breakfast,  Union  A,  B,  C & D, 
Ohio  Center 
8:00-11:30  AM 
Hearings,  Ohio  Center 
Committee  No.  1,  Delaware  A 
Committee  No.  2,  Delaware  B 
Committee  No.  3 & Presidents 
Address,  Delaware  C 


Nominations  Committee,  Fayette  Room 
1:30  PM 

into  Executive  Session 
(same  rooms  as  earlier) 

9:00  PM 

Drafts  & Reports 

Prepared  and  Reviewed  by  Committees 

GENERAL  REGISTRATION 

8:00  AM 

Clark  Foyer,  Ohio  Center 

OMPAC 

11:30  Am-1:30  PM 
Social  House  & Luncheon 
Regency  South,  Ohio  Center 

MEDICAL  PHOTOGRAPHY  CLINIC 

1:00-4:00  PM 

Fairfield  Room,  Ohio  Center 

AUXILIARY  PROGRAM  ON  COSMETIC 
SURGERY 

2:00-4:00  PM 

Fayette  Room,  Ohio  Center 

BLUE  CROSS/BLUE  SHIELD  OF 
NORTHERN  OHIO 

4:30-6:00  PM 

Reception,  Morrow  Room,  Ohio  Center 

YOU’VE  GOTTA  HAVE  HART 

6:30  PM 

All-Member  Party  honoring  Hart  F.  Page 
Regency  Ballroom,  Ohio  Center 


SUNDAY,  MAY  19 


GENERAL  REGISTRATION 

8:00  AM 
Clark  Foyer 

COUNCILOR  DISTRICT  CAUCUS 
MEETINGS 

8:00  AM 

District  1,  Marion  Room,  Ohio  Center 
District  5,  Knox  Room,  Ohio  Center 
Districts  2,  3,  4,  6,  7,  8,  9,  10,  11,  12  & 
MSS,  Suites  to  be  announced 

HOUSE  OF  DELEGATES 
11:30  AM 

Registration,  Clark  Foyer,  Ohio  Center 
1:00  PM 

Final  Session,  Regency  South,  Ohio 
Center 
6:00  PM 

Dinner,  Regency  North,  Ohio  Center 
7:00  PM 

Resume  Final  Session  (if  necessary) 
Regency  South,  Ohio  Center 


RECEPTION/DR.  & MRS.  ABROMOWITZ 

8:30  PM-12.-00  Midnight 
Franklin  A thru  D,  Ohio  Center 


MONDAY,  MAY  20 


GENERAL  REGISTRATION 

7:30  AM-5:00  PM 
Clark  Foyer,  Ohio  Center 
OHIO  COMMITTEE  ON  TRAUMA,  A.C.S. 
(Advanced  Trauma  Life  Support  provider 
course) 

7:00  AM 

Continental  Breakfast,  adjacent  Union  D, 
Ohio  Center 
7:30  AM-12:00  NOON 
Lecture,  Union  D,  Ohio  Center 
12:00  NOON-12:30  PM 
Luncheon,  Union  E,  Ohio  Center 
12:35-5:00  PM 

Skill  Stations,  Union  A,  B & C, 

Ohio  Center 

OSMA  COUNCIL  MEETING/BREAKFAST 

8:30  AM 

Madison  Room,  Ohio  Center 

MEDICAL  PHOTOGRAPHY 
PRESENTATION 

10:00  AM- 12:00  NOON 
Fairfield  Room,  Ohio  Center 

PICO  SHAREHOLDERS  MEETING 

10:00  AM 

Knox  Room,  Ohio  Center 
OTOLARYNGOLOGY 
8:45  AM-4: 00  PM 

Meeting,  Fayette  Room,  Ohio  Center 
12:00  NOON-1 :30  PM 
Luncheon,  Madison  Room,  Ohio  Center 

OPHTHALMOLOGY 

8:00-8:30  AM 

Board  Meeting/Breakfast,  Franklin  C, 
Ohio  Center 
8:30  AM-4:30  PM 

Meeting,  Franklin  A & B,  Ohio  Center 
OBSTETRICIANS  SECTION 
11:30  AM-12:30  PM 
Luncheon,  Delaware  C,  Ohio  Center 
1:00-4:00  PM 

Meeting,  Champaign  Room,  Ohio  Center 
RHEUMATOLOGY 
11:30  AM-1:00  PM 
Luncheon,  Franklin  D,  Ohio  Center 
1:00-5:30  PM 

Meeting,  Morrow  Room,  Ohio  Center 
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Sustained  Action 
“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE.  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  Ct  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appearto  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  Isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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continued 

MEDICAL  PHOTOGRAPHY  CLINIC 

1:00-4:00  PM 

Fairfield  Room,  Ohio  Center 

OHIO  PSYCHIATRIC  ASSOCIATION 

1:00-5:00  PM 

Meeting,  Delaware  A & B,  Ohio  Center 

AUXILIARY  STYLE  SIGNATURE  SHOW 
1:30-3:0  PM 

Franklin  C,  Ohio  Center 
NEUROSURGERY 
7:00-9:00  PM 

Dinner,  Franklin  A,  Ohio  Center 


TUESDAY,  MAY  21 


GENERAL  REGISTRATION 
7:30  AM-5:00  PM 
Clark  Foyer,  Ohio  Center 
MEDICAL  PHOTOGRAPHY  CLINIC 
9:00-11:30  AM 
Fairfield  Room,  Ohio  Center 
NEUROSURGERY 
7:30-8:30  AM 

Breakfast,  Franklin  A,  Ohio  Center 
8:30  AM-12:10  PM 
Meeting,  Franklin  B,  Ohio  Center 
12:30-2:00  PM 

Luncheon,  Franklin  A,  Ohio  Center 
PATHOLOGY 
9:00  AM-4:30  PM 
Meeting,  Morrow  Room 
OHIO  COMMITTEE  ON  TRAUMA 
7:30-7:45  AM 

Continental  Breakfast,  Union  E, 

Ohio  Center 
7:45-9:30  AM 

Lecture,  Union  E,  Ohio  Center 
9:45-11:15  AM 

Skill  Stations,  Union  A,  B & C, 

Ohio  Center 
11:15  AM-12:30  PM 
Luncheon,  Franklin  C,  Ohio  Center 
12:30-1:30  PM 

Lecture,  Union  E,  Ohio  Center 
2:00-5:00  PM 

Skill  Stations,  Union  A,  B & C, 

Ohio  Center 

AUXILIARY  PROGRAM  ON 
MENTORING 

10:00  AM-12:00  NOON 
Champaign  Room,  Ohio  Center 
PHYSICAL  MEDICINE  & 
REHABILITATION 
11:30  AM- 1:00  PM 
Luncheon,  Fayette  Room 
1:15-5:00  PM 

Meeting,  Madison  Room,  Ohio  Center 
5:30  PM 

Dinner,  Fayette  Room,  Ohio  Center 


STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmington,  DE 19897 


STR-2282 


WEDNESDAY,  MAY  22 


GENERAL  REGISTRATION 
7:30  AM-3:00  PM 


continued  on  page  275 
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OSMA  1985  ANNUAL  MEETING 
MAY  17-22,  1985 


MEMBERS  OF  1985  OSMA 
HOUSE  OF  DELEGATES 


FIRST  DISTRICT 


ADAMS  COUNTY 

Delegate: 

Dale  Mathias 
Alternate: 

David  Perez 

BROWN  COUNTY 

Delegate: 

John  R.  Donohoo 

Alternate: 


BUTLER  COUNTY 

Delegates: 

Louis  L.  Barich 
Ellen  Buerk 
Richard  P.  Burkhardt 

Alternates: 

Joseph  H.  Brandabur 
Robert  A.  Love,  III 
John  J.  Ryan 

CLERMONT  COUNTY 

Delegate: 

Carl  A.  Minning 

Alternate: 

William  Blake  Selnick 

CLINTON  COUNTY 

Delegate: 

H.  Chung  Tai  Hu 

Alternate: 

Edwin  P.  Hiatt 

HAMILTON  COUNTY 

Delegates: 

Sanford  Blank 
Richard  B.  Budde 
Harry  H.  Fox 
Kenneth  A.  Frederick 
William  H.  Gates 
Robert  S.  Heidt 
Stephen  Hogg 
Robert  P.  Hummel 
K.  William  Kitzmiller 
Edward  Kremchek 
Stanley  J.  Lucas 
Herbert  Magenheim 
Walter  Matern 
William  Miller 
Harold  Pescovitz 
Lee  J.  Vesper 
Thomas  Werner 


S.  Marcus  Wigser 
Walter  B.  Wildman 
John  Wulsin 
Alternates: 

James  L.  Armitage 
Sabino  T.  Baluyot 
Stanley  E.  Broadnax 
George  C.  Hale,  Sr. 

Daniel  E.  Santos 

HIGHLAND  COUNTY 

Delegate: 

Alternate: 

WARREN  COUNTY 

Delegate: 

Thomas  E.  Fox 
Alternate: 

George  Rourke 


SECOND  DISTRICT 


CHAMPAIGN  COUNTY 

Delegate: 

John  H.  Flora 
Alternate: 

J.  Steven  Polsley 

CLARK  COUNTY 

Delegates: 

Carlos  Andarsio 
Walter  Lawrence 
Alternates: 

Paul  Andorfer 
William  Harper 

DARKE  COUNTY 

Delegate: 

William  S.  Elliott 

Alternate: 

GREENE  COUNTY 

Delegate: 

Shamin  Shamsi 
Alternate: 

P.K.  Desai 

MIAMI  COUNTY 

Delegate: 

A.  Robert  Davies 
Alternates: 

Jerry  L.  Hammon 


MONTGOMERY  COUNTY 
Delegates: 

Herman  I.  Abromowitz 
R.  Alan  Baker 
John  H.  Boyles 
Gerald  J.  Broock 
D.  Kiefer  Campbell 
Stephen  T.  House 
Richard  G.  Jenkins 
Arlene  L.  Kagner 
Alan  H.  Klein 
Walter  A.  Reiling,  Jr. 

Alternates: 

Arthur  Gardikes 
Harold  G.  Kelso,  Jr. 

Walter  W.  Keyes 
Konrad  Kircher 
Robert  W.  Lipp 
W.  Scott  Nekrosius 
Kasimir  Oganowski 
William  K.  Rundell 
William  D.  Sawyer 
Gilbert  W.  Templeton 

PREBLE  COUNTY 

Delegate: 

John  D.  Darrow 
Alternate: 

SHELBY  COUNTY 

Delegate: 

Joseph  Steurnagel 
Alternate: 

Edward  A.  Link 


THIRD  DISTRICT 


ALLEN  COUNTY 

Delegates: 

J.D.  Albertson 
L.W.  Like 
Alternates: 

H.A.  Buch 
R.L.  Faler 

AUGLAIZE  COUNTY 

Delegate: 

Thomas  Dozier 
Alternates: 

J.R.  Romaker 
Herbert  S.  Wolf 
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CRAWFORD  COUNTY 

Delegate: 

Stephen  Kim 
Alternate: 

John  K.  Kurtz 

HANCOCK  COUNTY 

Delegate: 

William  H.  Kose 
Alternate: 

Thomas  L.  Mount 

HARDIN  COUNTY 

Delegate: 

Leonard  K.  Smith 
Alternate: 

Filmore  A.  Riego 

LOGAN  COUNTY 

Delegate: 

James  Steiner 
Alternate: 

Evan  W.  Dixon 

MARION  COUNTY 

Delegate: 

Paul  E.  Lyon 
Alternate: 

D.  Lee  Johnson 

MERCER  COUNTY 

Delegate: 

James  J.  Otis 
Alternate: 

Donald  R.  Fox 

SENECA  COUNTY 

Delegate: 

J.A.  Murray 
Alternate: 

L.M.  Gaydos 

VAN  WERT  COUNTY 

Delegate: 

Alford  C.  Diller 
Alternate: 

J.H.  Cox 

WYANDOT  COUNTY 

Delegate: 

Thomas  C.  Thornton 
Alternate: 

N.J.  Zohoury 


FOURTH  DISTRICT 


DEFIANCE  COUNTY 

Delegate: 

Benedict  B.  Lenhart 
Alternate: 

Paul  E.  Brose 

FULTON  COUNTY 

Delegate: 

D.A.  Thompson 
Alternate: 

R.W.  Nyce 

HENRY  COUNTY 

Delegate: 

Wilson  J.  Stough 

Alternate: 


LUCAS  COUNTY 

Delegates: 

Frank  E.  Foss 
Roland  A.  Gandy,  Jr. 

Donnan  B.  Harding,  Jr. 

John  H.  Hasley 
Frederic  C.  Henry 
B.  Leslie  Huffman 
James  A.  Jagodzinski 
Jerome  Kimmelman 
Howard  S.  Madigan 
Thomas  J.  O’Grady 
Richard  J.  Wiseley 
Alternates: 

John  P.  Anders 
Ernest  G.  Brookfield 
Michael  B.  Gordon 
David  E.  Hoover 
Su-Pa  Kang 
Richard  H.  Koop 
Robert  E.  Kose 
John  J.  Newton 
Deirdre  M.  O’Connor 
Antonio  B.  Paat 
Lance  A.  Talmage 

OTTAWA  COUNTY 

Delegate: 

Glenn  Trippe 

Alternate: 

PAULDING  COUNTY 

Delegate: 

Kirkwood  A.  Pritchard 
Alternate: 

Don  K.  Snyder 

PUTNAM  COUNTY 

Delegate: 

James  B.  Overmier 
Alternate: 

John  R.  Brown 

SANDUSKY  COUNTY 

Delegate: 

W.L.  Damschroder 
Alternate: 

Samuel  R.  Lowery 

WILLIAMS  COUNTY 

Delegate: 

J.E.  Moats 
Alternate: 

Robert  Dilworth 

WOOD  COUNTY 

Delegate: 

Douglas  S.  Hess 
Alternate: 

Luana  Hess 


FIFTH  DISTRICT 


ASHTABULA  COUNTY 

Delegate: 

J.P.  Farmer 
Alternate: 

Samuel  L.  Altier 

CUYAHOGA  COUNTY 
Delegates: 

Karl  S.  Alfred 
Charles  P.  Bartley,  Sr. 


Donavin  A.  Baumgartner,  Jr. 
Victor  Bello 
Charles  Branden 
John  H.  Budd 
Roland  D.  Carlson 
Theodore  J.  Castele 
Salvatore  J.  Ciresi 
Michael  D.  Cressman 
James  B.  Daley 
Daniel  A.  Deutschman 
Richard  B.  Fratianne 
John  J.  Gaughan 
Ray  W.  Gifford,  Jr. 

Thomas  E.  Gretter 
Nancy  K.  Johnson 
Donald  W.  Junglas 
Edward  G.  Kilroy 
Drew  King,  Jr. 

John  Kmieck 
Henry  G.  Krueger 
Middleton  Lambright 
Lawrence  Langsam 
Lawrence  J.  McCormack 
Hermann  Menges,  Jr. 

Richard  J.  Nowak 
James  L.  Phillips 

Alternates: 

Matthew  Biscotti 
Sheryl  L.  Buckley 
Michael  Buechler 
David  Cahill 
Norman  Clemens 
Nicholas  G.  DePiero 
Robert  A.  Hahn 
Charles  K.  Koster 
Carolyn  Lee 
Grant  Leiby,  Jr. 

Joseph  P.  Martin 
Gregory  O’Brien 
Ronald  L.  Price 
Melvin  Shafron 
O.  David  Solomon 
Frederick  T.  Suppes 
Raymond  J.  Votypka 
Ralph  G.  Wieland 

GEAUGA  COUNTY 

Delegate: 

Bruce  F.  Andreas 

Alternate: 

Robert  Evans 

LAKE  COUNTY 

Delegates: 

John  Bukovnik 
Harry  A.  Killian 

Alternates: 

E.  Graham  Lampert 
Joseph  Myers 


SIXTH  DISTRICT 


COLUMBIANA  COUNTY 
Delegate: 

William  Banfield 
Alternate: 

John  Madison 

MAHONING  COUNTY 
Delegates: 

J.  James  Anderson 
John  C.  Melnick 
C.  Edward  Pichette 
William  E.  Sovik 
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Karl  F.  Wieneke 
Alternates: 

A.  Gary  Bitonte 
T.N.  Detesco 
James  A.  Lambert 
Paul  J.  Mahar,  Jr. 

H.S.  Wang 

STARK  COUNTY 

Delegates: 

Robert  DiSimone 
George  Ewing 
Edward  E.  Grable 
Raymond  J.  McMahon,  Jr. 

Robert  C.  Reed 
Reich  L.  Watterson 
Alternates: 

Richard  Belcher 
James  D.  Burkholder 
Andres  B.  Lao 
Charles  E.  Smith 
James  Taddeo 
Walter  J.  Telesz 

TRUMBULL  COUNTY 

Delegates: 

Joseph  Sudimack,  Jr. 

John  O.  Vlad 
Alternates: 

Gary  R.  Gibson 
Michael  C.  Thomas 


SEVENTH  DISTRICT 


BELMONT  COUNTY 

Delegate: 

C.N.  Patel 
Alternate: 

Nepomuceno  Dario 

CARROLL  COUNTY 

Delegate: 

David  Kukura 
Alternate: 

Jack  L.  Maffett 

COSHOCTON  COUNTY 

Delegate: 

Linda  Magness 
Alternate: 

Don  Warren 

HARRISON  COUNTY 

Delegate: 

Elias  Freeman 
Alternate: 

John  Kuziak 

JEFFERSON  COUNTY 

Delegate: 

James  Cottrell 
Alternate: 

Ronald  Agresta 

MONROE  COUNTY 

Delegate: 

Donald  R.  Piatt 

Alternate: 

Jack  M.  Matheny,  II 


TUSCARAWAS  COUNTY 
Delegate: 

Philip  T.  Doughten 
Alternate: 

Ben  Wherley 


EIGHTH  DISTRICT 


ATHENS  COUNTY 

Delegate: 

John  F.  Kroner,  Jr. 

Alternate: 

Kenneth  Woods 

FAIRFIELD  COUNTY 

Delegate; 

Jayne  W.  Dye 
Alternate: 

James  A.  Merk 

GUERNSEY  COUNTY 

Delegate: 

Thomas  D.  Swan 
Alternate: 

Quentin  F.  Knauer 

LICKING  COUNTY 

Delegate: 

Keith  R.  Kulow 
Alternate: 

Thomas  J.  Hall 

MORGAN  COUNTY 

Delegate: 

Alternate: 

MUSKINGUM  COUNTY 
Delegates: 

Benjamin  Gilliotte 
John  W.  Ray 
Alternate: 

Juan  LaCerda 

NOBLE  COUNTY 

Delegate: 

Frederick  M.  Cox 

Alternate: 


PERRY  COUNTY 

Delegate: 

Stephen  C.  Ulrich 
Alternate: 

William  D.  Fiorini 

WASHINGTON  COUNTY 
Delegate: 

Gregory  B.  Krivchenia 
Alternate: 

Kenneth  E.  Bennett 


NINTH  DISTRICT 


GALLIA  COUNTY 

Delegate: 

Oscar  W.  Clarke 
Alternate* 

Daniel  H.  Whiteley 


HOCKING  COUNTY 

Delegate: 

Rowan  Labrador 
Alternate: 

Reuben  C.  Flores 

JACKSON  COUNTY 

Delegate: 

John  M.  Cook 
Alternate: 

Carl  J.  Greever 

LAWRENCE  COUNTY 

Delegate: 

David  A.  Pack 
Alternate: 

Vallee  Blagg 

MEIGS  COUNTY 

Delegate: 

James  Withered,  M.D. 

Alternate: 

PIKE  COUNTY 

Delegate: 

Kenneth  A.  Wilkinson 

Alternate: 

SCIOTO  COUNTY 

Delegate: 

Richard  Villarreal 

Alternate: 

VINTON  COUNTY 

Delegate: 

Alternate: 


TENTH  DISTRICT 


DELAWARE  COUNTY 

Delegate: 

Michael  D.  Reuter 
Alternate: 

David  R.  Smith 

FAYETTE  COUNTY 

Delegate: 

Robert  A.  Heiny 
Alternate: 

Abdiel  Lorente 

FRANKLIN  COUNTY 

Delegates: 

James  E.  Barnes 
Ronald  B.  Berggren 
Janet  K.  Bixel 
J.  Richard  Briggs 
Howard  W.  Lowery 
Paul  S.  Metzger 
George  W.  Paulson 
H.  William  Porterfield 
Warren  W.  Smith 
Manuel  Tzagournis 
Louis  E.  Vassy 
Alternates: 

Frederik  S.  Barends 
Marvin  G.  Green 
William  Hamelberg 
Robert  W.  Hess 
Owen  E.  Johnson 


264 


The  Ohio  State  Medical  Journal 


James  W.  Kilman 
Tearle  L.  Meyer 
William  A.  Millhon 
William  T.  Paul 
John  R.  Schwarzell 
Richard  H.  Turner 
Claire  V.  Wolfe 

KNOX  COUNTY 

Delegate: 

Henry  T.  Lapp 
Alternate: 

Roger  H.  Sherman 

MADISON  COUNTY 

Delegate: 

C.T.  Hay 
Alternate: 

John  C.  Starr 

MORROW  COUNTY 

Delegate: 

William  K.  Lee 
Alternate: 

Francis  Kubbs 

PICKAWAY  COUNTY 

Delegate: 

Ray  Carroll 
Alternate: 

Charles  Hedges 

ROSS  COUNTY 

Delegate: 

Joseph  S.  McKell 
Alternate: 

Max  R.  Hickman 

UNION  COUNTY 

Delegate: 

Rodney  B.  Hurl 
Alternate: 

John  R.  Linscott 


ELEVENTH  DISTRICT 


ASHLAND  COUNTY 

Delegate: 

Jon  H.  Cooperrider 
Alternate: 

Paul  J.  Sauder 

ERIE  COUNTY 

Delegate: 

Charles  J.  Everett 

Alternate: 

Lawrence  McCormack 

HOLMES  COUNTY 

Delegate: 

Luther  W.  High 
Alternate: 

Maurice  E.  Mullet 

HURON  COUNTY 

Delegate: 

N.M.  Camardese 
Alternate: 

Carl  D.  Obenauf 


LORAIN  COUNTY 

Delegates: 

Charles  G.  Adams 
M.A.  Amiri 
Feite  Hofman 
Alternates: 

Joseph  Sciarrotta 
Eugene  Socha 
Daniel  Zaworski 

MEDINA  COUNTY 

Delegate: 

Richard  W.  Avery 
Alternate: 

John  L.  Kuehn 

RICHLAND  COUNTY 

Delegates: 

Joel  Kaye 
Joseph  E.  Stolfi 
Alternates: 

James  D.  Curry 
Albert  H.  Voegele 

WAYNE  COUNTY 

Delegate: 

John  Thomas 
Alternate: 

David  B.  Reynolds 


TWELFTH  DISTRICT 


PORTAGE  COUNTY 

Delegate: 

Donald  Hammel 
Alternate: 

Michael  Mastromatteo 

SUMMIT  COUNTY 

Delegates: 

F.D.  Barton 
J.J.  Bastolla 
C.V.  Bowen 
W.P.  Kilway,  Jr. 

M.D.  Serene 
F.F.  Somma 
A.E.  Villalba 
Alternates: 

William  Dorner,  Jr. 

A.L.  Leiby 

E.  Gates  Morgan 
J.L.  Summers 

F. L.  Waickman 


OSMA  OFFICERS 

President A.  Burton  Payne 

President-Elect  . . . .Herman  I.  Abromowitz 

Past  President S.  Baird  Pfahl,  Jr. 

Secretary-Treasurer David  A.  Barr 

OSMA  COUNCILORS 

First  District John  E.  Albers 

Second  District William  J.  Marshall 

Third  District Thomas  R.  Leech 

Fourth  District Benjamin  H.  Reed 

Fifth  District . Donavin  A.  Baumgartner,  Jr. 

Sixth  District J.  James  Anderson 

Seventh  District Nermin  D.  Lavapies 

Eighth  District Carl  E.  Spragg 

Ninth  District Thomas  P.  Price,  Jr. 


Tenth  District D.  James  Hickson 

Eleventh  District  D.  Ross  Irons 

Twelfth  District  Joseph  L.  Kloss 

Medical  Student  Section J.R.  Sarpa 


SPECIALTY  SOCIETY 
REPRESENTATIVES 

OHIO  SOCIETY  OF  ALLERGY  AND 
IMMUNOLOGY 

William  F.  Hughes,  Delegate 
Thomas  H.  Coleman,  Alternate-Delegate 
OHIO  SOCIETY  OF 
ANESTHESIOLOGISTS 
Harold  R.  Stevens,  Delegate 
Nicholas  G.  DePier o,  Alternate-Delegate 
OHIO  DERMATOLOGICAL 
ASSOCIATION 
Edmond  W.  Gardner,  Delegate 
Thomas  Olsen,  Alternate-Delegate 
OHIO  ACADEMY  OF  FAMILY 
PHYSICIANS 
Leroy  A.  Rodgers,  Delegate 
Gene  E.  Wright,  Alternate-Delegate 
OHIO  STATE  NEUROSURGICAL 
SOCIETY 

Edward  J.  Kosnik,  Delegate 
P.  Robert  Schwetschenau,  Alternate-Delegate 
OHIO  SECTION,  AMERICAN  COLLEGE 
OF  OBSTETRICIANS 
James  R.  Huey,  Delegate 
J.  Craig  Strafford,  Alternate-Delegate 
OHIO  OPHTHALMOLOGICAL  SOCIETY 
Marilyn  J.  Huheey,  Delegate 
Robert  T.  McKinlay,  Alternate-Delegate 
OHIO  ORTHOPAEDIC  SOCIETY 
Warren  G.  Harding,  III,  Delegate 
OHIO  SOCIETY  OF  OTOLARYNGOLOGY 
Don  E.  Gebhart,  Delegate 
Robert  Goldenberg,  Alternate-Delegate 
OHIO  SOCIETY  OF  PATHOLOGISTS 
Victor  H.  Hinrichs,  Delegate 
William  T.  Collins,  Alternate-Delegate 
OHIO  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS 
Keith  R.  Kulow,  Delegate 
Leonard  P.  Rome,  Alternate-Delegate 
OHIO  SOCIETY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 
James  J.  Powers,  Delegate 
Watson  D.  Parker,  Alternate-Delegate 
OHIO  PSYCHIATRIC  ASSOCIATION 
Bernard  M.  Kuhr,  Delegate 
OHIO  STATE  RADIOLOGICAL  SOCIETY 
S.  Theodore  Pinsky,  Delegate 
Samuel  Hissong,  Alternate-Delegate 
OHIO  RHEUMATISM  SOCIETY 
Waldemar  Bergen,  Delegate 
Vol  K.  Philips,  Alternate  Delegate 
OHIO  CHAPTER,  AMERICAN  COLLEGE 
OF  SURGEONS 
Richard  B.  Fratianne,  Delegate 
OHIO  CHAPTER,  AMERICAN  COLLEGE 
OF  PHYSICIANS/OHIO  SOCIETY  OF 
INTERNAL  MEDICINE 
Herbert  C.  Flessa,  Delegate 
William  F.  Ruschhaupt,  Alternate-Delegate 

continued  on  page  275 
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Make  Your  Hotel  Reservations 

for  the 

1985  OSMA 
ANNUAL  MEETING 


Columbus,  Ohio 


May  17-22 


Experience  the  spirit  of  Hyatt  Regency  Columbus  at  the  Ohio  Center  for  a convention  you  will 
always  remember!  The  elegant  hotel  offers  660  luxurious  guest  rooms  and  suites,  gourmet  and 
specialty  restaurants,  live  entertainment  lounges,  swimming  pool  and  jacuzzi.  Just  off  the  three- 
story  atrium  lobby  is  the  Retail  Mall,  featuring  over  50  specialty  shops  including  a further  variety 
of  restaurants. 


HOTEL  RESERVATION  FORM 

OHIO  STATE  MEDICAL  ASSOCIATION  HYATT  REGENCY  COLUMBUS 

Dial  Direct  614/463-1234 


Single  $60.00 

Double  (King  bed)  $72.00 

Double  (2  beds)  $72.00 


For  Suite  or  Regency  Club  reserva- 
tions — please  call  the  hotel 
directly. 

All  reservations  must  be  received 
by  the  hotel  21  days  prior  to  arrival. 

HYATT  REGENCY 
COLUMBUS 

Dial  Direct  614/463-1234 


PLEASE  PRINT 


Date  of  arrival 


Date  of  departure 


Check  in  time:  3 PM 
Check  out  time:  12  Noon 


Guest  Name 


Sharing  with. 


Confirmation  mailing  address: 
Company 

Name  


Address 


city 


state 


zip 


RESERVATIONS  MUST  BE 
RECEIVED  BY 
APRIL  17,  1985 

Your  reservation  may  be  guaranteed  by 
advance  deposit  or  major  credit  card. 
Failure  to  cancel  24  hours  prior  to  arrival 
will  result  in  1 nights  charge  billed  to  your 
credit  card. 

Guarantee  to  1 of  the  following: 
Deposit  of  $ (enclosed) 

American  Express  # 

Diners  Club  # 


Carte  Blanche  # 
Mastercard  # _ 
Visa  # 


Expiration  date:  

I have  verified  that  all  information  is 
correct. 


Telephone 


Please  return  to: 

Reservations  Department 

Hyatt  Regency  Columbus 
At  Ohio  Center 
350  North  High  Street 
Columbus,  Ohio  43215 


Signature 
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OSMA  1985  ANNUAL  MEETING 
MAY  17-22,  1985 

Continuing  Medical  Education 

Courses 

(Received  To  Date) 


ALLERGY  AND  IMMUNOLOGY 

CME  Hours:  3 Category  I 
Date:  Wednesday,  May  22 
Place:  Union  E,  Ohio  Center 
Time:  8 AM-12  Noon 
Sponsor:  OSMA  Section  on  Allergy  and 
the  Ohio  Society  of  Allergy  and 
Immunology 
Schedule: 

8 AM 

Introduction 

— Michael  L.  Franz,  M.D.,  Program 
Chairman 

Ohio  Society  of  Allergy  and  Immunology 
8:10-9  AM 
Food  Allergy 

— Stanley  P.  Galant,  M.D. 

Division  of  Allergy  and  Immunology 
University  of  California,  Irvine 
9:05-9:50  AM 
Insect  Allergy 

— Robert  E.  Reisman,  M.D. 

Clinical  Professor  of  Medicine  and 
Pediatrics 

State  University  of  New  York  at  Buffalo 
9:55-10:15  AM 
Coffee  Break 
10:15-11  AM 

Pharmacotherapeutics  of  Bronchial 
Asthma 

— Elliot  F.  Ellis,  M.D. 

Chairman  of  Pediatrics,  State  University 
of  New  York  at  Buffalo 
11:10  AM-12  Noon 
Immunotherapy 
— Leslie  C.  Grammer,  M.D. 

Division  of  Allergy  and  Immunology 
Northwestern  University,  Evanston, 
Illinois 
12:30  PM 

Luncheon  and  Business  Meeting 
Fifty  Five  On  The  Boulevard 

DERMATOLOGY 

CME  Hours:  3 Category  I 
Date:  Wednesday,  May  22 
Place:  Madison  Room,  Ohio  Center 
Time:  9 AM- 12  Noon 
Sponsor:  Ohio  Dermatological  Association 
and  the  OSMA  Section  on  Dermatology 
Topic:  Malignant  Melanoma  and  Precursor 
Pigmented  Lesions 
Schedule: 

9-9:10  AM 
Introduction 

— Ronald  J.  Siegle,  M.D.,  Program 
Director 
9:10-9:45  AM 

Congenital  Nevi  — Should  We  Be 
Concerned? 

— Mark  Bechtel,  M.D. 


Clinical  Assistant  Professor  of  Medicine, 
Division  of  Dermatology,  Ohio  State 
University,  Columbus 
9:45-10:20  AM 

Dysplastic  Nevi  — What  Is  Their 
Significance? 

— Ronald  J.  Siegle,  MD,  Head  of  the 
Cutaneous  Oncology  & Surgical  Unit 
Assistant  Professor  of  Medicine,  Division 
of  Dermatology,  Ohio  State  University, 
Columbus 
10:20-10:30  AM 
Break 

10:30-11:05  AM 

Local  Excision  — How  Wide  is  Wide? 

— Neil  Swanson,  M.D.,  Director, 
Cutaneous  Surgical  Unit 
Associate  Professor  of  Dermatology  and 
Otolaryngology,  University  of  Michigan, 
Ann  Arbor,  Michigan 
11:05-11:40  AM 

When  Is  A Radical  Lymph  Node 
Dissection  Indicated? 

— William  Farrar,  M.D.,  Acting  Chief, 
Division  of  Surgical  Oncology 
Assistant  Professor  of  Surgery,  Ohio 
State  University,  Columbus 
11:40  AM-12  Noon 
Panel  Discussion 

OTOLARYNGOLOGY 

CME  Hours:  6 Category  I 
Date:  Monday,  May  20 
Place:  Fayette  Room,  Ohio  Center 
Time:  9:00  AM  to  4:30  PM 
Sponsor:  OSMA  Section  on  Otolaryngology 
and  Ohio  Society  of  Otolaryngology 
Program  Chairman:  Thomas  S.  Main, 
M.D.,  Columbus 
Schedule: 

8:45-9  AM 
Introduction 

— Don  E.  Gebhart,  M.D.,  President, 
Columbus 

9- 10  AM 

“The  Medical  Management  of  Sleep 
Apnea” 

— Helmut  Schmidt,  M.D.,  Columbus 

10- 11  AM 

“Surgical  Management  of  Sleep  Apnea” 
— Shiro  Fugita,  M.D.,  Birmingham, 
Michigan 

11  AM- 12  Noon 
“Snoring” 

— David  N.  Fairbanks,  M.D., 
Washington,  D.C. 

12  Noon-1 :30  PM 

Lunch  and  Business  Meeting 
Madison  Room,  Ohio  Center 
1:30-2:30  PM 

“Antibiotics  in  Otolaryngology” 


— David  N.  Fairbanks,  M.D. 

2:30-3:30  PM 

“Malignant  Hyperpyrexia” 

— Lewis  Franklin,  M.D.,  Columbus 
3:30-4:30  PM 

“Dermatology  in  Otolaryngology” 

— Robert  Rau,  M.D.,  Columbus 

PSYCHIATRY 

CME  Hours:  2Vz  Category  I 
Date:  Monday,  May  20 
Place:  Delaware  A & B,  Ohio  Center 
Time:  1:30-4:30  PM 
Sponsor:  Ohio  Psychiatric  Association 
Topic:  Impotence:  Update  on  Diagnosis 
and  Treatment 
Schedule: 

1:30  PM 

Differential  Diagnosis  of  Organic  vs. 
Psychogenic  Impotence 
— Helmut  S.  Schmidt,  M.D.,  Director, 
Division  of  Sleep  Medicine,  Associate 
Professor  of  Psychiatry,  Ohio  State 
University  College  of  Medicine, 
Columbus 
2:10  PM 

Psychological  Treatment  Approaches  to 
Impotence 

— Stanley  Althof,  Ph.D.,  Assistant 
Professor,  Department  of  Psychiatry, 
University  Hospitals,  Cleveland 
2:50  PM 
Break 
3:10  PM 

Surgical  Approaches  to  Impotence 
— Henry  A.  Wise,  M.D.,  Direcctor, 
Division  of  Urology,  Ohio  State 
University  Hospitals,  College  of 
Medicine,  Columbus 
3:50  PM 

Question  and  Answer  Panel 

RHEUMATOLOGY 

CME  Hours:  3 Category  I 
Date:  Monday,  May  20 
Place:  Morrow  Room,  Ohio  Center 
Time:  1-5:30  PM 

Sponsor:  OSMA  Section  on  Rheumatology 
and  Ohio  Rheumatism  Society 
Topic:  Systemic  Lupus  Erythematosus: 
Emerging  Concepts  of  Diagnosis  and 
Treatment 

Presiding  Officer:  William  S.  Wilke,  M.D., 
President,  Ohio  Rheumatism  Society, 
Cleveland 

Program  Chairman:  Seth  M.  Kantor, 

M.D.,  Columbus 
Schedule: 

11:30  AM-1  PM 
Business  Luncheon 
Franklin  D,  Ohio  Center 
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You’ve  Gotta  Have  HAR1 


And  you  will 

IF  YOU  MAKE  PLANS  NOW  TO  ATTEND  A TRIBUTE  TO 


Hart  F Page 


WHICH  WILL  BE  HELD  DURING  THE  1985  OSMA  ANNUAL  MEETING. 

An  elegant  evening  of  fun  and  entertainment  is  planned  in  honor  of 
Hart's  AO  years  of  outstanding  leadership  to  the  OSMA. 

The  evening  starts  with  cocktails  at  6:30  pm,  a full-course  gourmet 
DINNER  AT  7:30  PM  AND,  AFTER  THAT,  LIVE  ENTERTAINMENT  FOR  YOUR  DANCING 
pleasure! 

The  Dinner/Dance  will  be  held  Saturday,  May  18,  at  the  Hyatt  Regency 
in  Columbus.  Tickets  are  $35  each.  See  the  reverse  side  for  a reservation 
form. 


Don't  miss  this  opportunity  to  honor  Hart  F.  Page  and  wish  him  well 

AS  HE  BEGINS  HIS  RETIREMENT. 


The  Ohio  State  Medical  Journal 


CME  Courses 

continued 

l PM 

Introduction 

— Seth  M.  Kantor,  M.D.,  Assistant 
Professor  of  Medicine,  Ohio  State 
University,  Columbus 

1- 1:50  PM 

“The  Immunogenetics  of  SLE” 

— Frank  Arnett,  M.D.,  Director, 
Division  of  Rheumatology,  University  of 
Texas  Health  Scienct  Center,  Houston, 
Texas 

2- 2:50  PM 

“The  Serology  of  SLE:  Implications  for 
the  Immunopathology,  Diagnosis  and 
Management” 

— John  Clough,  M.D.,  Director, 
Division  of  Rheumatology,  Cleveland 
Clinic,  Cleveland 

3- 3:15  PM 
Break 

3:15-4:45  PM 

“Lupus  Nephritis:  Two  Views” 

— Lee  Hebert,  M.D.,  Director,  Division 
of  Nephrology,  Ohio  State  University, 
Columbus 

— Stan  Ballou,  M.D.,  Director,  Division 
of  Rheumatology,  Cleveland  General 
Hospital,  Cleveland 
4:45-5:30  PM 

“SLE:  Therapeutic  Dilemmas” 

— Allan  Kirsner,  M.D.,  Division  of 
Rheumatology,  Toledo  Clinic,  Toledo 


ADVANCED  TRAUMA  LIFE 
SUPPORT  COURSE 

CME  Hours:  16  Category  I 
Dates:  Monday,  May  20  and  Tuesday,  May 
21 

Places:  Union  Rooms  (see  program),  Ohio 
Center  & OSU 

Times:  Monday,  7:30  AM  to  4:30  PM 
Tuesday,  7:45  AM  to  5:00  PM 
Sponsor:  Ohio  Committee  on  Trauma, 
A.C.S. 

Fee:  $300  pre-registration  only 
Schedule: 

Monday,  May  20 

7:00  AM 

Continental  Breakfast  — adjacent 
Union  D 

7:30  AM-12  Noon 

ATLS  Lecture:  Course  overview  and 
introduction  to  ATLS;  Initial 
Assessment;  Upper  Airway  Management; 
Shock;  Thoracic  Trauma;  Abdominal 
Trauma,  Union  D 
12:00  Noon 
Luncheon,  Union  E 
12:35  PM 

First  bus  leaves  for  Animal  Lab  (Group 
A — 16  people)  at  Ohio  University  (1:00 
PM-2:30  PM) 

Group  B — 16  other  participants  — 1:00 
PM-2:30  PM  (go  through  3 skill 
stations),  Union  A,  B,  & C,  Ohio  Center 
2:35  PM 

Second  bus  leaves  for  Animal  Lab 
(Group  B — 16  people)  at  Ohio  State 
University  (3:00  PM-4:30  PM) 


Group  A — 16  other  participants  — 3:00 
PM-4:30  PM  (go  through  3 skill 
stations),  Union  A,  B,  & C,  Ohio  Center 
Afternoon  Program 
Practical:  Animal  Lab: 
Cricothyroidotomy;  Peritoneal  Lavage; 
Pericardiocentesis;  Chest 
decompression/tube  insertion 
Intubation 

Anti-shock  garment  application 

I.V. /Shock  Therapy 

Tuesday,  May  21 

7:30  AM 

Continental  Breakfast  — adjacent 
Union  E 
7:45  AM 

ATLS  Lecture,  Union  E,  Ohio  Center 
9:30  AM 
Break 
9:45  AM 

3 Skill  Stations,  Union  A,  B,  & C,  Ohio 
Center 
11:15  AM 

ATLS  Lecture,  Union  E,  Ohio  Center 
12:30  PM 

Luncheon,  Franklin  C,  Ohio  Center 
1:30  PM 

Lecture,  Union  E,  Ohio  Center 
2:00  PM 

ATLS  Skill  Stations,  Union  A,  B,  & C, 
Ohio  Center 
LECTURES 
Head  Trauma 
Neck/Spinal 
Trauma 

Extremity  Trauma 
Burns 

Stabilization  & 

Transport 

5:00  PM 
Adjournment 
The  ATLS  Courses  have  been  specifically 
designed  for  the  primary  care  physician, 
emergency  department  physician  and 
surgeon. 

Course  Objectives 

Upon  completion  of  the  ATLS  course,  the 
participant  will  be  able  to: 

I.  Demonstrate  concepts  and  principles 
of  patient  assessment. 

II.  Establish  management  priorities  in  a 
trauma  situation. 

III.  Initiate  primary  and  secondary 
management  necessary,  within  the  first 
hour  of  emergency  care,  for  acute  life 
threatening  emergencies. 

IV.  Demonstrate  the  skills  necessary  in 
initial  management  of  trauma  victims: 

• Initial  assessment  of  victims  with 
multiple  injuries 

• Application  of  Anti-Shock  garment 

• Initiation  of  intravenous  therapy 
with  CVP  and  shock  management 

• Adult/Infant  intubation  and 
nasotracheal  intubation 

• Cricothyroidotomy 

• Pleural  decompression  and  chest 
tube  insertion 

• Pericardiocentesis 

• Peritoneal  lavage 

• Extremity  and  Spinal  immobilization 

• Head  trauma  management 


PRACTICAL 
Mr.  HURT 
Extremity 

Immobilization 
Spinal  Immobilization 
Initial  Assessment- 
Practice/Test 
Written  Test 
Triage  Scenarios 


Just  wait 
till  you  see 
the  changes 
we’re  making 


The  excellence  of  Harding’s  in-patient  treat- 
ment of  adolescents  and  adults  is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 

The  result  is  that  we’re  seeing  more  patients 
. . . sooner . . . more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding’s  crisis  stabiliza- 
tion and  short-term  program. 

Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 

Harding  is  here 

Contact: 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 

A Blue  Cross  Member  Hospital 
JCAH  Accredited 
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OMPAC  LUNCHEON 


Saturday,  May  18,  1985 

Regency  Ballroom,  Hyatt  Regency/ 

Columbus  at  the  Ohio  Center 

Reception:  11:15  A.M.  Luncheon:  12  Noon 


john  McLaughlin,  Ph.D. 

Host,  McLaughlin  Group  (TV) 

Executive  Editor.  The  National  Review 

Dr.  John  McLaughlin  is  Washington  Executive  Editor  of  The 
National  Review,  and  anchor  of  a monthly  column  for  the 
magazine  on  international  and  domestic  issues  entitled  "From 
Washington  Straight." 

Dr.  McLaughlin  is  the  moderator  of  a weekly  TV  program, 
THE  McLAUGHLIN  GROUP  which  airs  on  Washington's  NBC 
station  and  features  regular  panelists  Robert  Novak,  Jack 
Germond,  Morton  Kondracke  and  Patrick  Buchanan.  The 
programs  address  a full  range  of  domestic  and  international 
public  policy  issues.  In  addition.  Dr.  McLaughlin  is  a 
commentator  on  National  Public  Radio  and  the  NBC  radio 
Dr.  John  McLaughlin  network.  He  also  appears  regularly  on  TV  in  the  nation's  capital. 

Prior  to  his  broadcasting  career.  Dr.  McLaughlin  served  as  Special  Assistant 
to  former  presidents  Richard  Nixon  and  Gerald  Ford;  sought  the  U.S.  Senate 
seat  from  Rhode  Island  as  the  endorsed  Republican  candidate;  edited  the  national 
journal  of  opinion,  America:  taught  humanities  and  other  subjects  at  the  prep 
school,  college  and  graduate  school  levels;  and  lectured  in  this  country  and 
abroad. 

Dr.  McLaughlin  holds  a Ph.D.  degree  from  Columbia,  two  M.A.  degrees  from 
Boston  College  and  did  advanced  study  at  Stanford  University. 


OSMA  SOCIAL  FUNCTION  RESERVATIONS 
1985  ANNUAL  MEETING 


Please  Print 


Saturday,  May  18,  1985 


Name 


No.  of  tickets  Amount 


Address 

City,  State Zip 

Telephone  No.  ( ) 


MAKE  CHECKS  PAYABLE  TO:  OSMA 

Mail  to:  Department  of  Education;  Specialty 

Society  and  Meeting  Management 
Ohio  State  Medical  Association 
600  South  High  Street 
Columbus,  Ohio  43215 


OMPAC  Luncheon 

($20  per  person) 


Hart  Party 

(Honoring  ($35  per  person) 
Hart  F. 

Page) 

TOTAL 


$, 

$ 
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County  Society  Officers 
Executive  Directors  and 
Meeting  Dates 


First  District 

Councilor:  John  E.  Albers,  M.D.,  2350 
Auburn  Ave.,  Cincinnati  45219. 

ADAMS:  David  E.  Pixley,  M.D., 
President,  154  E.  Elliott  Ave.,  Peebles 
45660;  Jose  L.  Basa,  M.D.,  Secretary- 
Treasurer,  17907  State  Route  246,  Seaman 
45679.  Second  Tuesday. 

BROWN:  Walter  Ferris,  M.D., 

President,  614  S.  High  St.,  Mt.  Orab 
45154;  William  H.  Bentson,  M.D., 
Secretary-Treasurer,  14  N.  Second  St., 
Ripley  45167.  Third  Tuesday  alternated 
with  fourth  Tuesday. 

*BUTLER:  Barry  A.  Robertson,  M.D., 
President,  701  N.  University  Blvd.,  Ste.  1, 
Middletown  45042;  Alvin  H.  Niemer, 

M.D.,  Secretary-Treasurer,  701  N. 
University  Blvd.,  Middletown  45042; 

Frances  L.  Bachman,  Executive  Secretary, 
111  Buckeye  St.,  P.O.  Box  3216,  Hamilton 
45013,  513/893-1410.  Third  Wednesday, 
October  through  May. 

CLERMONT:  Stewart  Jones  II,  M.D., 
President,  71  Powhatten  Dr.,  Milford 
45150;  William  Blake  Selnick,  D.O., 
Secretary-Treasurer,  Second  & E.  Loveland 
Aves.,  Loveland  45140.  Third  Wednesday 
except  July  and  August. 

CLINTON:  H.  Chung  Tai  Hu,  M.D., 
President,  891  W.  Locust  St.,  Wilmington 
45177;  Janet  Gick  Matrka,  M.D., 
Secretary-Treasurer,  222  W.  Main  St., 
Wilmington  45177;  Marilyn  S.  Walker, 
Executive  Secretary,  119  Old  Rte.  122, 
Lebanon  45036  513/382-6611  (lab).  Fourth 
Tuesday. 

* HAMILTON:  Thomas  R.  Werner, 

M.D.,  President,  58-60  E.  Hollister  St., 
Cincinnati  45219;  Ann  C.  Ghory,  M.D., 
Secretary,  1430  E.  McMillan  St.,  Cincinnati 
45206;  William  J.  Galligan,  Executive 
Director,  320  Broadway,  Cincinnati  45202, 
513/421-7010.  Second  Tuesday. 

HIGHLAND:  No  active  county  medical 
society. 

WARREN:  Ray  Simendinger,  M.D., 
President,  901  N.  Broadway,  Lebanon 
45036;  Jan  Perry  Knisely,  M.D.,  Secretary, 
1618  Deerfield  Rd.,  Lebanon  45036. 

Second  Tuesday. 

Second  District 

Councilor:  WUliam  J.  Marshall,  M.D., 

2600  Far  Hills  Ave.,  Dayton  45419. 

CHAMPAIGN:  J.  Steven  Polsley,  M.D., 
President,  160  Eastview  Dr.,  Urbana 
43078;  Ned  Saini,  M.D.,  Secretary- 
Treasurer,  900  Scioto  St.,  Urbana  43078. 
Second  Wednesday. 


CLARK:  Dennis  Sullivan,  M.D., 
President,  30  W.  McCreight  Ave.,  #103, 
Springfield  45504;  William  A.  Garringer, 

M. D.,  Secretary,  8490  E.  National  Rd., 
South  Vienna  45369;  Colleen  Buscemi, 
Executive  Secretary,  34  W.  High  St.,  Room 
710,  Springfield  45502,  513/324-8618. 

Third  Monday. 

DARKE:  Daniel  S.  Berger,  M.D., 
President,  7603  Celina  Rd.,  Greenville 
45331;  Mary  Beth  Cass,  M.D.,  Secretary, 
7603  Celina  Rd.,  Greenville  45331.  Third 
Tuesday. 

GREENE:  Alvin  Rodin,  M.D., 

President,  Greene  Memorial  Hospital,  1141 

N.  Monroe  Dr.,  Xenia  45385;  M.  Alam 
Wirk,  M.D.,  Secretary-Treasurer,  Greene 
Memorial  Hospital  — Radiology,  1141  N. 
Monroe  Dr.,  Xenia  45385;  Judy  Khoii, 
Executive  Secretary,  428  Wilson  Dr.,  Xenia 
45385,  513/376-3783.  Second  Monday. 

*MLAMI:  Peter  E.  Nims,  M.D., 
President,  20  South  Lane,  Troy  45373; 
Donald  P.  Luna,  M.D.,  Secretary,  Piqua 
Memorial  Hospital,  624  Park  Ave.,  Piqua 
45356.  First  Tuesday,  September  through 
June. 

MONTGOMERY:  James  Ungerleider, 
M.D.,  President,  2600  Far  Hills  Ave., 
Dayton  45419;  Fred  C.  Brown,  M.D., 
Secretary,  1520  S.  Main  St.,  Dayton  45409; 
Richard  G.  Tapia,  Executive  Director,  40 
S.  Perry  St.,  Ste.  100,  Dayton  45402, 
513/223-0990.  Fourth  Thursday  except 
July,  August  and  December. 

PREBLE:  John  D.  Darrow,  M.D., 
President  and  Secretary-Treasurer,  228  N. 
Barron  St.,  Eaton  45320. 

SHELBY:  Edward  Link,  M.D., 

President,  Third  & Michigan  St.,  Sidney 
45365;  Florencio  Reyes,  M.D.,  Secretary- 
Treasurer,  430  Fourth  Ave.,  Sidney  45365. 
Second  Tuesday  every  other  month. 

Third  District 

Councilor:  Thomas  R.  Leech,  M.D.,  1700 
W.  Market  St.,  Lima  45805. 

* ALLEN:  Roger  D.  Jenkins,  M.D., 
President,  850  Bellefontaine  Ave.,  Lima 
45802;  Roger  L.  Terry,  M.D.,  Secretary- 
Treasurer,  1220  E.  Elm  St.,  #110,  Lima 
45804;  Will  Wolf,  Executive  Secretary, 

P.O.  Box  1647,  Lima  45802,  419/228-3335. 
Third  Tuesday,  September  to  May. 

AUGLAIZE:  Thomas  C.  Dozier,  D.O., 
President  112  Court  St.,  St.  Marys  45885; 
Robert  Herman,  M.D.,  Secretary- 
Treasurer,  1007  W.  Auglaize  St., 
Wapakoneta  45895.  First  Thursday. 


CRAWFORD:  Daniel  P.  Kenny,  M.D., 
President,  120  W.  Main  St.,  New 
Washington  44854;  L.  James  Barth,  M.D., 
Secretary-Treasurer,  120  W.  Main  St.,  New 
Washington  44854.  Meetings  when  called. 

HANCOCK:  Irineo  P.  Echavarre,  M.D., 
President,  206  W.  Lima  St.,  Findlay  45840; 
Robert  D.  Beck,  M.D.,  Secretary,  131  W. 
Yates,  Findlay  45840.  Third  Tuesday. 

HARDIN:  Filmore  A.  Riego,  M.D., 
President,  210  W.  Columbus  St.,  Kenton 
43326;  Andrea  C.  Chang,  M.D.,  Secretary- 
Treasurer,  75  Washington  Blvd.,  Kenton 
43326.  Second  Tuesday. 

LOGAN:  Evan  W.  Dixon,  M.D., 
President,  212  Irving  Ave.,  Bellefontaine 
43311;  William  K.  Lehmann, 

M.D., Secretary-Treasurer,  c/o  Mary  Rutan 
Hospital,  Bellefontaine  43311.  Meetings 
when  called. 

*MARION:  James  S.  Hering,  M.D., 
President,  1136  Independence  Ave.,  Marion 
43302;  Ronald  A.  Landefeld,  M.D., 
Secretary-Treasurer,  170  Fairfax  Ave., 
Marion  43302.  First  Tuesday. 

MERCER:  Yvonne  F.  Van  Loon,  M.D., 
President,  950  S.  Main  St.,  Celina  45822; 
Mahmood  Mir,  M.D.,  Secretary-Treasurer, 
123  Hamilton  St.,  Celina  45822.  Third 
Thursday. 

SENECA:  Rosario  D.  Bello,  M.D., 
President,  1230  Roosevelt  Dr.,  Fostoria 
44830;  Chong-Hyo  Kim,  M.D.,  Secretary- 
Treasurer,  1309  W.  Ridge  Dr.,  Fostoria 
44830.  Third  Tuesday  except  July,  August 
and  December. 

VAN  WERT:  Wilmer  Her,  M.D., 
President,  140  Fox  Rd.,  Van  Wert  45891; 
Thomas  Lautzenheiser,  M.D.,  Secretary- 
Treasurer,  612  N.  Main  St.,  Convoy  45832. 
First  Tuesday. 

WYANDOT:  Thomas  C.  Thornton, 
M.D.,  President,  110  S.  Patterson  Ave., 
Carey  43316;  Norman  Cisar,  M.D., 
Secretary-Treasurer,  885  N.  Sandusky  Ave., 
Upper  Sandusky  43351;  Robin  Binkley, 
Executive  Secretary,  Wyandot  Memorial 
Hospital,  885  N.  Sandusky  Ave.,  Upper 
Sandusky  43351,  419/294-1941,  Ext.  32. 
Second  Tuesday. 

Fourth  District 

Councilor:  Benjamin  H.  Reed,  M.D.,  730 
Burr  Rd.,  Wauseon  43567. 

DEFIANCE:  William  Richter,  M.D., 
President,  1400  E.  Second  St.,  Defiance 
43512;  Elizabeth  M.  Gallup,  M.D., 
Secretary-Treasurer,  1400  Second  St., 
Defiance  43512.  Second  Tuesday. 

FULTON:  David  A.  Thompson,  M.D., 
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President,  405  E.  Lutz  Rd.,  Archbold 
43502;  Estela  T.  Miquiabas,  M.D., 
Secretary-Treasurer,  725  S.  Shoop  Ave., 
Wauseon  43567.  Second  Tuesday, 
quarterly. 

HENRY:  Wilson  J.  Stough,  M.D., 
President,  515  Avon  PI.,  Napoleon  43545; 
A. A.  Lauengco,  M.D.,  Secretary-Treasurer, 
Marion  & Belton  St.,  Hamler  43524. 
Meetings  when  called. 

LUCAS:  John  J.  Newton,  M.D., 
President,  P.O.  Box  509,  Sylvania  43560; 
John  P.  Anders,  M.D.,  Secretary,  3900 
Sunforest  Ct.,  Toledo  43623;  Lee  F. 
Wealton,  Executive  Director,  4428  Secor 
Rd.,  Toledo  43623,  419/473-3200.  Council 
meets  fourth  Tuesday  except  July  and 
August. 

OTTAWA:  Barry  R.  Cover,  M.D., 
President,  118  E.  Perry  St.,  Port  Clinton 
43452;  Sharad  G.  Shinde,  M.D.,  Secretary- 
Treasurer,  130  Jefferson,  Ste.  3-A,  Port 
Clinton  43452.  Second  Thursday  during 
football  season;  otherwise,  Friday  after 
second  Thursday. 

PAULDING:  Kirkwood  Pritchard, 

M.D.,  President,  119  S.  Main  St.,  Paulding 
45879;  L.  B Fishbaugh,  M.D.,  Secretary- 
Treasurer,  220  W.  Perry  St.,  Paulding 
45879.  Third  Monday. 

PUTNAM:  Oliver  N.  Lugibihl,  M.D., 
President,  Box  235,  Pandora  45877;  John 
R.  Brown,  M.D.,  Secretary-Treasurer,  310 
E.  Main  St.,  Ottawa  45875.  First  Tuesday. 

SANDUSKY:  Robert  J.  Mowry,  M.D., 
President  and  Secretary-Treasurer,  605 
Third  Ave.,  Ste.  C,  Fremont  43420.  Last 
Thursday. 

WILLIAMS:  Clarence  Bell,  Jr.,  M.D., 
President,  935  Snyder  Ave.,  Montpelier 
43543;  Richard  L.  Hess,  M.D.,  Secretary- 
Treasurer,  442  W.  High  St.,  Bryan  43506; 
Rebecca  Cape,  Executive  Secretary,  Bryan 
Medical  Group,  Inc.,  442  W.  High  St., 
Bryan  43506,  419/636-4517,  Ext.  214. 

Third  Tuesday  every  other  month  starting 
with  January. 

*WOOD:  Douglas  S.  Hess,  M.D., 
President,  1362  Conneaut  Ave.,  Box  370-B, 
Bowling  Green  43402;  Edelbert  J.  Kuebeck, 
M.D.,  Secretary-Treasurer,  1052  W. 
Wooster  St.,  Bowling  Green  43402.  Second 
Tuesday. 

Fifth  District 

Councilor:  Donavin  A.  Baumgartner,  Jr., 
M.D.,  St.  Luke’s  Hospital  E.R.,  11311 
Shaker  Blvd.,  Cleveland  44104. 

ASHTABULA:  Guy  V.  Jeanblanc, 

M.D.,  President,  430  W.  25th  St., 
Ashtabula  44004;  Kimberly  F.  Melen, 

M.D.,  Secretary-Treasurer,  460  W.  Main 
St.,  Geneva  44041;  Amy  Housel,  Executive 
Secretary,  P.O.  Box  1772,  Ashtabula 
44004,  216/998-3111.  Second  Tuesday, 
February,  April,  September  and  November. 

*CUYAHOGA:  Henry  G.  Krueger, 

M.D.,  President,  20997  Lorain  Rd., 


Cleveland  44126;  Wilma  F.  Bergfeld, 

M.D.,  Secretary-Treasurer,  9500  Euclid 
Ave.,  Cleveland  44106;  Robert  A.  Lang, 
Ph.D.,  Executive  Director,  11001  Cedar 
Ave.,  Cleveland  44106,  216/229-2200. 
Board  of  Directors  meets  second  Tuesday. 

GEAUGA:  Mohammad  Ansari,  M.D., 
President,  13221  Ravenna  Rd.,  Chardon 
44024;  Donald  Braunlich,  D.O.,  Secretary- 
Treasurer,  14493  N.  Cheshire  St.,  Burton 
44021;  Margaret  Pace,  Executive  Secretary, 
Geauga  Community  Hospital,  P.O.  Box 
249,  Chardon  44024,  216/286-6131.  Second 
Thursday,  January,  May,  September  and 
November. 

LAKE:  Quentin  Spittler,  M.D., 

President,  8224  Mentor  Ave.,  Mentor 
44060;  Jeffrey  M.P.  Siminovitch,  M.D., 
Secretary-Treasurer,  71  E.  High  St., 
Painesville  44077;  Janice  A.  Vargo, 
Executive  Secretary,  71  E.  High  St., 
Painesville  44077,  216/942-9135.  February, 
May,  September  and  November. 


Sixth  District 

Councilor:  J.  James  Anderson,  M.D.,  5204 
Mahoning  Ave.,  Ste.  103,  Youngstown 
44515. 

COLUMBIANA:  Hira  Rohela,  M.D., 
President,  130  W.  Fourth  St.,  East 
Liverpool  43920;  B.N.  Bhat,  M.D., 
Secretary-Treasurer,  P.O.  Box  369,  Lisbon 
44432;  Pearl  Koenreich,  Executive 
Secretary,  530  Hawley  Ave.,  Salem  44460, 
216/337-8859.  Third  Tuesday. 

MAHONING:  Juan  A.  Ruiz,  M.D., 
President,  993  Boardman-Canfield  Rd., 
Youngstown  44512;  Karl  F.  Wieneke, 

M. D.,  Secretary,  64  Ridge  Ave., 
Youngstown  44502;  Robert  B.  Blake, 
Executive  Director,  1005  Belmont  Ave., 
#245,  Youngstown  44504,  216/747-4956. 
Third  Tuesday,  January,  March,  May, 
September,  November  and  December. 

STARK:  James  Niffenegger,  M.D., 
President,  800  McKinley  Ave.,  N.W., 
Canton  44703;  Hannelore  Smith,  M.D., 
Secretary-Treasurer,  6046  Whipple  Ave., 

N. W.,  North  Canton  44720;  Nancy  L. 
Adams,  Executive  Secretary,  4150  Belden 
Village  St.,  N.W.,  Canton  44718, 
216/492-3333.  Second  Thursday,  October 
through  April. 

TRUMBULL:  Suzanne  A.  Butcher, 
M.D.,  President,  Trumbull  Memorial 
Hospital,  1350  E.  Market  St.,  Warren 
44483;  Paul  G.  Zerbi,  M.D.,  Secretary- 
Treasurer,  3893  E.  Market  St.,  Warren 
44484;  Doris  P.  Dean,  Executive  Director, 
280  N.  Park  Ave.,  P.O.  Box  186,  Warren, 
216/394-4556.  Third  Wednesday,  January 
through  May,  September  through 
November. 


Seventh  District 

Councilor:  Nermin  D.  Lavapies,  M.D., 


1220  Hughes  Ave.,  Martins  Ferry  43935. 

BELMONT:  Chaganlal  Patel,  M.D., 
President,  Bellaire  Clinic,  3000  Guernsey 
St.,  Bellaire  43906;  Nermin  D.  Lavapies, 
M.D.,  Secretary-Treasurer,  1220  Hughes 
Ave.,  Martins  Ferry  43935.  Third 
Thursday,  February  through  April, 
September  through  December. 

CARROLL:  Thomas  J.  Atchison,  M.D., 
President,  P.O.  Box  156,  Carrollton  44615; 
Nan  M.  Bissell,  M.D.,  Secretary-Treasurer, 
450  S.  Lisbon  St.,  P.O.  Box  338, 

Carrollton  44615.  Third  Tuesday. 

COSHOCTON:  Ronald  Dillow,  M.D., 
President,  1849  Hillcrest  Dr.,  Coshocton 
43812;  Robert  Gwinn,  M.D.,  Secretary- 
Treasurer,  646  Chestnut  St.,  Coshocton 
43812.  Second  Tuesday. 

HARRISON:  Ajit  S.  Modi,  M.D., 
President,  E.  Market  St.,  Cadiz  43907; 
Siripurapu  R.  Prasad,  M.D.,  Secretary- 
Treasurer,  Box  370,  Hopedale  43976. 
Second  Tuesday. 

JEFFERSON:  Paul  W.  Ruksha,  M.D., 
President,  633  Lawsen  Ave.,  Steubenville 
43952;  Fernando  L.  Ayala,  M.D., 
Secretary-Treasurer,  1524  W.  Market  St., 
Steubenville  43952.  First  Tuesday  except 
June  and  July  but  not  first  day  of  month. 

MONROE:  Donald  R.  Piatt,  M.D., 
President,  154  S.  Main  St.,  Woodsfield 
43793;  Jack  M.  Matheny  II,  M.D., 
Secretary-Treasurer,  Monroe  County  Clinic, 
Old  Airport  Rd.,  Route  3,  Woodsfield 
43793.  Second  Wednesday  quarterly. 

TUSCARAWAS:  Robert  L.  Gerber, 
M.D.,  President,  126  S.  Broadway,  Sugar 
Creek  44681;  Terry  E.  Stocker,  M.D., 
Secretary-Treasurer,  402  W.  High  St.,  New 
Philadelphia  44663;  Doris  Ferguson, 
Executive  Secretary,  Union  Hospital,  659 
Boulevard,  Dover  44622,  216/343-3311. 
Second  Wednesday. 

Eighth  District 

Councilor:  Carl  E.  Spragg,  M.D.,  71  W. 
Main  St.,  New  Concord  43762. 

ATHENS:  Steven  Richardson,  M.D., 
President,  Hudson  Health  Center,  Ohio 
University,  Athens  45701;  John 
Cunningham,  M.D.,  Secretary-Treasurer, 
P.O.  Box  708,  Athens  45701.  Second 
Tuesday,  March,  June,  September  and 
December. 

FAIRFIELD:  James  Merk,  M.D., 
President,  1582  E.  Main  St.,  Lancaster 
43130;  John  E.  Lloyd,  M.D.,  Secretary- 
Treasurer,  600  Pleasantville  Rd.,  Lancaster 
43130;  Jane  E.  Patterson,  Executive 
Secretary,  c/o  David  H.  Sheidler,  M.D., 
1500  E.  Main  St.,  Lancaster  43130, 
614/654-0059.  Second  Tuesday. 

GUERNSEY:  Howard  Miller,  M.D., 
President,  1210  Neal  Dr.,  Cambridge 
43725;  Billimagga  Rangaswamy,  M.D., 
Secretary-Treasurer,  Medical  Arts  Bldg., 
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Maple  Dr.,  Cambridge  43725.  First 
Tuesday  every  other  month  starting  with 
February. 

LICKING:  Mary  Beth  Hall,  M.D., 
President,  1877  Tamarack  Rd.,  Newark 
43055;  Larry  H.  Bowers,  M.D.,  Secretary- 
Treasurer,  1327  W.  Main  St.,  Newark 
43055;  Kitty  Martin,  Executive  Secretary, 
Licking  Memorial  Hospital,  1320  W.  Main 
St.,  Newark  43055,  614/366-0389.  Fourth 
Tuesday,  October  through  May. 

MORGAN:  No  active  county  medical 
society. 

NOBLE:  Frederick  M.  Cox,  M.D., 
President  and  Secretary-Treasurer,  P.O. 

Box  330,  Caldwell  43724. 

PERRY:  Stephen  C.  Ulrich,  M.D., 
President,  203  N.  Main  St.,  New  Lexington 
43764;  William  D.  Fiorini,  M.D., 
Secretary-Treasurer,  State  Route  22, 
Somerset  43783.  Meetings  four  times 
yearly. 

WASHINGTON:  H.L.  Krupadev,  M.D., 
President,  400  Matthew  St.,  Marietta 
45750;  Michael  Brockett,  M.D.,  Secretary- 
Treasurer,  400  Ferguson  & Matthew  St., 
Marietta  45750.  Second  Wednesday, 
September  through  May. 

Ninth  District 

Councilor:  Thomas  P.  Price,  Jr.,  M.D., 
Holzer  Clinic,  Ltd.,  P.O.  Box  344, 
Gallipolis  45631. 

GALLIA:  David  P.  Evans,  M.D., 
President,  Holzer  Clinic,  Ltd.,  P.O.  Box 
344,  Gallipolis  45631;  James  Magnussen, 
M.D.,  Secretary-Treasurer,  Holzer  Clinic, 
Ltd.,  P.O.  Box  344,  Gallipolis  45631. 
Quarterly  meetings. 

HOCKING:  Roy  R.  Bontrager,  M.D., 
President,  P.O.  Box  947,  Logan  43138; 
Rosario  Labrador,  M.D.,  Secretary- 
Treasurer,  P.O.  Box  0920,  Logan  43138. 
Quarterly  meetings. 

JACKSON:  Nirmal  K.  Dutta,  M.D., 
President,  350  Charlotte  Ave.,  Oak  Hill 
45656;  Carl  J.  Greever,  M.D.,  Secretary- 
Treasurer,  35  Vaughn  St.,  Jackson  45640. 
Meetings  when  called. 

LAWRENCE:  Thomas  J.  Tsou,  M.D., 
President,  Route  5,  Wheelersburg  45694; 
David  A.  Pack,  M.D.,  Secretary-Treasurer, 
1230  Navajo  Trail,  Ironton  45638.  Fourth 
Thursday. 

MEIGS:  E.S.  Villanueva,  M.D., 
President,  505  Mulberry  Heights,  Pomeroy 
45769;  Wilma  Mansfield,  M.D.,  Secretary- 
Treasurer,  P.O.  Box  351,  Pomeroy  45769. 
Meetings  when  called. 

PIKE:  Kenneth  A.  Wilkinson,  M.D., 
President,  100  Hilltop  Rd.,  Waverly  45690; 
Shashikant  B.  Patel,  M.D.,  Secretary- 
Treasurer,  621  Fifth  St.,  Waverly  45690. 

SCIOTO:  Keith  Gaspich,  M.D., 
President,  613  Center  St.,  Wheelersburg 
45694;  Wayne  E.  Young,  M.D.,  Secretary- 
Treasurer,  3146  Fields  Ct.,  Portsmouth 


45662;  Lowell  Thompson,  Executive 
Secretary,  1805  — 27th  Street,  Portsmouth 
45662-2640,  614/354-7581.  Second  Tuesday. 

VINTON:  No  active  county  medical 
society. 

Tenth  District 

Councilor:  D.  James  Hickson,  M.D.,  Box 
208,  Mt.  Gilead  43338. 

DELAWARE:  G.  William  Parker,  M.D., 
President,  90  E.  William  St.,  Delaware 
43015;  Lloyd  E.  Moore,  M.D.,  Secretary- 
Treasurer,  141  S.  Main  St.,  Prospect 
43342.  Third  Tuesday,  March,  May, 
September  and  December. 

FAYETTE:  L.  G.  Ranpura,  M.D., 
President,  P.O.  Box  28,  Washington,  C.H. 
43160;  Byers  W.  Shaw,  M.D.,  Secretary- 
Treasurer,  616  Willard,  Washington,  C.H. 
43160.  Second  Tuesday. 

*FRANKLIN:  William  T.  Paul,  M.D., 
President,  1300  Dublin  Rd.,  Columbus 
43215;  Owen  E.  Johnson,  M.D.,  Secretary- 
Treasurer,  3545  Olentangy  River  Rd., 
Columbus  43214;  James  S.  Imboden, 
Executive  Director,  600  S.  High  St., 
Columbus  43215,  614/224-6116.  Meetings 
in  February,  August,  September  and 
October. 

*KNOX:  Edward  Yu,  M.D.,  President, 
Knox  Community  Hospital,  Coshocton 
Rd.,  Mt.  Vernon  43050;  James  J.  Wanken, 
M.D.,  Secretary-Treasurer,  P.O.  Box  591, 
Mt.  Vernon  43050.  First  Wednesday. 

MADISON:  Chau  Chi  Lin,  M.D., 
President,  P.O.  Box  148,  West  Jefferson 
43162;  William  C.  Locke,  D.O.,  Secretary- 
Treasurer,  214  E.  Elm  St.,  London  43140. 
Quarterly  meetings. 

MORROW:  Parviz  Meftah,  M.D., 
President,  152  W.  High  St.,  Mt.  Gilead 
43338;  Brian  Bachelder,  M.D.,  Secretary- 
Treasurer,  712  Baker  St.,  Mt.  Gilead 
43338.  First  Tuesday. 

PICKAWAY:  Vernon  Bolender,  M.D., 
President,  P.O.  Box  578,  Circleville  43113; 
Lynn  Chrismer,  M.D.,  Secretary-Treasurer, 
630  Northridge  Rd.,  P.O.  Box  516, 
Circleville  43113.  Second  Tuesday. 

ROSS:  Donald  L.  Berling,  M.D., 
President,  P.O.  Box  787,  Chillicothe  45601; 
Joseph  C.  Bennett,  M.D.,  Secretary- 
Treasurer,  65  Timberlane  Dr.,  Chillicothe 
45601.  First  Thursday  except  July  and 
August. 

UNION:  John  R.  Evans,  M.D., 

President  and  Secretary-Treasurer,  211-C 
Stocksdale,  Marysville  43040;  Rebecca 
Hilbert,  Executive  Secretary,  Memorial 
Hospital,  500  London  Ave.,  Marysville 
43040,  513/644-6115,  Ext.  366.  First 
Tuesday,  February,  April,  October  and 
December. 

Eleventh  District 

Councilor:  D.  Ross  Irons,  M.D.,  813 


Northwest  St.,  Bellevue  44811. 

ASHLAND:  Abraham  C.  Kuttothora, 
M.D.,  President,  123  E.  Main  St., 
Loudonville  44842;  Edward  Adkins,  M.D., 
Secretary-Treasurer,  350  Hillcrest,  Ashland 
44805.  First  Tuesday. 

ERIE:  Lawrence  McCormack,  M.D., 
President,  1410  Milan  Rd.,  Sandusky 
44870;  John  Drury,  M.D.,  Secretary,  1634 
Sycamore  Line,  Sandusky  44870;  Barbara 
Wolfert,  Executive  Secretary,  2710  Scheid 
Rd.,  Huron  44839,  419/433-3097.  Second 
Tuesday  except  July  and  August. 

HOLMES:  Maurice  E.  Mullet,  M.D., 
President,  W.  Main  St.,  Berlin  44610; 
Daniel  J.  Miller,  M.D.,  Secretary- 
Treasurer,  Box  143,  Walnut  Creek  44687. 
Meetings  when  called. 

HURON:  F.  Frank  Bordbar,  M.D., 
President,  135  Sycamore  Dr.,  Norwalk 
44857;  Deborah  Franley,  M.D.,  Secretary- 
Treasurer,  11  W.  Church  St.,  Milan  44846. 
Second  Wednesday,  February,  April,  June, 
October  and  December. 

LORAIN:  Charles  Adams,  M.D., 
President,  5896  Liberty  Ave.,  Vermilion 
44089;  Romeo  S.  Miclat,  M.D.,  Secretary- 
Treasurer,  824  E.  Broad  St.,  Elyria  44035; 
Shirley  Dalton,  Executive  Secretary,  110 
Sheffield  Ctr.,  Lorain  44055,  216/233-6561. 
Second  Tuesday. 

MEDINA:  James  K.  McAleer,  M.D., 
President,  970  E.  Washington  St.,  Medina 
44256;  Thomas  D.  Bica,  M.D.,  Secretary- 
Treasurer,  970  E.  Washington  St.,  Medina 
44256;  John  E.  Gerding,  Executive 
Secretary,  3377  Forest  Hills  Dr.,  Medina 
44256,  216/725-5331.  Third  Thursday 
except  summer. 

RICHLAND:  Pradyumna  Padival,  M.D., 
President,  275  Cline  Ave.,  Mansfield 
44907;  Robert  W.  Tawse,  M.D.,  Secretary- 
Treasurer,  341  Cline  Ave.,  Mansfield 
44907;  Frances  V.  Cash,  Executive 
Secretary,  295  Glessner  Ave.,  Mansfield, 
44903,  419/522-4444.  Third  Thursday. 

WAYNE:  David  B.  Reynolds,  M.D., 
President,  1740  Cleveland  Rd.,  Wooster 
44691;  Daniel  Stump,  M.D.,  Secretary- 
Treasurer,  1761  Beall  Ave.,  Wooster  44691. 
Second  Wednesday  every  second  month. 

Twelfth  District 

Councilor:  Joseph  L.  Kloss,  M.D.,  737 
Ridgecrest  Rd.,  Akron  44303. 

PORTAGE:  Richard  Shara,  M.D., 
President,  6847  N.  Chestnut  St.,  Ravenna 
44266;  Atila  Can,  M.D.,  Secretary- 
Treasurer,  152  N.  Water  St.,  Kent  44240. 
Second  Tuesday. 

SUMMIT:  Abdon  E.  Villalba,  M.D., 
President,  2341  Oakwood  Dr.,  Cuyahoga 
Falls  44221;  Charles  A.  Peter,  M.D., 
Secretary,  656  W.  Market  St.,  Akron 
44303;  Shirley  Bee,  Managing  Director,  430 
Grant  St.,  Akron  44311,  216/434-1921. 

First  Tuesday  of  January,  March,  May, 
September  and  November.  0SMA 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Louis  A.  Flaherty,  Vernon  Manor,  Suite  C,  400  Oak  Street,  Cincinnati,  Ohio  45219,  513/751-0657 
JohnE.  Hansel,  1989  West  Fifth  Avenue,  Columbus,  Ohio  43212,  614/486-3939 
Robert  E.  Stallter,  1011  Sandusky  Street,  Suite  H,  RO.  Box  331,  Perrysburg,  Ohio  43551,  419/874-8080 
Stuart  Mitchelson,  Robert  Dowdy,  1 Commerce  Building,  Suite  111,  23200  Chagrin  Blvd. , Beachwood,  Ohio  44122 , 216/464-9950 
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Delegate  and  Alternate  Schedules 

continued 


Eight  Delegates  and  eight  Alternates  to 
be  elected  for  a two-year  term  starting 
January  1,  1985,  in  compliance  with  the 
Constitution  and  Bylaws  of  the  American 
Medical  Association.  The  following 
incumbent  Delegates  and  Alternates  will 
serve  for  the  remainder  of  1985,  their 
terms  expiring  December  31,  1985. 
Delegates  (listed  alphabetically): 

John  E.  Albers,  Cincinnati;  Oscar  W. 
Clarke,  Gallipolis;  Alford  C.  Diller,  Van 
Wert;  William  Dorner,  Jr.,  Akron;  C. 
Douglass  Ford,  Toledo;  John  J. 

Gaughan,  Cleveland;  Ray  W.  Gifford, 

Jr.,  Cleveland;  B.  Leslie  Huffman,  Jr., 
Maumee.  Also,  one  vacancy  position  to 
be  filled  for  a one-year  term  commencing 
5/19/85. 

Alternates  (listed  alphabetically): 

Herman  I.  Abromowitz,  Dayton;  David 
A.  Barr,  Lima;  Edward  E.  Grable, 
Canton;  Stanley  J.  Lucas,  Cincinnati; 
Thomas  W.  Morgan,  Gallipolis;  Richard 
J.  Nowak,  Cleveland;  J.  Hutchison 
Williams,  Columbus;  One  vacancy 
position  to  be  filled  for  a two-year  term 
commencing  5/19/85.  Also,  two  vacancy 


positions  to  be  filled  for  a one-year 
term  commencing  5/19/85. 

All  nominees  for  the  offices  of  AMA 
Delegates  and  Alternate  Delegates  shall 
run  at  large.  Election  of  Delegates  and 
Alternate  Delegates  of  the  AMA  shall  be 
governed  by  Section  7,  Chapter  5,  of  the 
OSMA  Constitution  and  Bylaws  as 
revised  by  the  House  of  Delegates  in 
May  1971. 

**  SPECIAL  ORDER  OF 
BUSINESS 
(after-dinner  break) 

Installation  of  1985-1986  Officers 
Reports  of  Reference  Committees 
Resolutions  Committee  No.  1; 
Resolutions  Committee  No.  2; 
Resolutions  Committee  No.  3 and 
President’s  Address 
Miscellaneous  Business 
Announcement 

Herman  I.  Abromowitz,  M.D.,  Dayton 
President 

Unfinished  Business 
Adjournment 


Annual  Meeting  Format 

continued 

Clark  Foyer,  Ohio  Center 
MEDICAL  PHOTOGRAPHY  CLINIC 
9:00-11:30  AM 
Fairfield  Room,  Ohio  Center 
ALLERGY  and  IMMUNOLOGY 
8:00  AM- 12. '00  NOON 
Meeting,  Union  E,  Ohio  Center 
12:30  PM 

Luncheon/Business  Meeting,  Fifty  Five 
on  the  Boulevard 
SPORTS  MEDICINE 
8:30  AM-12:30  PM 
Meeting,  Union  E,  Ohio  Center 
12:30  PM 

Luncheon,  Champaign  Room, 

Ohio  Center 
DERMATOLOGY 
9:00  AM-12:00  NOON 
Meeting,  Madison  Room,  Ohio  Center 
PLASTIC  SURGERY 
9:00  AM-12:30  PM 
Meeting,  Delaware  D,  Ohio  Center 
PEDIATRICS 

10:00  AM-12:00  NOON 
Meeting,  Knox  Room,  Ohio  Center 
12:00  NOON-LOO  PM 
Luncheon,  Fayette  Room,  Ohio  Center 


PHYSICIANS 

The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact: 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


MEDICAL  STUDENT  SECTION 
REPRESENTATIVES 
CASE  WESTERN  RESERVE  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Peter  Eckel,  Delegate 

UNIVERSITY  OF  CINCINNATI  COLLEGE 
OF  MEDICINE 

Judy  Lavrich,  Delegate 
MEDICAL  COLLEGE  OF  OHIO  AT 
TOLEDO 

Brian  Jewel,  Delegate 

NORTHEASTERN  OHIO  UNIVERSITIES 
COLLEGE  OF  MEDICINE 
Brian  Maloney,  Delegate 
OHIO  STATE  UNIVERSITY  COLLEGE 
OF  MEDICINE 
Cathy  Yeagley,  Delegate 
WRIGHT  STATE  UNIVERSITY  SCHOOL 
OF  MEDICINE 
Peter  Spatt,  Delegate 


Ohio  physician 
appointed  to  pontifical 
advisory  committee 

ROBERT  J.  WHITE,  MD,  PhD, 

Cleveland,  has  been  named  a member  of 
the  Advisory  Committee  for  Biotechnol- 
ogy Applied  to  Man,  a commission  estab- 
lished by  the  Pontifical  Academy  of  Sci- 
ence, which  represents  John  Paul  II  as  his 
scientific  advisors.  Dr.  White  also  has 
been  elected  president  of  the  Board  of 
Trustees  of  the  Allen  Memorial  Medical 
Library. 
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Additional  information 


cephalexin 


available  to  the  profession 
on  request. 


[JUlDISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Obituaries 


RICHARD  H.  EMMONS,  MD, 

Coshocton;  Case  Western  Reserve 
University  School  of  Medicine,  1977; 
age  38;  died  January  24,  1985; 
member  OSMA. 

MILTON  GOODMAN,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1930;  age  78, 
died  January  22,  1985;  member 
OSMA  and  AMA. 

JAMES  R.  KAUFFMAN,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1943;  age  66; 
died  January  30,  1985;  member 
OSMA  and  AMA. 

EUHONG  KIM,  MD,  East 
Liverpool;  College  of  Medicine,  Seoul 
National  University,  Seoul,  Korea, 
1964;  age  47;  died  January  8,  1985; 
member  OSMA  and  AMA. 


LESTER  LASKY,  MD,  Zanesville; 
Jefferson  Medical  College  of  Thomas 
Jefferson  University,  Philadelphia, 
Pennsylvania,  1930;  age  79;  died 
January  12,  1985;  member  OSMA  and 
AMA. 

ROBERT  R.  MORONELL,  MD, 

Dayton;  Facultad/Ciencias 
Medicas/Universidad,  Buenos  Aires, 
Argentina,  1946;  age  63;  died  January 
26,  1985;  member  OSMA  and  AMA. 

MARK  PANITCH,  MD,  Columbus; 
Ohio  State  University  College  of 
Medicine,  1943;  age  66;  died  January 
30,  1985;  member  OSMA  and  AMA. 

RALPH  O.  PATT,  MD,  Cleveland; 
Vytauta  Didziojo  Universiteto 
Medicinos  Fakelteto,  Kaunas,  Lith., 
1941;  age  73;  died  January  6,  1985; 
member  OSMA  and  AMA. 


ROBERT  SLOTTERBECK,  MD, 

Toledo;  Ohio  State  University  College 
of  Medicine,  1935;  age  81;  died 
January  17,  1985;  member  OSMA  and 
AMA. 

ANNE  E.  TANCEK,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine,  1931; 
age  88;  died  January  17,  1985. 


Next  month  in  the 
Ohio  State 
Medical  Journal 

A Tribute  to  Hart  Page 

A look  at  his  40  years  of 
service  at  the  OSMA. 


Dx:  recurrent 

-»  EAST  HIGH  ST 


?OT. 


HeRPecin- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-Lf.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger , Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 
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APRIL 

INFERTILITY:  AN  UPDATE:  April  20; 
Stouffer’s  Inn  on  the  Square,  Cleveland; 
sponsor:  Case  Western  Reserve  University 
School  of  Medicine;  6 credit  hours;  fee; 
$50,  $15  for  residents  and  medical  stu- 
dents; contact:  J.  Patrick  Spirnak,  M.D., 
2074  Abington  Road,  Cleveland,  44106, 
phone:  216/844-3009. 


MEDICINE  UPDATE  1985;  April  27; 
Marriott  Inn  East,  Beachwood;  sponsor: 
Association  of  Philippine  Physicians  in 
Ohio;  joint  sponsor:  Case  Western  Re- 
serve University  School  of  Medicine;  5 
credit  hours;  contact:  Juliet  L.  So-Bosita, 
M.D.,  6731  Ridge  Rd.,  Room  201,  Parma 
44129,  phone:  216/845-3900. 


MAY 

ANNUAL  REFRESHER  SEMINAR  IN 
PEDIATRICS:  May  15-16;  Bunts  Audi- 
torium, 9500  Euclid  Ave.,  Cleveland; 
sponsor:  Cleveland  Clinic  Educational 
Foundation;  12  credit  hours;  fee:  $160, 
$120  for  physicians-in-training;  contact: 
Center  for  CME,  Cleveland  Clinic  Educa- 
tional Foundation,  9500  Euclid  Ave., 
Cleveland  44106,  phone:  Toll  Free  in 
Ohio  1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 


MEDICINE  1985;  May  15-18;  Bond 
Court  Hotel,  Cleveland;  Case  Western 
Reserve  University  School  of  Medicine; 
22  credit  hours;  fee:  $325;  contact:  Frank 
Carlozzi,  2074  Adelbert  Road,  Cleveland 
44106,  phone:  216/844-3164. 


NEW  DEVELOPMENTS  IN  CARDIO- 
VASCULAR MEDICINE  AND  SUR- 
GERY: May  18;  Marriott  Inn  East,  Co- 
lumbus; sponsor:  Community  MedCenter 
Hospital,  Marion;  cosponsor:  The  Fred- 
erick C.  Smith  Clinic;  7 credit  hours;  fee: 
$70,  $50  for  non-physicians;  contact: 
Judy  Vangeloff,  1050  Delaware  Avenue, 
Marion  43302,  phone:  614/387-0850. 


THE  PATHOBIOLOGY  OF  ORTHO- 
PAEDIC DISEASE:  May  19-24;  Quail 
Hollow  Inn,  Painesville;  sponsor:  Case 
Western  Reserve  University  School  of 
Medicine;  40  credit  hours;  fee:  $600;  con- 
tact: John  T.  Makley,  M.D.,  2074  Adel- 
bert Road,  Cleveland  44106,  phone:  216/ 
844-3033. 


THE  OHIO  PAIN  AND  STRESS 
TREATMENT  CENTER 


Chronic  pain  and  stress  assessment;  total 
person  evaluation;  pre-admission 
screening  from  medical  and 
neuropsychiatric  perspectives. 

Intensive,  multimodal  and  coordinated 
treatment  for  individuals  with  chronic 
pain,  stress  and  stress-related  disorders 
(e.g.  headaches,  idiopathic  hypertension, 
colitis,  etc.).  Special  emphasis  given  to 
chronic  neck  and  low  back  syndromes. 

Treatment  conducted  on  a two-week 
(90-hour)  outpatient  basis  at  the  Center, 
with  six-month  follow-up. 


Ivan  G.  Podobnikar,  M.D. 
Founder  & Director 


1460  West  Lane  Avenue 
Columbus,  Ohio  43221  614/488-6044 


SECOND  ANNUAL  MACDONALD 
HOSPITAL  CONFERENCE  ON  RE- 
PRODUCTIVE BIOLOGY:  May  23-24; 
Cleveland  Hilton  South;  Case  Western 
Reserve  University  School  of  Medicine; 
13  credit  hours;  fee:  $175,  $75  for  resi- 
dents; contact:  Leon  Speroff,  M.D.,  2074 
Abington  Road,  Cleveland  44106,  phone: 
216/844-3334. 


TWENTY-SEVENTH  ANNUAL  RE- 
FRESHER COURSE  IN  DIAGNOSTIC 
RADIOLOGY:  May  28- June  1;  Draw- 
bridge Inn,  Ft.  Mitchell,  Ky.;  sponsor: 
University  of  Cincinnati  College  of  Medi- 
cine; cosponsor:  American  College  of 
Radiology;  39  credit  hours;  fee:  $350; 
contact:  Harold  B.  Spitz,  M.D.,  Depart- 
ment of  Radiology;  University  Hospital, 
234  Goodman  Street,  M.L.  742,  Cincin- 
nati 45267,  phone:  513/872-7226. 


Cincinnati  physician  is 
president  of 
ultrasound  institute 

RICHARD  A.  MEYER,  MD,  Cincin- 
nati, has  been  elected  president  of  the 
American  Institute  of  Ultrasound  in 
Medicine  (AIUM).  Dr.  Meyer,  a specialist 
in  pediatric  echocardiography,  will  serve 
a two-year  term. 
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OHIO  GAZETTE 

Yalwin  Nx  ...built-in 

PROTECTION  AGAINST 
MISUSE  BY  INJECTION 


Major  Analgesic 
Reformulated 

Now  contains  naloxone, 
a potent  narcotic  antagonist 

Extra  security  added 
to  proven  efficacy  and  safety 


No  longer  do  doctors  have  to  deny  patients  the 
benefit  of  an  effective  oral  analgesic  for  fear  of  its 
misuse  by  injection. 

Winthrop-Breon  Laboratories  has  met  a nagging 
problem  by  reformulating  TALWIN®  50  (pentazo- 
cine HC1  tablets)  with  the  addition  of  naloxone, 
equivalent  to  0.5  mg  base.  The  reformulated 
product  is  called  TALWIN®  Nx. 

The  original  formulation  had  been  subject  to  a 
form  of  misuse  among  street  abusers  known  as 
“T’s  and  Blues.”  TALWIN  50  and  PBZf  an  anti- 
histamine, would  be  ground  up  together,  put  into 
solution,  and  injected  intravenously.  The  combi- 
nation produced  a heroin-like  high.  Because 
naloxone  is  a narcotic  antagonist  when  injected 
intravenously,  it  acts  to  nullify  any  high  a “T’s  and 
Blues”  addict  might  expect  from  the  pentazocine 
in  a combination  of  TALWIN  Nx  and  PBZ.  When 
taken  as  directed  orally,  the  naloxone  component 
of  TALWIN  Nx  is  inactive.  Thus,  TALWIN  Nx 
continues  to  be  a safe,  effective,  oral  analgesic  for 
the  relief  of  moderate  to  severe  pain,  now  provid- 
ing added  security  against  misuse. 

’Registered  trademark  of  Ciba-Geigy  Corp  for  tripelennamine. 


TnlwiiLS? 

©Each  tablet  contains  pentazocine  HCl,  USF? 
equivalent  to  50  mg  base  and  naloxone 
HCl,  USR  equivalent  to  0.5  mg  base. 


The  reformulation  of  Talwin  50  to  Talwin  Nx 
involved  the  addition  of  0.5  mg  naloxone  to 
help  prevent  misuse  by  injection. 


© 1984  winthrop  Breon  Laboratories  Please  see  following  page  for  Brief  Summary. 
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Ttalwin^i© 

Each  tablet  contains  pentazocine  HCI,  USR  equivalent  to 
50  mg  base  and  naloxone  HCI,  USR  equivalent  to  0.5  mg  base. 

Analgesic  for  Oral  Use  Only 

Contraindications:  Hypersensitivity  to  either  pentazocine  or 
naloxone. 

TALWIN®  Nx  is  intended  for  oral  use  only.  Severe,  potentially 

lethal,  reactions  may  result  from  misuse  of  TALWIN®  Nx  by 

injection  either  alone  or  in  combination  with  other  substances. 

(See  Drug  Abuse  and  Dependence  section.) 

Warnings:  Drug  Dependence.  Can  cause  physical  and  psycho- 
logical dependence.  (See  Drug  Abuse  and  Dependence.)  Head 
Injury  and  Increased  Intracranial  Pressure.  As  with  other  potent 
analgesics,  respiratory  depressant  effects  of  the  drug  may  elevate 
cerebrospinal  fluid  pressure  due  to  C02  retention;  these  effects  may 
be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions,  or  a preexisting  increase  in  intracranial  pres- 
sure. Can  obscure  the  clinical  course  of  patients  with  head  injuries, 
in  such  patients,  use  with  extreme  caution  and  only  if  deemed 
essential.  Usage  with  Alcohol.  Due  to  potential  for  increased  CNS 
depressant  effects,  alcohol  should  be  used  with  caution.  Patients 
Receiving  Narcotics.  Pentazocine  is  a mild  narcotic  antagonist. 
Withdrawal  symptoms  have  occurred  in  patients  previously  given 
narcotics,  including  methadone.  Certain  Respiratory  Conditions. 
Should  be  administered  with  caution  in  respiratory  depression  from 
any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Precautions:  CNS  Effect.  Use  cautiously  in  patients  prone  to 
seizures;  seizures  have  occurred  though  no  cause  and  effect 
relationship  has  been  established.  Therapeutic  doses  have  in  rare 
instances,  resulted  in  hallucinations  (usually  visual),  disorientation, 
and  confusion,  which  cleared  spontaneously  within  a period  of 
hours.  Such  patients  should  be  very  closely  observed  and  vital  signs 
checked;  if  the  drug  is  reinstituted,  it  should  be  done  with  caution 
since  the  acute  CNS  manifestations  may  recur.  Impaired  Renal  or 
Hepatic  Function.  Decreased  metabolism  of  pentazocine  in  exten- 
sive liver  disease  may  predispose  to  accentuation  of  side  effects;  it 
should  be  administered  with  caution  in  renal  or  hepatic  impairment 
In  long-term  use,  precautions  should  be  taken  to  avoid  increases  in 
dose  by  the  patient.  Biliary  Surgery.  Some  evidence  suggests  that 
unlike  other  narcotics  pentazocine  causes  little  or  no  elevation  in 
biliary  tract  pressures;  the  clinical  significance  of  these  findings  is 
not  yet  known.  Information  for  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards.  May  cause  physical  and 
psychological  dependence  taken  alone  and  may  have  additive  CNS 
depressant  properties  in  combination  with  alcohol  or  other  CNS 
depressants.  Myocardial  Infarction.  Use  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea  or  vomiting.  Drug 
Interactions.  Usage  with  Alcohol:  See  Warnings.  Carcinogen- 
esis, Mutagenesis,  Impairment  of  Fertility.  No  long-term  studies 
in  animals  to  test  for  carcinogenesis  have  been  performed.  Preg- 
nancy Category  C.  Should  be  given  to  pregnant  women  only  if 
clearly  needed.  Labor  and  Delivery.  Use  with  caution  in  women 
delivering  premature  infants.  Effect  on  mother  and  fetus,  duration  of 
labor  or  delivery,  need  for  forceps  delivery  or  other  intervention  or 
resuscitation  of  newborn,  or  later  growth,  development,  and 
functional  maturation  of  the  child  is  unknown.  Nursing  Mothers. 
Caution  should  be  exercised  when  administered  to  a nursing 
woman.  Pediatric  Use.  Safety  and  effectiveness  in  children  below 
the  age  of  12  years  have  not  been  established 
Adverse  Reactions:  Cardiovascular:  Hypotension,  tachycar- 
dia, syncope.  Respiratory:  Rarely  respiratory  depression.  CNS. 
Acute  CNS  Manifestations:  In  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours,  may  recur  if  drug  is 
reinstituted.  Other  CNS  Effects:  Dizziness,  lightheadedness,  seda- 
tion, euphoria,  disturbed  dreams,  hallucinations,  irritability,  excite- 
ment, tinnitus,  tremor.  Gastrointestinal:  Nausea,  vomiting,  con- 
stipation, diarrhea,  anorexia,  rarely  abdominal  distress.  Allergic: 
Edema  of  the  face;  dermatitis,  including  pruritus;  flushed  skin,  includ- 
ing plethora.  Ophthalmic:  Visual  blurring  and  focusing  difficulty. 
Hematologic:  Depression  of  white  blood  cells  (especially  granulo- 
cytes), which  is  usually  reversible,  moderate  transient  eosinophilia. 
Other:  Headache,  chills,  insomnia,  weakness,  urinary  retention. 
Drug  Abuse  and  Dependence:  Controlled  Substance. 
TALWIN  Nx  is  a Schedule  IV  controlled  substance. 

Dependence  and  withdrawal  symptoms  have  been  reported  with 
orally  administered  pentazocine.  Patients  with  a history  of  drug 
dependence  should  be  under  close  supervision.  Possible  abstinence 
syndromes  in  newborns  after  prolonged  use  of  pentazocine  during 
pregnancy  have  been  reported.  In  prescribing  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in  dose  by  the 
patient.  Tolerance  to  the  analgesic  effect  is  rarely  reported;  there  is 
no  long-term  experience  with  oral  use  of  TALWIN  Nx. 

The  amount  of  naloxone  present  (0.5  mg  per  tablet)  has  no  action 
when  taken  orally  and  will  not  interfere  with  the  pharmacologic 
action  of  pentazocine;  however,  this  amount  of  naloxone  given  by 
injection  has  profound  antagonistic  action  to  narcotic  analgesics. 
TALWIN  Nx  has  a lower  potential  for  parenteral  misuse  than  the 
previous  oral  pentazocine  formulation,  but  is  still  subject  to  patient 
misuse  and  abuse  by  the  oral  route. 

Severe,  even  lethal,  consequences  may  result  from  misuse  of  tablets 
by  injection  either  alone  or  in  combination  with  other  substances, 
such  as  pulmonary  emboli,  vascular  occlusion,  ulceration  and  absces- 
ses, and  withdrawal  symptoms  in  narcotic  dependent  individuals. 
Overdosage:  Treatment:  Oxygen,  intravenous  fluids,  vasopres- 
sors, and  other  supportive  measures  should  be  employed  as  indi- 
cated. Assisted  or  controlled  ventilation  should  also  be  considered. 
For  respiratory  depression,  parenteral  naloxone  is  a specific  and 
effective  antagonist. 

Please  consult  full  product  information  before  prescribing. 


Winthrop-Breon  Laboratories 
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New  York,  NY  10016 


Q.  I’m  confused  about 
procedure  coding.  Are  physicians 
required  to  code  insurance  claims? 
What  codes  should  we  use? 

Medical  Assistant 
Youngstown,  Ohio 
A.  Physicians  are  not  required 
to  provide  procedure  (CPT)  on 
diagnosis  (ICD)  codes  on 
insurance  forms,  but  the  OSMA 
recommends  they  do  so.  The  codes 
can  eliminate  misunderstandings, 
can  result  in  more  accurate  and 
timely  claims  settlement  for  your 
patients.  Most  Ohio  Health 
Insurance  carriers  prefer  current 
procedure  terminology  (CPT)  for 
coding  services  and  procedures, 
and  International  Classification  of 
Diseases  (ICD-9cm)  for  coding 
diagnoses. 


Q.  Are  physicians  required  to 
display  their  state  medical  license 
in  their  offices? 

MD 

Toledo,  Ohio 

A.  Ohio  law  was  changed  in 
1982,  and  now  requires  posting  of 
the  medical  license  in  the 
physician’s  office  in  a prominent 
location  available  to  the  public. 
The  previous  law  required 
physicians  to  file  their  license  with 
the  probate  court,  which  is  no 
longer  required. 

Address  any  inquiries  you  may 
mrve  to:  OSMA  Ombudsman,  600 
South  High  Street,  Columbus, 
Ohio  43215.  Although  not  all 
letters  will  be  printed,  due  to 
Journal  space  limitations,  all 
inquiries  will  be  answered. 


We’re  Looking  for  Contributors  . . . 

There  are  a number  of  ways  in  which  you  can  make  the  Ohio  State  Medical 
Journal  a more  meaningful  and  useful  publication  — both  for  yourself  and  your 
colleagues. 

For  example,  do  you  have  an  opinion  you  would  like  to  express?  Our  “Second 
Opinion”  column  is  always  looking  for  authors  who  are  willing  to  take  a stand  on 
an  issue  — any  issue. 

Or  maybe  you  agree  or  disagree  with  something  you’ve  read  recently  in  our 
publication.  Our  “Letters  to  the  Editor”  section  would  be  a good  place  to  state 
your  own  ideas  on  the  subject. 

Have  you  recently  completed  a new  research  project  or  finished  a scientific 
study?  Maybe  your  colleagues  would  like  to  know  about  it.  Our  editorial  advisory 
board  welcomes  clinical  and  scientific  submissions  — especially  those  which  would 
appeal  to  our  broad  range  of  physician  readers. 

Or  maybe  you  have  expertise  in  one  of  our  socioeconomic  topics  for  1985,  and 
would  like  to  submit  a relevant  article,  or  discuss  an  idea  for  one  with  our  editor. 
We’d  be  happy  to  listen.  This  year’s  topics  are: 

June  — Ethics/Morals 
July  — Annual  Meeting  Wrapup  Issue 
August  — The  Physician  and  Violence 
September  — Surgery,  What’s  New? 

October  — DRGs.  Two  Years  Later  . . . 

November  — Women  in  Medicine 
December  — Nutrition 

And  if  you  just  want  to  write  about  something  that  is  meaningful  to  you,  and 
probably  your  colleagues  — that’s  what  our  “Essay”  section  is  all  about. 

So,  this  year,  why  not  become  a contributor  as  well  as  a reader  of  the  Ohio 
State  Medical  Journal?  We’re  looking  forward  to  hearing  from  you.  . . . 
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SERUM  IRON  DEPRESSION  FOLLOWING  A MARATHON 
SWIM  IN  LAKE  ERIE 


Dietrich  Gravenstein 
Stefan  Gravenstein,  MD 
Keith  B.  Wheeler,  PhD 


Analyses  of  blood  samples  collected  from  four  trained  men 
before  and  shortly  after  a marathon  swim  in  a cold  fresh- 
water lake  revealed  a significant  decrease  in  serum  iron 
(p<0.05).  The  magnitude  of  serum  iron  reduction  was  sig- 
nificantly correlated  to  the  time  and  distance  swum 
(r=0.98  and  r=0.96;  p<  0.0725  and  0.025,  respectively). 


Introduction 

In  August  of  1982,  four  men  from  the  Greater  Cleveland 
area  attempted  to  complete  the  first  successful  swim  across  Lake 
Erie.  The  marathon  swim  was  not  conducted  for  the  sake  of 
examining  changes  in  blood  chemistry  or  fluid  shifts.  Therefore, 
we  had  no  controls  and  no  specific  hypotheses,  but  sampled 
blood  for  the  benefit  of  Ross  Laboratories  of  Columbus,  Ohio, 
a financial  supporter.  Many  of  the  results  merely  confirm  what  is 
already  known. 

We  report  these,  nevertheless,  because  such  data  from  mara- 
thon swimmers  is  not  easily  obtained.  By  the  same  token,  we 
did  not  anticipate  the  changes  in  serum  iron  and,  therefore,  did 
not  include  additional  parameters  or  sampling  intervals  to 
elucidate  the  mechanisms  at  work  or  their  time  courses.  Yet  the 
changes  were  striking  and  statistically  significant  and  deserve 
to  be  reported  so  that  others  may  examine  the  phenomenon 
under  controlled  conditions. 

Methods 

The  four  swimmers,  ages  18  to  22,  were  lean  and  had  been 
in  year-round  competitive  training  for  at  least  five  years.  The 
two  swimmers  (C  and  D)  who  swam  the  farthest  had  been  swim- 
ming for  over  10  years.  The  training  regimen  for  the  summer 
of  1982  consisted  of  8-16  Km  of  swimming  per  day,  weight  train- 
ing three  times  each  week,  a 12  Km  run  each  week  and  a 90 
minute  cold  water  (<18°C)  swim  at  least  once  each  week.  One 
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swimmer  (D)  had  participated  in  similar  attempts  in  1 980  and 
in  1981. 

The  week  prior  to  the  attempt,  the  swimmers  supplemented 
their  regular  diets  with  ENSURE  PLUS®  (Ross  Laboratories, 
Columbus,  Ohio),  a high-calorie  liquid  food  enriched  with  vita- 
mins and  minerals.  One  to  two  30  ml  servings  of  the  supplement 
were  consumed  in  addition  to  each  regular  meal  during  this 
week. 

The  United  States  Weather  Service  reported  a lake  water 
temperature  of  22.8  °C;  however,  because  of  changes  in  air 
temperature,  the  surface  water  temperature  ranged  from  20° 
to  24  °C  with  the  time  of  the  day.  Waves  on  the  lake  were  less 
than  1 m high. 

The  swim  began  at  8:30  am  and  lasted  from  5.5  to  15.2 
hours.  All  swimmers  swam  together  for  as  long  as  they  were 
in  the  water.  The  pace  swum  was  a steady  3 to  4 km/h.  The 
swimmers  stopped  every  hour  for  approximately  two  minutes 
to  drink  heated  (43  °C)  ENSURE  PLUS®  (Ross  Laboratories, 
Columbus,  Ohio)  and,  when  desired,  to  eat  pretzels,  potato 
chips,  and  soup.  Swimmers  remained  in  the  water  during  these 
feedings.  Food  variety  and  quantity  consumed  by  each  swimmer 
were  not  recorded. 

Venous  blood  samples  were  collected  from  the  antecubital 
fossa  of  each  swimmer  90  minutes  before  the  swim  and  within 
15  minutes  after  stopping.  Hematocrits  were  spun  within  min- 
utes of  blood  collection.  All  samples  were  packed  in  ice  until 
analysis  by  a commercial  clinical  laboratory. 

The  swimmers’  oral  temperatures  after  the  swim  may  be  er- 
roneously low  because  lake  water  may  have  cooled  their  mouths. 
The  last  two  swimmers  had  their  oral  temperatures  measured 
five  minutes  after  having  consumed  a warm  drink. 

The  accompanying  vessel  performed  navigation  with  a 
LORAN®  (Lowrance,  Tulsa,  Oklahoma)  system.  Point-to-point 
distance  measurements  were  accurate  to  within  200  meters.  The 
actual  distance  swum  was  probably  more  than  the  reported 
distance  because  it  was  not  corrected  to  include  changes  in  swim 
path  needed  to  offset  drifting  caused  by  lake  currents. 

Results 

Each  swimmer’s  age,  time  of  emergence  from  the  water, 
hours  and  approximate  distance  swum,  final  oral  temperature, 
heart  rate,  and  clinical  complaint  upon  stopping  are  listed  in 
Table  1. 

The  subjects  in  our  study  had  stressed  themselves  to  various 
levels  of  exhaustion.  The  first  swimmer  to  leave  the  water  was 
tired,  sore,  and  cold  but  recovered  within  hours  while  the  last 
swimmer  required  days  for  complete  recovery.  He  was  shivering 
uncontrollably  for  nearly  one  hour,  unable  to  sit  up  unassisted 
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TABLE  1 


Age,  time  of  emergency  from  water,  hours  swum,  oral  temperature,  heart  rate  and  clinical  complaint  upon  completion. 


Subject 
and  Age 

Time  of 
Emergence 
from  Water 

Hours 

Swum 

Approximate 

Distance 

Swum 

(kilometers) 

Oral 

Temperature 

Heart 

Rate 

Clinical  Complaint 

A (18) 

2:04PM 

5.5 

17.7 

33°  C (91.4°F) 

72 

Nausea,  cremasteric 

pain 

B (21) 

3:40PM 

7.2 

22.3 

32°  C (89.6  °F) 

80 

Shoulder  pain,  cold 

C (19) 

7:00PM 

10.5 

29.0 

34°  C (93.2 °F) 

— 

Cold 

D (22) 

11:40PM 

15.2 

46.4 

33.5°  C (92.3 °F) 

76 

Cold 

from  a supine  position  for  12  hours,  suffered  from  cramps  for 
one  day,  and  complained  of  muscle  aches  and  stiffness  for  three 
days. 

The  chemical  and  hematologic  data  and  the  statistics  are 
listed  in  Table  2.  Because  of  the  unusual  severity  of  this  attempt, 
all  of  our  data  have  been  included. 

Serum  triglyceride  levels  fell  significantly  in  all  swimmers 
during  the  swim.  In  contrast,  serum  cholesterol,  glucose, 
albumin  (n  = 3),  globulin  (n  = 3),  and  total  protein  levels  showed 
no  significant  changes  from  pre-swim  values. 

Creatinine  decreased  slightly  in  three  swimmers.  Myoglobin, 
lactate  dehydrogenase  (LDH),  serum  glutamic  oxaloacetic 
transaminase  (SGOT),  blood  urea  nitrogen  (BUN),  alkaline 
phosphatase,  and  white  blood  cells  (WBC)  were  increased  signif- 
icantly in  all  swimmers.  Bilirubin  and  calcium  levels  decreased 
significantly  but  remained  in  the  normal  ranges.  Swimmers  A 
and  D had  serum  iron  levels  higher  than  normal  (40-150  ug/dL 
is  the  normal  range  of  serum  iron  for  the  laboratory)  before 
the  swim.  In  C and  D,  the  two  longest  in  the  water,  the  levels 
had  dropped  to  below  normal  after  the  swim.  Serum  iron  levels 
decreased  significantly  in  the  group  (p<0.05).  The  percent  de- 
crease in  serum  iron  was  strongly  correlated  to  time  in  the  water 
(r  = 0.95;  (p<_0.025).  When  magnitude  of  iron  decrease  was  cor- 
related to  time  in  the  water  and  to  distance  swum,  the  correlation 
coefficients  were  r = 0.98  and  r = 0.96  (p<_0.0125  and  p<_0.025, 
respectively). 

Discussion 

Most  of  the  results  were  expected.  Thus,  following  prolonged 
high  intensity  exercise  we,  as  others,  found  increased  myoglobin, 
LDH,  SGOT,  alkaline  phosphatase,  BUN  and  WBC.  Un- 
changed were  cholesterol,  glucose,  globulin,  total  protein,  creati- 
nine, uric  acid,  and  hematologic  indices  as  well  as  the  measured 
electrolytes.  Serum  iron  decreased  greatly. 

Although  the  swimmers  consumed  large  doses  of  iron  found 
in  the  ENSURE  PLUS®  (Ross  Laboratories,  Columbus,  Ohio) 
(3.38  mg  per  30  ml),  it  is  well  known  that  the  diet  consumed 
concomitantly  with  the  iron  can  affect  its  absorption.1  Exercise 
has  also  been  reported  to  increase  elimination  of  iron2  as  well 
as  decrease  iron  absorption.3  Thus,  no  adequate  estimate  of  the 
iron  actually  absorbed  by  the  swimmers  can  be  made. 

A circadian  rhythm  for  serum  iron  has  been  observed  in 
some  subjects,4’5  but  the  reported  variances  seldom  exceed 
30976  of  baseline  values  over  24  hours.6  In  contrast,  in  our  swim- 
mers, within  five  to  15  hours,  the  decreases  ranged  from  13% 
to  89%  of  pre-swim  control  values  and  were  strongly  correlated 


to  the  duration  of  the  marathon  exercise.  Haralambie  observed 
an  insignificant  elevation  of  both  the  serum  iron  and  transferrin 
after  strenuous  exercise  and  related  this  to  an  increased  need 
of  iron  for  the  synthesis  of  iron-containing  enzymes  and  metal- 
loproteins  in  the  tissues.7  In  other  publications,  small  and  insig- 
nificant increases  of  serum  iron  were  reported  in  swimmers8  and 
normal  subjects5  after  exercise.  Our  results  may  differ  because 
our  athletes  swam  from  2.5  to  10  times  longer.  Swimmers  who 
have  undergone  similarly  severe  exercise  have  not  been  examined 
for  shifts  in  iron. 

There  are  few  reports  of  observed  serum  iron  depression  af- 
ter exercise.8,9  The  subjects  in  these  reports  were  either  unac- 
climated or  untrained.  In  both  cases,  the  maximal  iron  decreases 
were  far  less  than  our  largest  observed  decrease. 

The  physiologic  significance  of  iron  depression  during  exer- 
cise is  of  interest.  Several  investigators  have  reported  not  only 
that  work  capacity  is  diminished  as  hemoglobin  decreases,  but 
that  iron  deficiency  alone  contributes  to  a diminished  physical 
work  capacity.10,11,12  Ericsson  has  observed  that  iron  supple- 
mentation of  apparently  healthy,  elderly  subjects  improved  their 
work  capacity  without  changing  their  hemoglobin.13  Whether 
acute  shifts  of  serum  iron,  as  observed  in  our  swimmers,  are 
correlated  to  work  capacity  is  unknown. 

Catecholamines14  and  steroids14,15  may  mediate  the  depres- 
sion of  serum  iron.  Cooling  and  stressful  exercise  cause  increased 
catecholamine16  and  corticosteroid17,16  secretion. 

While  we  do  not  know  the  true  core  temperature  of  our 
swimmers,  we  assume  that  they  were  markedly  hypothermic. 
Pronounced  body  cooling  has  been  reported  by  several  investi- 
gators of  immersed  subjects  who  were  performing  work.18  Craig 
and  Dvorak  found  an  average  rectal  temperature  decrease  of 
3 °C  in  a group  of  10  subjects  who  performed  one  hour  of  heavy 
work  in  24 °C  water.19  Thus,  significant  cooling  must  have  af- 
fected our  swimmers. 

Summary 

Four  swimmers  who  attempted  to  swim  across  Lake  Erie 
had  significant  decreases  in  serum  iron  during  the  swim.  Our 
data  do  not  permit  us  to  identify  the  mechanism  by  which  the 
serum  iron  levels  were  reduced  in  these  swimmers.  Several  con- 
ceivable mechanisms  deserve  to  be  studied.  Among  them  are 
the  effects  of  steroids  and  catecholamines,  the  uptake  of  iron 
during  erythropoieses,  sequestration  in  liver  or  marrow,  a higher 
affinity  for  transferrin,  and  increased  uptake  by  muscle.20 

continued  on  page  285 
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Join  the  overwhelming  majority  of  Ohio  medical  professionals  who  are  work- 
ing to  make  health  care  more  affordable  for  3 million  Blue  Cross  and  Blue 
Shield  subscribers. 

These  physicians  and  other  health  care  providers  have  voluntarily  joined 
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TABLE  2 


Before  and  after  serum  values  of  each  swimmer,  the  normal  range  and  the  mean  before  and  after  values  of  the  group. 


SWIMMER 

A 

B 

A 

B 

B 

A 

C 

B 

A 

D 

B 

A 

Normal 

Range 

Mean  Value 
B A 

Triglycerides  (mg/dL) 

61 

48 

193 

85 

60 

28 

113 

52 

30 

173 

107 

53 

+ 

Cholesterol  (mg/dL) 

113 

118 

182 

150 

127 

120 

153 

116 

140 

330 

144 

126 

Glucose  (mg/dL) 

100 

66 

73 

91 

48 

87 

89 

89 

60 

110 

77 

83 

Albumin  (mg/dL) 

5.3 

— 

5.1 

4.7 

4.8 

4.7 

5.1 

4.3 

3.0 

5.5 

5.0 

4.6 

Globulin  (g/dL) 

2.1 

— 

2.2 

2.2 

2.3 

2.1 

2.4 

2.5 

1.5 

3.4 

2.3 

2.3 

Total  Protein  (g/dL) 

7.3 

7.4 

7.3 

6.9 

7.1 

6.8 

7.5 

6.8 

6.0 

8.5 

7.3 

7.0 

Myoglobin  (ng/dL) 

35 

108 

39 

193 

58 

228 

33 

229 

0 

85 

41 

190 

§§ 

LDH  (U/I) 

155 

191 

153 

215 

135 

294 

156 

276 

75 

225 

150 

244 

+ + 

SGOT  (U/I) 

15 

19 

17 

39 

17 

52 

15 

50 

0 

41 

16 

40 

+ + 

SGPT  (U/I) 

17 

— 

18 

26 

24 

— 

12 

24 

0 

45 

15 

25 

BUN  (mg/dL) 

16 

18 

13 

25 

21 

30 

24 

36 

10 

26 

18 

27 

+ + 

Creatinine  (mg/dL) 

1.0 

0.8 

0.9 

0.9 

1.1 

1.0 

1.3 

1.2 

0.5 

0.7 

1.1 

1.0 

+ 

Uric  Acid  (mg/dL) 

5.9 

5.2 

5.6 

6.2 

6.2 

5.1 

6.9 

7.5 

3.9 

9.0 

6.2 

6.0 

Total  Bilirubin  (mg/dL) 

1.6 

1.0 

0.4 

0.3 

0.8 

0.4 

0.9 

0.8 

0.2 

1.2 

0.9 

0.6 

+ 

Aik.  Phos.  (U/I) 

124 

152 

48 

56 

102 

132 

81 

102 

30 

115 

88 

111 

§ 

WBC  x 106 

5.1 

14.4 

6.4 

22.1 

5.0 

18.3 

6.0 

18.6 

4.0 

11.5 

5.6 

18.4 

4 

RBC  x 186 

5.30 

5.51 

5.85 

4.99 

5.23 

4.82 

5.04 

4.67 

4.6 

6.2 

5.4 

5.0 

Hgb  (g/dL) 

16.4 

17.0 

18.1 

15.1 

16.1 

14.5 

16.3 

15.1 

14 

18 

16.7 

15.4 

Hct  (%) 

50 

54 

55 

49 

48 

45 

50 

47 

40 

54 

51 

49 

Sodium  (mEq/L) 

138 

138 

141 

140 

140 

140 

140 

143 

136 

145 

140 

140 

Potassium  (mEq/L) 

4.4 

4.2 

4.3 

4.0 

3.9 

4.6 

4.3 

4.8 

3.5 

5.0 

4.2 

4.4 

Chloride  (mEq/L) 

101 

100 

101 

97 

101 

100 

100 

102 

96 

106 

101 

100 

Inorg.  Phos.  (mg/dL) 

3.4 

4.1 

3.5 

3.8 

2.2 

6.1 

3.4 

3.7 

2.4 

4.5 

3.1 

4.4 

Calcium  (mg/dL) 

10.6 

10.6 

10.4 

9.8 

9.9 

9.6 

10.3 

9.6 

8.5 

10.5 

10.3 

9.9 

+ 

Iron  (ug/dL) 

200 

174 

67 

44 

117 

29 

157 

18 

40 

150 

135 

66 

+ 

B = 90  min.  before  swim 
A = within  15  min.  after  swim 


p — values  using  one-tailed,  paired  t-test  for  observing  difference  between  before  and  after  means 
+ p<_0.05;  + +p< 0.025;  §<0.0125;  §§p<0.01;  #p< 0.0025 
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After  a nitrate, 

add  1S0PT1N 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


1SOPT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  1 st-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

CX  knoll  pharmaceutical  company 

knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 

2195 


Employment 

Opportunities 


ANTERIOR  SEGMENT  FELLOWSHIP 

in  busy  private  practice  associated  with 
Medical  College.  Intraocular  Lens  Im- 
plantation, including  posterior  chamber 
and  anterior  chamber  lenses.  Extracapsu- 
lar  and  Phacoemulsification  techniques. 
Argon  & Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objec- 
tives to  Box  No.  37,  c/o  Ohio  State  Medi- 
cal fournal,  600  S.  High  St.,  Columbus, 
OH  43215. 

CARDIOLOGIST:  Board  eligible/certi- 
fied cardiologist  needed.  Should  be  pro- 
ficient in  catheterization  and  implantation 
of  permanent  and  temporary  pacemakers. 
Both  invasive  and  non-invasive  experience 
preferred.  For  information,  call  Donald 
B.  Dawson,  Director  of  Physician  Staff- 
ing, toll-free  at  1-800-446-2255,  in  Cali- 
fornia call  1-800-336-2255.  FHP  Profes- 
sional Staffing,  400  Oceangate  Blvd.,  Ste. 
1317,  Long  Beach,  CA  90802.  For  oppor- 
tunities in  Utah  call  Maryalys  Poulson 
collect  at  801-355-1234. 

CARDIOTHORACIC  AND  THORA- 
CIC SURGEON,  board  eligible  or  certi- 
fied, wanted  to  join  a busy  private  prac- 
tice in  Dayton,  Ohio.  University  affili- 
ated. Please  respond  with  curriculum 
vitae  to  Hans  Zwart,  MD,  1441  East 
Stroop  Road,  Dayton,  OH  45429. 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 

caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
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ty  for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 

EXCEPTIONAL  OPPORTUNITY  FOR 
BOARD  ELIGIBLE/BOARD  CERTI- 
FIED EMERGENCY  PHYSICIAN  with 
top  credentials,  clinical  skills,  and  person- 
ality. Must  be  willing  to  relocate.  Stable, 
independent  group  offers  starting  salary 
of  $120,000  plus  benefits.  Please  submit 
CV  to  Box  No.  52,  c/o  Ohio  State  Medi- 
cal Journal,  600  South  High  Street,  Co- 
lumbus, OH  43215. 


FAMILY  MEDICINE 
RESIDENCY  DIRECTOR 

Bethesda  Hospital  is  recruiting  a 
Board  Certified  FP  with  five/ten  years 
practice  experience,  experience  in 
teaching  residents,  and  excellent  clini- 
cal and  administrative  skills.  Responsi- 
bilities include  curriculum  and  staff 
development,  resident  education  and 
patient  care.  Interest  in  research  pre- 
ferred. Bethesda  Hospital  is  an  out- 
standing, progressive,  805-bed  com- 
munity hospital  health  system  affili- 
ated with  the  University  of  Cincinnati 
Medical  Center  and  Children’s  Hos- 
pital Medical  Center.  A unique  oppor- 
tunity to  develop  a Family  Medicine 
Residency  with  12  residents  initially. 
Competitive  salary,  vacation,  educa- 
tional leave,  and  benefits.  Send  CV 
and  letter  of  inquiry  to  Donald  Nun- 
list-Young,  M.D.,  Family  Medicine 
Search  Committee,  Medical  Staff  Of- 
fice, Bethesda  Hospital,  619  Oak 
Street,  Cincinnati,  Ohio  45206. 

An  Equal  Opportunity  Employer 


FAMILY  PRACTICE  CLINIC  — 
EASTERN  OHIO:  Need  board  eligible/ 
certified  family  practitioners  to  join  well 
established  medical  practice  in  small  east- 
ern Ohio  community.  Guaranteed,  com- 
petitive salary  and  vacation.  Contact:  Vil- 
lage Medical  Clinic,  1814  Enslee  Road, 
Coshocton,  Ohio  43812  or  call  614/622- 
7497  after  7:00  P.M. 

FAMILY  PRACTITIONER 

Lake  Erie  vacationland  community  with 
3,000  year-around  residents  seeks  family 
practitioner  to  open  new  practice.  Search 
effort  is  supported  by  nearby  113-bed 
JCAH  Accredited  non-profit  community 
hospital  with  drawing  area  of  19,000. 
Hospital  affords  practitioner  Medical/ 


Surgical,  ICCU,  Obstetrics  and  Pediatrics 
Care  Facilities,  along  with  complete  an- 
cillary support  including  24  hr.  emergency 
room  coverage,  pathology,  radiology, 
physical  therapy  and  respiratory  therapy. 
Interested  physicians  should  contact: 
Robert  Dumminger,  Administrator 
Macgruder  Hospital 
Port  Clinton,  Ohio  43452 
Phone:  419-734-3131 

FAMILY  PRACTITIONER  — Out  pa- 
tient care  full-time  position  available  for 
residency  trained,  board  eligible/board 
certified  family  practitioner  interested  in 
a position  involving  out-patient  care. 
Pediatrics,  pre-natal  care,  adult  medicine, 
orthopedics  and  minor  surgery  responsi- 
bilities are  available.  For  information,  call 
Donald  B.  Dawson,  Director  of  Physician 
Staffing,  toll-free  at  1-800-446-2255,  in 
California  call  1-800-336-2255.  FHP  Pro- 
fessional Staffing,  400  Oceangate  Blvd., 
Ste.  1317,  Long  Beach,  CA  90802.  For 
opportunities  in  Utah  call  Maryalys  Poul- 
son  collect  at  801-355-1234. 

FULL  TIME  HOUSE  PHYSICIAN  PO- 
SITIONS AVAILABLE  July  1,  1985. 
Medical,  surgical,  OB/GYN.  Ohio  license 
required.  Prefer  board  eligible  or  board 
certified  physicians.  Hospital  is  a 407  bed 
community  teaching  hospital  in  Barber- 
ton, Ohio.  Barberton  is  contiguous  to 
Akron  and  about  35  miles  from  down- 
town Cleveland.  Attractive  salary  and 
benefits.  Contact:  Barberton  Citizens 
Hospital,  c/o  House  Physician  Recruit- 
ment, 155-5th  St.  N.E.,  Barberton,  Ohio 
44203. 

GENERAL  SURGEON  BC/BE  needed 
to  work  with  two  other  general  surgeons 
in  well-established  surgical  practice. 
Small,  pleasant  community  in  NW  Ohio 
with  well-equipped  hospital.  Reply  to  Box 
No.  50,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  Ohio 
43215. 

HILTON  HEAD,  SC  primary  care  physi- 
cian opening  available  at  Island  resort’s 
only  extended  hour  medical  center.  In- 
vestment required.  Submit  CV  to:  Family 
Medical  Center,  P.O.  Box  6598,  Hilton 
Head,  SC  29928. 

HOUSE  PHYSICIAN  FOR  DEPART- 
MENT OF  SURGERY  — Need  house 
physician  for  hospital  surgery  depart- 
ment. Must  have  completed  general  sur- 
gery residency.  Must  work  two  24-hour 
shifts  per  week  on  a rotation.  Must  hold 


and  maintain  advanced  cardiac  life  sup- 
port certification,  Ohio  medical  license, 
and  drug  enforcement  administration  cer- 
tificate. The  applicant  must  be  approved 
by  the  contracting  agency  and  the  hos- 
pital’s credentials  committee.  Must  be 
BE/CC  in  surgery.  Must  provide  three 
letters  of  recommendation  from  program 
directors  of  past  training  programs  or 
other  physicians  with  knowledge  of  appli- 
cant’s professional  expertise  and  person- 
ality. Wage  $26. 00/hour.  Send  resumes 
to  Ohio  Bureau  of  Employment  Services, 
3135  Euclid  Avenue,  Cleveland,  Ohio 
44115,  Attention  M.  McGill.  Order 
#0246821. 

HOLISTIC  DOCTOR.  Salary  in  the  30’s 
plus  liability  ins.  Solo  practice.  All  equip- 
ment, personnel  furnished.  No  start  up 
fees.  Excellent  growth  potential.  Send 
C.V.  to:  Dr.  Thomas,  D.C.  100  Wilming- 
ton Ave.,  Dayton,  Ohio  45420. 

INTERNIST:  Board  eligible/certified  in- 
ternist needed.  Full  range  of  in-hospital 
and  out-patient  work  responsibilities.  For 
information,  call  Donald  B.  Dawson,  Di- 
rector of  Physician  Staffing,  toll-free  at 
1-800-446-2255,  in  California  call  1-800- 
336-2255.  FHP  Professional  Staffing,  400 
Oceangate  Blvd.,  Ste.  1317,  Long  Beach, 
CA  90802.  For  opportunities  in  Utah  call 
Maryalys  Poulson  collect  at  801-355- 
1234. 

LONDON,  OHIO:  Opening  for  board 
eligible/certified  family  practitioner. 
Partnership  practice  has  to  expand.  Ac- 
credited 90-bed  hospital  thirty  minutes 
from  Columbus,  Ohio.  Contact:  William 
T.  Bacon,  MD  or  John  C.  Starr,  MD,  194 
Elm  Street,  London,  Ohio.  Phone  — 
614/852-1811. 

MEDICAL  DIRECTOR/PSYCHIA- 
TRIST — Outstanding  oppty.  for  dy- 
namic, highly  skilled  psychiatrist.  The 
qualified  candidate  will  be  appointed 
part-time  med.  director  for  the  newly  re- 
organized 57-bed  psychiatric  svc.  of  a 
375-bed  community  hospital.  A second 
psychiatrist,  preferably  bd.  elig./cert.  in 
child  psychiatry  is  also  being  sought. 
Parkersburg  is  part  of  a metropolitan  area 
of  165,000  which  is  under-served  by  prvt. 
prac.  psychiatrists.  Excel,  potential  to  de- 
velop large  prvt.  prac.  Strong  support  of- 
fered by  hosp.  in  assisting  selected  candi- 
dates estab.  a successful  prac.  An  EOE. 
Please  send  resume  to  Arthur  Maher, 
Saint  Joseph  Hospital,  19th  St.  & Mur- 
doch Ave.,  Parkersburg,  WV  26101. 
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NEEMA  EMERGENCY  MEDICAL 
— a professional  association  — 

Emergency  Positions  — available  with 
emergency  physician  group  in  PA,  NY, 
NJ,  VA,  WVA,  MD,  KY,  FL,  and 
throughout  New  England,  the  Southeast 
and  the  Midwest,  including  all  suburban, 
rural  and  metropolitan  areas.  Fee-for-ser- 
vice  with  minimum  guarantee  provided. 
Malpractice  paid.  Practice  credits  toward 
board  certification.  Physician  department 
directors  also  desired.  Please  send  resume 
to:  NEEMA  Emergency  Medical,  Suite 
400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  215-925-3511  in  PA,  or 
800-523-0776  outside  PA. 

OB/GYN  CINCINNATI  AREA.  An  ac- 
tive established  GYN  referral  practice 
seeks  a fulltime  OB/GYN.  Excellent 
ground  floor  opportunity  with  investment 
possibilities.  Guaranteed  salary  plus  per- 
centage. Paid  professional  liability  insur- 
ance. Reply  in  confidence  to:  J.  Hake, 
P.O.  Box  43222,  Cincinnati,  OH  45243. 


Next  month  . . . 
place  your  classified 
ad  here. 


MOVING 


Notify  The  Journal 
Immediately 
NEW  ADDRESS: 


Name 


Street 


City 


State  Zip 

Send  to: 

Ohio  State  Medical  Journal 
600  S.  High  St. 
Columbus,  Ohio  43215 


ORTHOPEDIC  SURGEON  NEEDED 

We  have  an  immediate  opening  for  a 
board  eligible  orthopedic  surgeon  in 
Newark,  Ohio.  First  year  salary  $75,000 
plus  fringe  benefits.  Send  resume  to 
Orthopedic  and  Fracture  Clinic,  Inc.,  155 
McMillen  Drive,  Newark,  Ohio  43055. 


ORTHOPEDIC  SURGEON  — FHP  is 

seeking  an  orthopedic  surgeon  who  has 
completed  or  is  currently  involved  in  a 
total  arthroplasty  fellowship,  or  an  ortho- 
pedic surgeon  with  extensive  experience 
in  total  joint  replacement  with  particular 
reference  to  revision  arthroplasty.  For  in- 
formation, call  Donald  B.  Dawson,  Di- 
rector of  Physician  Staffing,  toll-free  at 
1-800-446-2255,  in  California  call  1-800- 
336-2255.  FHP  Professional  Staffing,  400 
Oceangate  Blvd.,  Ste.  1317,  Long  Beach, 
CA  90802.  For  opportunities  in  Utah,  call 
Maryalys  Poulson  collect  at  801-355- 
1234. 


ORTHOPEDIC  SURGEON 

An  excellent  opportunity  is  available  for 
two  orthopedic  surgeons  to  join  a pro- 
gressive medical  group  in  Central  Min- 
nesota. The  community  serves  a popula- 
tion base  of  225,000  individuals  and  is  an 
excellent  base  for  an  orthopedic  surgeon. 
St.  Cloud,  Minnesota  is  the  hub  of  the 
state  and  is  home  to  three  major  colleges. 
It  is  geographically  located  to  provide 
quick  access  to  the  metropolitan  Twin 
Cities  area.  The  St.  Cloud  Community 
has  a 500-bed  hospital  with  all  the  latest 
medical  and  technological  advancements 
to  assist  the  practicing  orthopedic  sur- 
geon. 

If  interested  in  this  excellent  opportu- 
nity, please  call  collect  either  Dr.  LaRue 
Dahlquist,  President,  and/or  Daryl 
Mathews,  Administrator,  at  612/251- 
8181  and/or  send  curriculum  vitae  to  St. 
Cloud  Medical  Group,  1301  West  St. 
Germain  Street,  St.  Cloud,  Minnesota 
56301. 


PEDIATRICIAN  — Group  Health  Asso- 
ciates, Inc.,  a thirty-five  physician  multi- 
specialty medical  group  is  searching  for 
a full-time  staff  pediatrician  for  our  Clif- 
ton office.  Board  certification  with  pri- 
vate practice  experience  is  preferred.  We 
offer  an  excellent  compensation  package, 
flexibility  in  practice  style  and  the  stimula- 
tion of  the  multi-specialty  environment. 
Please  forward  C.V.  and  inquiry  to; 
Search  Committee,  GHA,  2915  Clifton 
Avenue,  2915  Clifton  Avenue,  Cincin- 
nati, Ohio  45220. 


PHYSICIAN  AVAILABLE:  OB/GYN, 
B.E.  looking  for  group  practice  or  em- 
ployment in  Ohio.  Telephone  513/592- 
1471  or  reply  to  Box  No.  53,  c/o  Ohio 
State  Medical  Journal,  600  South  High 
Street,  Columbus,  Ohio  43215. 

PHYSICIAN  WANTED:  Established 
convenient  care  facility  in  Midwestern 
community.  Experience  in  family  practice 
or  emergency  medicine.  Competitive  sal- 
ary and  benefits.  Flexible  schedule.  Reply 
to:  INDM,  Box  1631,  Marion,  IN  46952. 

STAFF  PSYCHIATRISTS 

Immediate  openings  for  staff  psychi- 
atrists for  state  operated  350  bed  in-pa- 
tient psychiatric  hospital.  Must  be  li- 
censed to  practice  in  the  state  of  Ohio. 

We  have  5 distinct  treatment  centers, 
operate  13  wards.  Both  acute  and  chronic 
rehabilitation  programs.  We  are  located 
about  20  miles  from  a metropolitan  area 
(city  with  population  of  100,000)  with  a 
mixture  of  rural  atmosphere;  excellent 
school  systems  and  outdoor  activities. 

Salary  starts  at  $55,000  upwards  ac- 
cording to  experience  with  excellent  state 
fringe  benefits. 

Send  resume  to: 

Hae  Wohn  Johng,  MD 
Medical  Director 
Massillon  State  Hospital 
Box  540 

Massillon,  Ohio  44648 
EEO  Employer;  M/F/H 

THE  TROY-MIAMI  COUNTY  DE- 
PARTMENT OF  HEALTH  will  be  in 
need  of  a health  commissioner  to  start  on 
or  before  July  1,  1985.  A physician  is  pre- 
ferred. Replies  may  be  sent  to  Charles  M. 
Oxley,  MD,  Health  Commissioner,  Troy- 
Miami  County  Department  of  Health, 
P.O.  Box  677,  Troy,  Ohio  45373. 

TOLEDO,  SUBURBAN  AREA:  Im- 
mediate full  time  and  locum  tenens  posi- 
tion in  new  ambulatory  care  center.  Af- 
filiated with  major  hospital.  Attractive 
schedule  and  compensation,  malpractice 
insurance  provided.  Contact:  Emergency 
Consultants,  Inc.,  2240  South  Airport 
Road,  Room  26,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 

TWO  BC  OB-GYN  NEED  A THIRD 
BC/BE  OB-GYN  to  replace  partner  leav- 
ing for  fellowship  in  gyn-oncology.  Inter- 
ested in  long  term  commitment  and  early 
partnership.  Long  standing,  well  estab- 
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Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


lished  practice  in  midwestern  community 
of  approximately  100,000  people,  near  (45 
min.)  a major  metropolitan  center.  Excel- 
lent hospital  facilities,  ideal  working  ar- 
rangements and  fringe  benefits.  Contact: 
Gynecology-Obstetrics  Associates,  Inc., 
1365  New  London  Road,  Hamilton,  Ohio 
45013. 

UROLOGIST  — Board  eligible/board 
certified  urologist  needed  for  busy  surgi- 
cal practice.  Individual  should  have  both 
adult  and  pediatric  experience.  For  in- 
formation, call  Donald  B.  Dawson,  Di- 
rector of  Physician  Staffing,  toll-free  at 
1-800-446-2255,  in  California  call  1-800- 
336-2255.  FHP  Professional  Staffing,  400 
Oceangate  Blvd.,  Ste.  1317,  Long  Beach, 
CA  90802.  For  opportunities  in  Utah,  call 
Maryalys  Poulson  collect  at  801-355- 
1234. 

Next  month  . . . 
place  your  classified 
ad  here 


FAMILY  PRACTICE 

■ mpcrrnp 

I Our  progressive  500  + bed  acute  care 
M University  affiliated  hospital  is  search- 
1 ing  for  a Board  Certified  administra- 
ii  tively  and  academically  oriented  Di- 
ll rector  of  Family  Practice  Residency 
I program. 

it  Responsibilities  will  include  coordina- 

I tion  of  undergraduate  and  graduate 
m medical  education  for  a 1 5 residence 
q family  practice  teaching  program 
a which  is  part  of  a six  accredited  Uni- 

II  versity  Residency  programs.  Will 
fi  direct  an  active  free  standing  out-pa- 
tient family  practice  clinic.  Recruit- 

| ment  of  faculty  and  opportunity  for 
L academic  pursuits  including  full  time 
||  faculty  appointment  available. 

Lj  Excellent  salary/benefits/relocation 

■ package.  Resumes  should  be  for- 

■ warded  to: 

jl  Jerry  L.  Hammon,  MD 

1;  Vice  President  Medical  Affairs 

m Good  Samaritan  Hospital 
H & Health  Center 

2222  Philadelphia  Drive 
k Dayton,  Ohio  45406 

I An  Equal  Opportunity  Employer  M/F 


Equipment 


ELECTROPEDIC  ADJUSTABLE 
BEDS  at  Vi  price.  Finest  quality,  mattress 
guarantee.  Twins,  fulls,  queens,  kings.  10 
day  shipping.  Call  Lloyd  mornings  213- 
277-8210. 

FOR  SALE:  Surgical  light,  flow  stand, 
by  Castle,  $135.00,  X-ray  machine,  gen- 
eral electric  hospital  portable  with  light 
collimater.  Picture  on  request,  $2,000. 
Contact  William  D.  Tenney,  D.P.M., 
33880  Aurora  Rd.,  Solon,  Ohio  44139  or 
call  (216)  248-3374. 

QUALITY  BLDG.,  EQUIP.,  AND 
PRACTICE  RESIDUE  AVAILABLE  — 

attractive  rental  or  lease,  and/or  seller  fi- 
nanced purchase.  Includes  waiting  room, 
business  office,  consultation  room,  4 ex- 
amining rooms,  and  laser.  Write  Mrs. 
Sadri  Alavi,  3630  Sunset  Blvd.,  Steuben- 
ville, OH  43952  or  Phone  614-264-2350 
after  9 p.m. 


Practice  for  Sale 


ESTABLISHED  UROLOGY  PRAC- 
TICE FOR  SALE  IN  NE  OHIO  city  of 
20,000.  Reasonably  priced  with  seller 
financing  available.  Remodeled,  well 
equipped  office.  Will  introduce.  Reply  to 
M.  Morgan,  P.O.  Box  291147,  Solon, 
Ohio  44139. 

FOR  SALE:  Internal  medicine  practice. 
North  Central  Ohio.  Retiring.  Will  intro- 
duce. Marvelous  opportunity.  Reply  to 
Box  No.  54,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
Ohio  43215. 

GROWING  FAMILY  PRACTICE  for 

sale  by  physician  leaving  for  career 
change.  Suburban  location  east  of  Cleve- 
land with  highest  per-family  income  in 
Ohio.  Flexible  financing,  available  to 
BC/BE  family  physician  or  group.  Reply 
to  Box  No.  55,  c/o  Ohio  State  Medical 
Journal,  600  S.  High  Street,  Columbus, 
OH  43215. 

PRACTICE  FOR  SALE:  Family  physi- 
cian retiring  leaving  urgent  need  for  prac- 
titioner. Established  practice  available  im- 


mediately in  Leipsic,  Ohio.  Progressive 
town,  trading  area  20,000.  Seven  rooms, 
ground  floor,  air  conditioned,  fully 
equipped  including  X-ray.  Within  30 
minutes  of  3 hospitals,  10  minutes  of 
ambulatory  center.  One  other  physician 
who  co-operates  for  time  off.  Average  net 
income  in  last  10  years  $50,000.  Interested 
physicians  call  (419)  943-3057  except 
Tuesdays,  or  (419)  222-5502  after  7 p.m. 


Real  Estate 


VACATION  RENTAL:  Hilton  Head, 
Palmetto  Dunes  Resort;  2088  sq.  ft., 
poolside  villa,  sleeps  6,  fireplace,  wet  bar, 
short  walk  to  private  beach,  tennis,  golf. 
Owner  Rates.  (606)  269-9448. 


Seminars 


AGING  AND  COGNITIVE  DECLINE: 

Physiological,  psychosocial  and  ethical  is- 
sues — a symposium  for  professionals, 
September  4-5,  1985.  Speakers:  Barry 
Reisberg,  MD  (Geriatric  Psychiatry  and 
Psychopharmacology);  James  T.  Hart- 
ford, MD  (Geriatric  Psychiatry);  Elaine 
M.  Brody,  MSW  (Geriatric  Social  Work); 
Charlotte  K.  Elipoulos,  RNC,  MPH 
(Geriatric  Nursing);  and  Robert  M. 
Veatch,  PhD  (Medical  Ethics).  Category 
II  CMEU’s  approved;  CEU’s  for  allied 
professionals  pending.  Cost:  $125  before 
June  15,  $150  thereafter,  plus  hotel  (spe- 
cial rates  available).  Conference  at  Hyatt 
Regency  Cincinnati.  Sponsored  by  Jewish 
Family  Service  of  Cincinnati.  For  infor- 
mation, contact  James  E.  Gruber,  c/o 
JFS,  Box  37904,  Cincinnati,  Ohio  45222. 
Phone:  (513)  351-3680. 

1985  CME  CRUISE/CONFERENCES 
ON  SELECTED  MEDICAL  TOPICS  — 

Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credit. 
Distinguished  professors.  FLY  ROUND- 
TRIP  FREE  ON  CARIBBEAN,  MEXI- 
CAN, & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registra- 
tion limited.  Pre-scheduled  in  compliance 
with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 
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TORONTO,  ONTARIO 
10TH  INTERNATIONAL 
CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE 
AUGUST  10-16,  1985 
The  International  Society  of  Hyp- 
nosis invites  Medical,  Dental  and  Psy- 
chology professionals  to  attend.  The 
Congress  will  present  a diversity  of  in- 
troductory and  specialized  WORK- 
SHOPS, and  an  extensive  SCIEN- 
TIFIC PROGRAM.  The  program  will 
present  international  leaders  in  the 
field  as  presenters  and  faculty.  For  in- 
formation contact: 

Secretariat 

10th  International  Congress  of 
Hypnosis  and  Psycosomatic 
Medicine 

200  St.  Clair  Ave.  West,  Suite  402 

TORONTO,  Ontario 

Canada,  M4V  1R1  416-922-8300 


1985  PHOBIA  AND  ANXIETY  DISOR- 
DER CONFERENCE  — COLUMBUS, 

OHIO  — Seeking  proposals  for  presenta- 
tion at  the  October  1985  Conference.  The 
theme  is  School  Phobias.  We  are  inter- 
ested in  topics  that  emphasize  assessment, 
treatment,  test  and  performance  anxiety 
and  interprofessional  linkages.  Submit 
three  copies  of  the  following:  coverpage, 
50  word  abstract,  statement  of  goals  and 
benefits  of  information  to  be  presented, 
three  page  (maximum)  summary  of  the 
presentation.  Deadline  for  submissions: 
May  31,  1985.  Address  to:  Director, 
Worthington  Community  Counseling 
Service,  Inc.,  571  North  High  Street, 
Worthington,  Ohio  43085. 


Services 


DOCTOR,  YOU  CAN’T  BEAT  THE 
QUALITY  OR  THE  PRICE! 
HOLTER  MONITOR  SCANNING 
SERVICE,  Physician  owned,  trained 
and  supervised.  Now  using  UP  Service 
for  faster  turnaround  time.  No  con- 
tracts to  sign.  We  can  arrange  for 
lease/purchase  of  Holter  equipment. 
New  dual  channel  recorders, 
$1,550.00.  DCG  Interpretation  (313) 
879-8860. 


Holter  Monitor  Scan  Service 

Scanning  for  cartridge,  cassette  or  reel- 
to-reel  recorders.  Quality  reports  by 
qualified  technicians  and  cardiologists. 
$35.00  for  scanned  report,  postage  and 
mailers.  Cardiologist  interpretation 
available.  For  more  information  call 
Advance  Medical  and  Research  Center 
1-800-552-6753. 


Assumptions! 


1493 


In  1492  the  world  was  assumed  to  be  flat. 
In  1985  skin  testing  for  Histoplasmosis 
is  assumed,  by  some,  to  induce  CF  anti- 
body titer  changes. 

Both  assumptions  have  been 
proven  false. 

You  most  likely  know  about  the  world 
being  round,  but  you  may  not  know  that 
Histolyn-CYL"  a specific,  inexpensive, 
easy  to  use  skin  test,  can  give  you  results 


in  forty-eight  hours— without  CF  antibody 
titer  changes. 

Histolyn-CYE 

Clinically  proven. 

For  more  information  and  clinical  facts  call, 
or  write  to: 

BERKELEY  BIOLOGICALS 

1831  Second  St. 

Berkeley,  CA  94710  (415)843-6846 

01985  Berkeley  Biologicals 
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Valium®  (diazepam/Roche)  (£  Tablets 
Valrelease®  (diazepam/Roche)  (g 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  (g 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable  form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures;  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Thblets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion: abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  (1  ml)  given:  do  not 
use  small  veins,  i.e.,  dorsum  of  hand  or 
wrist;  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e.,  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  ‘IVi  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mgb.i.d.  to  q.i.d.;  or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets,  2 to 
10  mg  t.i.d.  or  q.i.d.:  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets,  2 to  10  mgb.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2V2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2*/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 

Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml)  given.  Do  not  use 
small  veins,  i.e..  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not feasi- 
ble to  administer  Valium  directly  I.V.,  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V. , repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults,  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses):  in  children  administer  I.V. 
slowly;  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V.,  repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older,  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus.  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 
Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  "V"  design — 2 mg,  white;  5 mg,  yellow;  10  mg. 
blue— bottles  of  100  and  500:  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100,  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls,  2 ml,  boxes  of  10;  Vials, 

10  ml,  boxes  of  1 and  10  ; Tel-E-Ject®  (disposable 
syringes),  2 ml,  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesi^  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 
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The'Cu  “V”  iedign  is  a ^ 
trademark  of  Roche  Products  Liv.. 


Valium  (diazepam/Roche)  I.V. 
bound  to  receptor  at  30  seconds 
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Unbound 
at  60  minutes 
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Highest  concentrations  of 
occupied  binding  sites  after 
Valium  I.V.  administration 


Intermediate  concentrations 


Receptors  not  occupied 
by  injected  Valium 
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UMBfTROL®  (TV  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated 
with  moderate  to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants.  Do  not  use  with  monoamine 
oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinua- 
tion of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convul- 
sions and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal 
response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary 
retention  or  angle-closure  glaucoma.  Severe  constipation  may 
occur  in  patients  taking  tricyclic  antidepressants  and  anticholi- 
nergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduc- 
tion time  reported  with  use  of  tricyclic  antidepressants,  espe- 
cially high  doses.  Myocardial  infarction  and  stroke  reported 
with  use  of  this  class  of  drugs.)  Caution  patients  about  possi- 
ble combined  effects  with  alcohol  and  other  CNS  depressants 
and  against  hazardous  occupations  requiring  complete  mental 
alertness  (eg.,  operating  machinery,  driving). 

Usage  m Pregnancy:  Use  of  minor  tranquilizers 
during  the  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 

Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiaz- 
epoxide  have  been  reported  rarely,  use  caution  in  administer- 
ing Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinua- 
tion of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline;  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of 
seizures,  in  hyperthyroid  patients  or  those  on  thyroid  medica- 
tion, and  in  patients  with  impaired  renal  or  hepatic  function. 
Because  of  the  possibility  of  suicide  in  depressed  patients,  do 
not  permit  easy  access  to  large  quantities  in  these  patients. 
Periodic  liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment.  Amitriptyline  component 
may  block  action  of  guanethidine  or  similar  antihypertensives. 
Concomitant  use  with  other  psychotropic  drugs  has  not  been 
evaluated;  sedative  effects  may  be  additive  Discontinue  sev- 
eral days  before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during  the  nursing 
period.  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associ- 
ated with  either  component  alone:  drowsiness,  dry  mouth, 
constipation,  blurred  vision,  dizziness  and  bloating  Less  fre- 
quently occurring  reactions  include  vivid  dreams,  impotence, 
tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restless- 
ness and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with 
Limbitrol  but  requiring  consideration  because  they  have  been 
reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpi- 
tations, myocardial  infarction,  arrhythmias,  heart  block,  stroke. 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delu- 
sions, hallucinations,  hypomania  and  increased  or  decreased 
libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and 
paresthesias  of  the  extremities,  extrapyramidal  symptoms,  syn- 
cope, changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face 
and  tongue,  pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulo- 
cytosis, eosinophilia,  purpura,  thrombocytopenia 
Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anor- 
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Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male, 
breast  enlargement,  galactorrhea  and  minor  menstrual  irregu- 
larities in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hor- 
mone) secretion. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  jaundice,  alopecia,  parotid 
swelling. 

Overdosage:  Immediately  hospitalize  patient  suspected  of  hav- 
ing taken  an  overdose.  Treatment  is  symptomatic  and  suppor- 
tive. I V.  administration  of  1 to  3 mg  physostigmine  salicylate 
has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poi- 
soning See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and 
patient  response.  Reduce  to  smallest  effective  dosage  when 
satisfactory  response  is  obtained.  Larger  portion  of  daily  dose 
may  be  taken  at  bedtime.  Single  h.s.  dose  may  suffice  for 
some  patients.  Lower  dosages  are  recommended  for  the 
elderly 

limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or 
four  tablets  daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets, 
initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film- 
coated,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue, 
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12.5  mg  amitriptyline  (as  the  hydrochloride  salt) — bottles  of 
100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription 
Paks  ot  50. 
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The  Ohio  State  Medical  Journal 


From  the  Editor’s  Desk 


An  Organization  with  Hart 


For  forty  years,  the  Ohio  State 
Medical  Association  (OSMA)  has 
been  an  organization  with  Hart. 

Like  the  life-giving  muscle  that 
beats  on  tirelessly  within  ourselves 
— our  Hart  has  given  the  OSMA 
the  same  sort  of  exhaustive 
energy,  pumping  his  enthusiasm, 
his  ideas,  thoughts,  wisdom  and 
resourcefulness  into  an 
organization  that  has  grown  in 
size,  strength  and  leadership 
because  of  it. 

When  Hart  Page  steps  down  as 
the  OSMA’s  Executive  Director 
this  month,  he  leaves  behind  a 
legacy  that  has  been  40  years  in 
the  making.  Our  tribute  to  Hart 
attempts  to  describe  some  of  that 
legacy,  and  give  you  a glimpse  of 
that  man  who  has  been, 
throughout  his  time  at  the  OSMA, 
literally  all-Hart.  We’ll  miss  him, 
but  we’re  pleased  he  will  remain 
close  by,  officially  as  a consultant 
until  the  end  of  December  — and 
always  as  a friend. 

Beginning  this  issue,  we  are 
expanding  our  news  coverage  into 
two  separate  sections  so  that  we 
can  provide  you  with  the  most 
current  events  happening  at  both 
the  national  and  state  levels.  “News 
Digest”  will  be  the  new  name  for 
the  coverage  with  which  you’re 
already  familiar  ...  the  brief 
reports,  products  and  services 
which  are  occurring  at  the  national 
level.  Our  new  section,  “Ohio 


Medi-scene”  will  feature  those 
events  happening  on  the  home- 
front.  The  reports  in  this  section 
will  be  as  up-to-date  as  our 
deadlines  make  possible,  and  will 
be  more  detailed  than  the 
“Digest”  reports  — yet  not  quite 
full-blown  articles.  We  welcome 
contributors  to  either  section  — 
and  we  are  always  happy  to 
receive  your  ideas  and  suggestions 
for  possible  topics  or  reports  for 
any  of  our  departments. 

When  Hart  Page 
steps  down  as  the 
OSMA’s  Executive 
Director  this 
month,  he  leaves 
behind  a legacy 
that  has  been  40 
years  in  the 
making. 

This  month’s  contents  also 
include  a special  look  at  the 
world  of  high-tech  medicine. 

We  begin  with  a look  at  the 
latest  news  and  developments  in 
this  area,  then  follow  with  a 
catalogue  featuring  a small 


sampling  of  the  newest 
technological  advancements  to  hit 
the  marketplace  this  year.  The 
Journal  is  not  endorsing  these 
products  or  services  in  any  way, 
nor  have  we  even  begun  to  touch 
on  the  vast  quantity  of 
developments  taking  place  in  the 
area  of  “high  tech”  every  day. 

We  present  the  ones  we  have  only 
as  representative  of  the  types, 
kinds  and  extent  of  technological 
strides  being  made  in  medicine 
today.  Once  these  have  piqued 
your  interest,  you’ll  want  to  read 
the  article  prepared  by  Stephen 
Hayden,  MD,  on  the  use  of 
computers  in  medicine.  You’re  not 
about  to  be  replaced  by  cold,  hard 
machinery  yet  — but  these 
wonder-machines  can  make  your 
job  easier.  Read  how. 

Medicine  has  certainly  come  a 
long  way  since  the  OSMA  first 
became  an  organization  with  Hart 
40  years  ago.  The  Journal , under 
Editor  Hart  Page  and  Executive 
Director  Hart  Page,  has  always 
attempted  to  keep  you,  the 
physician,  aware  of  the  changes  as 
they  occurred  on  the  Ohio  health 
care  scene.  At  times,  it  has  meant 
reporting  the  bad  news  — as  well 
as  the  good  — and  both  as  fairly 
and  accurately  as  possible.  It’s  a 
legacy  the  Journal  hopes  to 
uphold  as  we  pass  from  the 
present  into  the  future.  — Karen 
S.  Edwards 
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The  ultimate  in  Health-Care  Data  Management . . . 

“listen  to  the  experts  ” 


AUTOMED  is  Medical  Data  Systems'  proven 
full-service  Data  Management  System  for  Physi- 
cians, Group  Practices,  Clinics,  Hospital  Out- 
Patient  Clinics,  Urgent-Care  Centers,  Nursing  and 
Rehabilitation  Centers,  PPO's  and  HMO's. 

The  PLUS  is  IBM®  PC-the  computer  that  is 
designed  to  accomodate  the  future.  As  an  IBM 
Authorized  Value  Added  Dealer,  the  IBM  PC- 
XT/AT  you  buy  from  us  is  customized  for  health- 
care data  management.  And,  it  comes  with  our 
experience  and  service  to  assure  complete 
satisfaction  and  value. 

We  have  been  the  experts  in  health- 
care management  for  over  16  years. 


providing  over  lOOO  physicians  in  a five  state 
area  with  reliable,  cost-effective  services. 

AUTOMED  PLUS  is  the  complete  state-of-the 
art  system  for  patient  billing,  insurance  (direct 
to  the  carrier),  analysis  and  productivity  reports, 
accounting,  medical  records,  research,  patient 
recall,  word  processing  and  communications, 
including  access  to  AMA  and  the  other  dial-in 
data  base  information  services. 

For  a no-cost,  no-obligation  customized  pro- 
posal based  on  a detailed 
analysis  of  your  office  proce-  — m | 

dures . . . give  us  a call.  I J J| 


MEDICAL  DATA  SYSTEMS  CORPORATION  

20033  DETROIT  RD.  • ROCKY  RIVER,  OHO  *441 1 B • 213/333-545 4 total  rkau/control 


IBM  is  the  registered  trademark  of  International  Business  Machines  Corp. 
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Just  wait 
till  you  see 
the  changes 
we’re  making 


The  excellence  of  Harding’s  in-patient  treat- 
ment of  adolescents  and  adults  is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 


The  result  is  that  we’re  seeing  more  patients 
. . . sooner . . . more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding’s  crisis  stabiliza- 
tion and  short-term  program. 


Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 
Harding  is  here 


Contact: 
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Letters  to  the  Editor 


Heart  disease  and  lasers 

To  the  Editor: 

We  read  the  February  1985 
edition  of  the  Ohio  State  Medical 
Journal  with  awe  and 
appreciation.  The  quality  of  the 
Journal  certainly  has  improved 
tremendously  and  your  report  will 
really  serve  as  a reference  for  what 
is  happening  in  the  treatment  of 
heart  disease. 

You  mentioned  in  your  section 
on  use  of  lasers,  a surgeon  in 
Milwaukee  who  has  been  using  the 
laser  for  ten  years  experimentally 
to  treat  cardiac  disease.  I thought 
you  might  be  interested  to  know 
that  he,  Dr.  Mahmood  Mirhoseini, 
was  a guest  speaker  at  our  4th 
Annual  Symposium  at  Grant  Laser 
Center. 

Sincerely  yours, 

James  S.  McCaughan,  Jr.,  MD 

Columbus,  Ohio 


Environmental  issues 

To  the  Editor: 

I thought  the  presentation  of  the 
various  viewpoints  on 
environmental  pollution  could  be  a 
strong  motivating  force  for  the 
readership  to  carefully  consider 
their  judgments  of  cause  and 
effect  in  these  enormously 
important  issues. 

On  one  hand,  there  can  be  no 
minimizing  of  the  dangers  of 
industrial  pollution.  Humanity  has 
lived  in  fear  of  such  tragedy  since 
at  least  the  “Professor 
Challenger”  stories  of  our  late 
colleague  A.  Conan  Doyle,  MD. 

My  personal  view,  however, 
vibrates  more  in  sympathy  with 
Dr.  Mick  in  “Another 
Perspective.”  I am  convinced  that 


the  view  of  the  media  as  lovers  of 
and  dispensers  of  gloom  and 
doom  is  fairly  accurate.  I believe 
that  the  reporters’  first 
commandment  must  be  “Thou 
shalt  not  offend  thy  lunatic 
fringe.”  The  second  is  like  unto 
the  first,  “Thou  shalt  villify  all 
those  in  authority  except  thyself.” 

I always  (well  nearly  always)  see 
the  acid  rain  reports  condemn 
industry.  I never  see  media 
castigate  the  consumers  of  electric 
power  as  despoilers  of  the 
atmosphere  through  overuse.  I 
never  see  the  accusation  made  that 
all  of  us  who  drive  our  cars  far 
too  much  are  perhaps  the  most 
important  cause  of  air  pollution 
including  acid  rain. 

Sincerely, 

Frank  E.  Foss,  MD 

Toledo,  Ohio 

To  the  Editor: 

I would  like  to  congratulate  you 
on  your  March,  1985  issue  of  the 
Ohio  State  Medical  Journal  which 
highlighted  several  environmental 
issues.  I do  want  to  point  out, 
however,  that  besides  the  Ohio 
Department  of  Health  and  the 
Ohio  Environmental  Protection 
Agency,  your  local  health 
department  can  also  be  a valuable 
source  of  help  and  information. 
All  health  departments  in  Ohio 
operate  environmental  health 
programs  and  should  be  equipped 
to  investigate  many  environment- 
related  problems  that  a physician 
may  encounter  in  his/her  practice. 
At  a minimum,  each  health 
department  should  be  able  to  refer 
you  directly  to  the  proper  agency 
and  ensure  that  your  concern  is 
acted  on  in  a timely  manner. 

Local  health  departments  would 
like  to  help  you  in  your  efforts  to 
improve  health  and  prevent  illness. 


Please  call  on  us. 

Sincerely, 

Frank  Kellog,  R.S., 
M.P.H. 

Director  of  Environmental 
Health 

Lake  County  Health 
District 

To  the  Editor: 

Thank  you  for  quoting  parts 
from  my  article  “Thoughts  on  a 
Nuclear  Age,”  which  appeared  in 
the  Journal  two  years  ago,  in  your 
recent  article  “Nuclear  War, 
Earth’s  Final  Hazard”  ( Ohio  State 
Medical  Journal,  March,  1985). 

Let  us  hope  that  an  update  in  the 
next  biennium  will  show 
considerably  greater  progress 
toward  diminishing  this  one. 

In  my  opinion,  the  entire 
coverage  of  environmental  hazards 
in  the  March  issue  is  well  written. 
It  will  serve  as  a valued  reference 
for  a long  time. 

Sincerely, 

Roy  H.  Thompson,  MD 

Euclid 
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Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


Laying  Low  In  The 


Mrs.  Smith  is  a fifty-year-old 
woman  who  suffered  a markedly 
displaced  midshaft  tibia  fracture 
several  months  ago.  We  recently 
had  this  interesting  conversation: 
“Doctor,  Why  is  my  bone 
taking  so  long  to  heal?  I’m  so 
tired  of  wearing  this  cast!” 

“Well,  Mrs.  Smith,  as  we 
discussed  from  the  very  beginning, 
this  is  one  of  the  bones  in  the 
body  which  is  very  slow  to  heal. 
Sometimes  it  doesn’t  heal  at  all! 
My  job  is  to  keep  the  bone  lined 
up  as  best  as  possible  and  we  will 
have  to  let  God  do  the  rest.” 
“What  do  you  think  of  that 
new  artificial  heart  down  South?” 
“I  think  it  is  a wonderful 
achievement!” 

“If  they  can  do  that,  why  can’t 
you  heal  my  bone?” 

After  I got  done  picking  up  my 
tuning  fork,  reflex  hammer  and  a 
variety  of  other  instruments  which 
had  just  fallen  out  of  my  pockets, 
I said  good-bye  to  Mrs.  Smith  and 
retired  to  my  conference  room  to 
ponder  this  new  challenge.  Mrs. 
Smith  is  not  unique.  Many  of  our 


By  James  David  Brodell,  MD 


patients  jump  through  the  same 
cognitive  hoops. 

Both  the  Utah  and  Humana 
artificial  heart  implants  were 


Perhaps  our  time 
and  money  is 
better  invested 
researching  simple, 
mundane  things 
such  as  the  cure 
for  cancer  and  a 
solution  to  the 
common  cold. 


wonderful  technical  triumphs,  but 
that  is  largely  the  extent  of  it  — 
technical.  Perhaps  some 
physiologic  lessons  will  be  learned 
but  whether  or  not  this  is  a true 
scientific,  biologic,  medical 
advance  is  very  open  to  question. 
It  leaves  one  groping  for  practical 


T renches 


application  similar  to  the  U.S. 
moon  landing  in  1969.  We  made  a 
few  more  lunar  visits,  found  it  to 
be  expensive,  and  decided  to  do 
something  a little  more  pragmatic. 

In  this  case,  perhaps  our  time 
and  money  are  better  invested  at 
the  University  level  researching 
simple,  mundane  things  such  as  the 
cure  for  cancer,  the  solution  to  the 
common  cold,  prevention  of  birth 
defects  and  unraveling  the  mystery 
of  autoimmune  disease.  Mrs. 

Smith  and  I would  like  to  know 
why  bones  don’t  always  heal. 

Finally,  isolated  technical 
achievements  fuel  widespread 
unrealistic  expectations  among  the 
populace.  Such  victories  for  the 
high  command  leave  the  rest  of  us 
diving  for  the  trenches,  helmets 
on,  heads  tucked  low!  OSMA 


James  David  Brodell,  MD, 
practices  orthopedic  medicine  and 
surgery  in  Warren,  Ohio. 
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Physician-patient 
dialogue:  a 
communications 
chasm? 

“There  exists  a continuing 
communications  chasm  between 
doctors  and  patients,”  writes 
Candace  West,  professor  of 
sociology  at  the  University  of 
California,  Santa  Cruz,  in  her 
book,  Routine  Complications; 
Troubles  with  Talk  Between 
Doctors  and  Patients,  recently 
published  by  Indiana  University 
Press. 

The  book  is  based  on  a five- 
year  study  of  how  doctors  and 
patients  related  to  each  other. 
Contents  of  the  book  were 
recently  disclosed  in  a UPI  report, 
published  in  the  Columbus 
Citizen- Journal. 

“In  sociable  chitchat,  the 
consequences  of  not  being  heard 
or  understood  can  be  serious 
enough,”  West  is  reported  as 
saying.  “In  medical  encounters, 
lives  may  be  lost  in  the  wake  of 
misunderstanding  between 
physicians  and  patients.” 

West  studied  videotapes  of  21 
office  visits  at  a family  practice 
center  affiliated  with  a major 
medical  university  in  the  South. 

She  found  male  physicians  tended 
to  interrupt  patients,  doctors  asked 
most  of  the  questions,  and  in  a 
way  as  to  limit  patients’  answers, 
and  doctor-patient  encounters 
lacked  any  “social  cement”  that 
could  ease  open  communication. 

“The  encounters  I’ve  seen 
suggest  a kind  of  power 
differential  is  created  through  talk 
that  is  destructive  of  what  you’re 
trying  to  do  medically,  and  is 
destructive  of  human 
relationships,”  she  says. 

She  found  that  male  doctors 


—News  Digest  — 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


interrupt  their  patients  far  more 
often  than  the  reverse,  and  they 
appear  to  use  interruptions  as 
devices  for  exercising  control  in 
their  interactions  with  patients. 

With  female  doctors,  it  was  the 
patient  who  interrupted  most  of 
the  time.  West  also  found  91%  of 
the  773  questions  asked  during  the 
21  doctor-patient  encounters  she 
studied  were  initiated  by  doctors. 

“Not  only  do  doctors  advance 
questions  which  restrict  patients’ 
options  for  answers,  but  patients 
themselves  stammer  when  asking 
questions  of  their  doctors,”  she 
says. 

“The  patient  who  posed  the 
most  questions  to  the  doctor 
received  proportionately  the  fewest 
answers  . . . with  regard  to  direct 
questions,  the  assertive  patient 
may  suffer  more  than  the  less 
insistent  counterpart,”  she  notes. 

West  cautions,  however,  that 
her  study  involved  only  one 
medical  specialty  — family 
practice.  The  doctors  were 
residents  in  a three-year  training 
program  which  included  — with 
patients’  consent  — videotaping  of 
office  visits. 


Medical  Ethics 
Newsletter 

High  technology  has  done  its 
part  in  raising  new  ethical 
questions  for  the  medical 
community.  Should  a person  be 
kept  alive  on  life  support  systems? 
If  so,  at  what  price?  (Should  we 
pay  to  keep  a 97-year-old  woman 
alive  on  life-support,  for  example.) 

These  are  the  types  of  questions 


that  spawned  a new  publication 
“Medical  Ethics  Newsletter,” 
which  premiered  last  fall. 
Published  by  a philosophy 
professor  at  Chapman  College  in 
San  Diego,  California,  the 
newsletter  comes  out  every  two 
months  and  subscriptions  cost  $12 
a year.  For  further  information, 
write:  J.A.  Grispino,  917  B 
Caminito  Estrada,  Carlsbad, 
California  92008. 
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Cost  issue  may 
hamper 
technological 
advances 

If  “cost  effectiveness”  continues 
to  be  the  government-mandated 
standard  by  which  new  medical 
technology  is  measured,  the 
prospect  is  bleak  for  future 
advances  in  health  care,  says 
Walter  L.  Robb,  senior  vice 
president  and  general  manager  of 
General  Electric’s  Medical  Systems 
Group  in  Milwaukee,  Wisconsin. 
Robb  recently  spoke  to  the  Third 
National  Conference  on  Hospital- 
Medical  Public  Policy  Issues  in 
Washington,  D.C. 

“If  you  believe  that  technology 
is  bad,  this  is  great  news,”  he 
says,  “but  if  you  believe  that  most 
of  the  key  gains  in  health  care 
have  largely  come  through 
improved  technology,  then  it  is 


sad  news,  since  it  clearly  can  only 
have  a negative  impact  upon 
future  medical  advances.” 

He  notes  that  in  an  era  of  finite 
resources,  cost  effectiveness  is 
certainly  important.  “But  it 
cannot  be  the  only  measurement 
standard  for  a vital  resource  such 
as  health  care.  How  can  you 
balance  cost  effectiveness  against 
quality  of  life?  Against  pain  and 
suffering?  Against  needless  delays 
in  receiving  proper  treatment? 

“As  I see  it,”  he  continues, 

“the  most  important  question  is 
not  how  do  we  provide  a basic 
level  of  care  for  less  money,  but 
rather  how  do  we  provide 
ourselves,  our  families  and  our 
neighbors  greater  access  to  the 
increased  value  offered  by 
advanced  medical  technologies?  If 
the  only  measure  is  cost 
effectiveness,  then  it  won’t  be 
possible  for  the  medical  equipment 
industry  to  make  the  investments 
in  advanced  research  and 


development  that  will  bring  the 
next  technological  advances  to 
health  care.” 

Robb  states  that  investments  on 
new  diagnostic  imaging  technology 
have  probably  dropped  by  one- 
half  from  the  levels  of  two  years 
ago.  He  believes  the  reason  for  the 
cutback  is  that  entrepreneurial 
companies  used  to  operating  in  an 
open  marketplace  where  success  is 
the  result  of  providing  “value” 
have  become  wary  of  investing  in 
an  environment  where  the  results 
of  their  efforts  are  measured  by  a 
totally  inexact  standard  of  “cost 
effectiveness”  established  by 
federal  and  state  government. 

“While  we  want  every  citizen  of 
the  United  States  to  enjoy  a level 
of  health  care  that  is  far  superior 
to  what  was  available  to  the 
bottom  tiers  before  Medicare  and 
Medicaid,  we  must  guard  against 
that  becoming  the  ceiling  for 
everyone,”  he  concludes. 


Agoraphobics 
sensitive  to 
caffeine 

Patients  who  suffer  from  panic 
disorders  such  as  agoraphobia  are 
much  more  sensitive  to  the 
anxiogenic  effects  of  caffeine  than 
those  not  suffering  from  these 
kinds  of  disorders,  according  to  a 
report  which  recently  appeared  in 
the  Archives  of  General 
Psychiatry. 

Researchers  at  Yale  University 
School  of  Medicine  studied  the 
effects  of  oral  administration  of 
10  mg/kg  of  caffeine  on  the 
behavior  and  somatic  symptoms  of 
17  healthy  subjects  and  21  patients 
suffering  from  panic  attacks. 


The  results  showed  that 
behavior  symptoms  among 
patients  were  significantly 
correlated  with  plasma  caffeine 
levels. 

Those  patients  diagnosed  for 
panic  disorders  experienced 
markedly  greater  anxiety, 
nervousness,  fear,  nausea  and 
restlessness  than  the  healthy 
patients  studied. 

“The  increased  behavioral 
sensitivity  of  panic  disorder 
patients  to  caffeine  may  provide 
data  relevant  toward 
understanding  the  neurobiology  of 
panic  anxiety,”  the  researchers 
say. 

They  currently  are  postulating 
that  caffeine  blocks  the  actions  of 
adenosine,  a nucleoside  involved  in 


neuronal  systems  throughout  the 
brain. 

They  also  suggest  that  patients 
with  anxiety  disorders  avoid 
caffeine-containing  foods  and 
beverages. 
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Ohio  medi-scene 


Cincinnati  physicians  interact  with  alternative  delivery  systems 


With  the  increased  emphasis  on 
health  care  cost  containment  over 
the  past  several  years  has  come  the 
birth  of  numerous  alternative 
health  care  delivery  systems  — 
HMOs,  IPAs,  PPOs  — an 
alphabet  soup  of  new  and 
different  ways  of  delivering  and 
paying  for  health  care. 

In  Ohio,  as  in  other  states,  these 
have  popped  up  in  varying  forms, 
offering  a wide  variety  of 
alternatives  to  the  traditional  fee- 
for-service  practice  of  medicine. 

Some  operate  as  for-profit 
businesses;  others  are  non-profit 
organizations  formed  by  physician 
groups,  hospitals  and  others 
involved  in  health  care.  Although 
each  system  has  its  own 
characteristics  based  on  the 
philosophies  and  goals  of  its 
organizers,  most  are  set  up 
according  to  one  of  three  standard 
models. 

In  the  traditional  Health 
Maintenance  Organization  (HMO) 
model,  subscribers  pay  a fixed 
monthly  fee  to  the  organization;  in 
return  the  HMO  provides  them 
with  all  of  their  health  care  needs, 
from  primary  care  to 
hospitalization.  Physicians  in  this 
type  of  system  generally  are  paid  a 
salary  and  work  in  a facility 
owned  and  operated  by  the  HMO. 

The  Preferred  Provider 
Organization  (PPO)  on  the  other 
hand  consists  generally  of  a group 
of  independent  practitioners  who 
are  joined  together  to  offer 
services  to  a set  group  of  patients, 
generally  on  a discounted,  fee-for- 
service  basis. 

And  in  the  typical  Individual 
Practice  Association  (IPA), 
physicians  or  a physician  group  or 
organization  set  up  and  operate  a 
plan  wherein  subscribers  can  pay  a 
monthly  fee  for  services  which  are 
provided  by  the  individual 
members  and  their  affiliates. 

Under  the  IPA,  physicians  may  be 


paid  either  a monthly  capitation 
fee  or  on  a fee-for-service  basis, 
and  the  IPA  may  hold  a portion 
of  those  fees  to  help  insure  the 
financial  stability  of  the  IPA. 

All  three  types  of  alternative 
delivery  systems  are  operating  in 
various  forms  and  to  varying 
degrees  throughout  the  state, 
particularly  in  the  larger 
metropolitan  areas  where  increased 
competition  is  forcing  more  and 
more  physicians  to  sample  the 
alphabet  soup  — even  before  they 
know  what’s  in  it. 

It  is  for  this  reason  that  the 
Academy  of  Medicine  of 
Cincinnati  invited  its  members  to 
come  and  meet  representatives  of 
the  various  systems  operating  in 


that  area  — “because  we  felt  the 
whole  issue  of  HMOs,  PPOs  and 
IPAs  has  blurred  distinctions  in- 
the  eyes  of  our  members,”  says 
William  J.  Galligan,  executive 
director  of  the  academy. 

In  Cincinnati,  there  are 
currently  six  alternative  delivery 
plans  in  operation  and  others  are 
on  the  drawing  board.  “They  are 
vigorously  entering  the 
marketplace  here,”  says  Galligan. 
“It  therefore  seemed  appropriate 
that  we  invite  them  to  introduce 
themselves  to  our  members  — to 
let  our  members  find  out  what 
they’re  all  about.” 

Among  those  present  at  the 
meeting  which  was  held  March  6 
at  the  Academy  was  Wendell  W. 
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Ohio  medi-scene  . . . continued 


Cincinnati  physicians 

Brown  of  Hospital  Care 
Corporation,  an  HMO  organized 
by  Blue  Cross  in  1974  and  the 
first  to  enter  the  Cincinnati 
marketplace.  According  to  Brown, 
that  HMO  has  two  facilities  in 
Cincinnati  and  35,000  members 
enrolled  in  the  program.  Care  is 
provided  by  a staff  of  30 
physicians;  in  addition,  60 
specialists  also  offer  their  services 
to  HMO  patients  and  Good 
Samaritan  Hospital  is  most 
frequently  used.  “However,  if 
medical  conditions  indicate,  we 
will  use  Children’s  or  other 
community  hospitals,”  Brown 
says. 

Choice  Care,  on  the  other  hand, 
the  IP  A organized  in  1978  by  the 
Cincinnati  Academy,  provides  its 
pre-paid  members  access  to  about 
1,500  physicians  in  the  Cincinnati 
area,  along  with  most  major 
hospitals  and  neighborhood 
pharmacies.  According  to  Kerry 
Tarvin  who  spoke  on  behalf  of 
Choice  Care,  the  thrust  of  this 
IPA  is  “local  physician  control  — 
all  of  our  board  members  are 
practicing  physicians,  and  all 
utilization  and  quality  assurance 
programs  are  under  physician 
control.” 

Choice  Care  physicians  are 
reimbursed  on  a fee-for-service 
basis,  although  a portion  of  their 
fees  are  withheld  to  insure  the 
financial  solvency  of  the  IPA. 

Choice  Care  has  been  profitable 
since  1983,  however,  and 
physicians  have  seen  their 
withholdings  returned,  Tarvin 
says. 

Over  the  past  two  years,  four 
more  alternative  delivery  systems 
have  entered  the  Cincinnati 
marketplace.  Maxicare,  “the  new 
kid  on  the  block”  according  to 
regional  vice  president  Terry 
Bayer,  opened  its  first  HMO 


. . . continued 

facility  in  Cincinnati  on  January 
1,  1985,  the  first  in  Ohio.  It  is  the 
only  federally-qualified  HMO  in 
the  Cincinnati  area,  according  to 
Bayer,  who  says  the  for-profit 
corporation  has  530,000  members 
in  10  states  and  hopes  to  add  to 
that  number  by  expanding  into 
Ohio  and  Kentucky,  among  other 
states. 

HealthAmerica,  the  largest 
investor-owned  HMO  in  America, 
currently  has  120,000  members  in 
Ohio,  according  to  F.  Jay  Ach, 
MD,  representing  that 
organization  at  the  meeting.  Dr. 
Ach,  a family  physician  in  practice 
in  Cincinnati  for  over  30  years, 
explains  that  under  this  system, 
the  patient’s  primary  care 
physician  is  given  a certain 
number  of  dollars  per  patient  and 
in  return,  acts  as  a gatekeeper  for 
all  of  that  patient’s  health  care 
needs.  Physicians  work  out  of 


their  own  private  offices  where 
they  may  retain  their  fee-for- 
service  practices;  they  also  may 
choose  whatever  specialty  care, 
hospital  admissions,  etc.  they 
desire  for  their  HMO  patients. 
“The  primary  care  physician  is  in 
complete  control  of  the  patient’s 
care,”  Dr.  Ach  says. 

Benjamin  Stoner,  who 
represented  Consumer  Medical 
Cost  Containment  Corporation  at 
the  meeting,  explained  that  the 
PPO  uses  220  physicians  who 
discount  their  services  to  enrollees 
by  15%  if  their  bills  are  paid 
within  10  days.  Early  results  show 
that  the  PPO  has  saved  its  1,450 
subscribers  20%  in  health  care 
costs. 

PEAK  Health  Plan,  a sixth 
alternative  delivery  system 
operating  in  the  area,  was  unable 
to  send  a representative  to  the 
meeting.  — Susan  Porter 


The  Jeghers  Medical  Index  System: 
A new  way  to  retrieve  information 


Unique  in  both  concept  and 
practice,  the  Jeghers  Medical 
Index  System,  (JMIS)  presently 
located  at  St.  Elizabeth  Hospital 
Medical  Center  in  Youngstown, 
Ohio  is  a dynamic  collection  of 
quality  journal  articles  organized 
into  a unique  heuristic  data  base. 
Professor  Harold  Jeghers,  the 
system’s  founder  and  developer, 
began  this  project  in  1935  as  a 
“personal  library”  to  teach 
medical  students  and  interns  at 
Boston  City  Hospital.  From  this 
modest  beginning  grew  today’s 
million-article  Index  which 
includes  significant  medical 
references  regularly  collected  from 
more  than  200  quality-assessed 
journals  in  the  English  language. 


Additional  contributions  have  been 
made  by  medical  school  and 
teaching  hospital  faculties  at 
Georgetown,  New  Jersey  College 
of  Medicine  and  St.  Vincent’s 
Hospital,  Worchester, 
Massachusetts.  Through  this  peer 
review  process,  the  JMIS  has 
evolved  into  a national  resource 
for  quality  patient  care,  continuing 
medical  education,  and  clinical 
research. 

There  exist  two  conceptual 
approaches  to  the  present 
overwhelming  volume  of  medical 
literature.  The  traditional  or 
quantitative  approach  stores 
references  within  bound  journals 
in  medical  libraries.  Significant 
references  are  located  by  title  only, 


306 


The  Ohio  State  Medical  Journal 


using  the  Index  Medicus  as  well  as 
other  standard  library  tools.  Busy 
physicians  rely  heavily  upon  the 
computerized  service  of 
MEDLINE  which  provides  a 
massive,  overwhelming  output  of 
citations  from  2,695  journals. 

Since  titles  are  the  only  clue  to 
content,  physicians,  must  decide 
on  relatively  little  evidence  which 
references  to  select  for  further 
study.  Entire  articles  must  then  be 
requested,  often  through  costly, 
time-consuming  interlibrary  loans. 
It  is  rare  for  a busy  physician  to 
be  able  to  read,  in  depth,  more 
than  a dozen  articles  on  any 
subject;  yet  relevancy  and  quality 
can  only  be  determined  upon 
receipt  and  after  thorough  reading. 

In  contrast,  the  JMIS  utilizes  a 
second  or  qualitative  approach 
which  shortens  the  retrieval 
process.  The  references  are 
selected  from  only  quality-assessed 
periodicals  and  the  individual 
articles  separated  from  these 
journals  are  stored  in  15,000 
distinct  folders  according  to 
relationships.  These  folders  are 
classified  by  an  open  and  evolving 
vocabulary  of  key  words  suggested 
by  clinical  “patterns”  in  the 
literature.  By  thinking  in  terms  of 
these  patterns,  physicians  learn  to 
use  problem  solving  strategies 
characteristic  of  an  expert 
clinician. 

Products  from  previous 
physician  searches  are  also  saved 
and  added,  resulting  in  the 
evolution  of  quality  packages  of 
information  within  individual 
folders.  The  amount  of 
information  in  each  folder  is 
manageable  and  thus  represents  a 
consensus  of  the  significant  and 
classic  literature  on  any  subject 
published  during  the  past  50  years. 
This  alleviates  the  reader’s 
problem  of  deciding  what  to  select 


from  a myriad  of  citations. 
Voluminous  interlibrary  loans  are 
eliminated.  Indeed,  the  JMIS’s 
article  selection  process  allows  the 
searcher  to  cost  effectively  bypass 
time-consuming  and  expensive 
retrieval  processes.  Folders  include 
useful  reviews,  clinical  studies, 
editorials  and  letters. 

The  bringing  together  of 
previously  separate  but  related 
references  into  juxtaposition 
within  a single  folder,  regardless 
of  time  of  publication,  encourages 
new  ways  of  “seeing”  rather  than 
depending  solely  upon  what 
experience  has  taught  one  to 
recognize. 

A consortium  agreement 
between  Cleveland  Health  Sciences 
Library,  the  Northeastern  Ohio 
Universities  College  of  Medicine 
and  St.  Elizabeth  Hospital  Medical 
Center,  effected  the  transfer  of  the 
JMIS  to  Ohio  during  the  summer 
of  1980.  Since  coming  to  northeast 
Ohio,  the  JMIS  has  thus  enjoyed 
an  increasingly  enthusiastic 
reception  from  its  users.  Statistics 
indicate  that  patron  use  by 
residents,  medical  students, 
faculty,  staff  physicians,  nursing, 
and  allied  health  professionals  has 
increased  dramatically. 

The  usefulness  of  the  system  has 
been  clearly  established.  Its 
dedication  to  self-directed  learning 
has  made  immeasurable  advances 
in  both  the  substance  and  quality 
of  education  and  care.  The  staff  is 
now  preparing  an  online  subject 
catalogue  which  includes  subject 
headings  of  each  folder,  as  well  as 
the  key  words  describing  the 
references  included  within,  using  a 
microcomputer  and  software 
created  exclusively  for  the  JMIS. 
Thus,  for  example,  one  can 
rapidly  call  up  on  the  console  the 
location  of  all  folders  in  which  the 
word  “digitalis”  appears  as  a key 


word;  or  one  can  determine 
whether  there  is  a folder 
containing  a specific  or  unusual 
syndrome.  The  number  of 
complete  articles  residing  within 
that  folder  can  also  be  ascertained. 
Future  activities  and  adequate 
funding  will  complete  this 
automated  process  by  providing 
on-line  bibliographic  citations, 
abstracts  or  full  text  retrieval.  — 
Leonard  P.  Caeca  mo,  MD, 

Sharron  Carlson,  W.  Robert 
Kennedy,  Robert  G.  Cheshier. 


Ibuprofen  being 
tested  for  use  by 
children 

Ibuprofen,  a painkilling 
medication  which  has  recently 
been  placed  on  the  over-the- 
counter  market  as  a tablet  for 
adult  use,  is  currently  being  tested 
in  liquid  form  by  local  children 
between  the  ages  of  two  to  10, 
says  a recent  report  in  the 
Columbus  Dispatch. 

Philip  Walson,  MD,  a clinical 
pharmacologist  and  medical 
director  of  Children’s  Hospital 
poison  control  center  in 
Columbus,  is  using  a double  blind 
study  in  an  attempt  to  find  out  if 
the  drug  is  “safe  and  effective  for 
kids.” 

Dr.  Walson  advertised  in  local 
weekly  newspapers  for  children  in 
the  desired  age  group,  with  a fever 
between  101  and  103.5  degrees  to 
study  a new  liquid  medication. 

The  major  advantage  of 
ibuprofen,  Dr.  Walson  is  quoted 
as  saying,  is  that  it  may  be  safe  in 
case  of  an  overdose. 

Current  package  labeling  of 
ibuprofen  warns  against  its  use  by 
children  under  12. 
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Cancer  Incidence  in 

A year  ago,  the  Ohio  State 
Medical  Journal  reported  that  the 
Ohio  Cancer  Consortium  had 
allocated  some  of  its  state  funding 
toward  establishing  a statewide 
cancer  incidence  reporting  system 
for  Ohio  (“Why  Ohio  Hasn’t  Had 
a Statewide  Cancer  Incidence 
Reporting  System  and  What  It  Is 
Doing  About  It  Now,”  OSM 
Journal,  May,  1984).  At  that  time, 
the  system  was  just  getting  off  the 
ground. 

“We’ve  made  a lot  of  progress 
since  then,”  says  John  Wilson, 
PhD,  an  epidemiologist  who  has 
been  working  during  the  past  year 
to  get  the  system  on  its  feet. 

“Initially,  we  began  to  collect 
the  data  we  needed  from  hospital 
pathology  reports,”  he  says,  but 
because  those  forms  were  not 
standard  from  hospital  to  hospital 
— and  often  lacked  necessary 
information  — the  Consortium 
turned  to  existing  tumor  registries 
for  help. 

“As  a pilot  project,  we  entered 
into  a contract  with  the 
Portsmouth  Community  Cancer 
Association  in  Scioto  County,” 
Wilson  says.  Three  hospitals  in 
that  area  share  a tumor  registry. 

The  project  continued  over  six 
months,  and  data  was  gathered  on 
approximately  600  cases.  It  was 
successful  enough  to  encourage  the 
consortium  to  enter  into  contracts 
with  other  existing  tumor  registries 
in  the  state:  The  Community 
Hospital  Oncology  Program  in  the 
Cincinnati  area,  a tumor  registry 
shared  by  12  hospitals;  Cancer 
Data  Systems  in  Cleveland;  and 
the  Dayton  Area  Cancer 
Association,  which  has  a registry 
shared  by  all  hospitals  in 
Montgomery  County. 

With  the  data  from  Portsmouth 
and  the  three  other  existing 
registries,  the  Cancer  Consortium 
found  it  was  collecting  data  on 


Ohio  — Closing  in  on 

42,000-45,000  cases  — 
approximately  20 % of  the  cancer 
cases  in  the  state. 

And  the  data  was  easy  to 
collect. 

“We  are  trying  very  hard  to 
keep  cancer  incidence  reporting  a 
voluntary  system  in  Ohio,” 
explains  Wilson.  By  simply  using 
the  data  which  the  registries  are 
already  collecting,  there  is  no  extra 
work  for  the  registries  and  no 
duplication  of  effort. 

Consequently,  cooperation  has 
been  very  good. 

Consortium  personnel  are  on 
hand  to  assist  registry  personnel 
with  problems  they  may  have 
collecting  data  and  in 
standardizing  the  reports. 

Now,  Wilson  says,  the 
Consortium  is  taking  the  project 
one  step  further  by  expanding  its 
reporting  base  to  include  all 
hospitals  in  Region  V. 

“Because  our  figures  are 
necessarily  population-based,  we 
have  to  know  about  95%  of  the 
people  with  cancer,”  explains 
Wilson.  Since  approximately  half 
of  Ohio’s  207  hospitals  do  not 
have  tumor  registries,  he  adds,  it 
has  become  necessary  to  involve 
hospitals  in  cancer  incidence 
reporting. 

“Last  October,  the  Ohio 
Hospital  Association  (OHA)  sent 
letters  to  all  34  hospitals  in  Region 
V,  asking  their  cooperation  in 
reporting  incidents  of  cancer,  and 
to  date,  33  hospitals  have  agreed 
to  participate.” 

By  the  end  of  this  year,  the 
Cancer  Consortium  is  hoping  to 
have  secured  the  same  cooperation 
from  other  Ohio  hospitals. 

“We  are  approaching  this  one 
region  at  a time,  and  offering  our 
help  each  step  of  the  way,” 

Wilson  says. 

The  Cincinnati  and  Rootstown 
hospitals  will  be  the  next  ones  the 


the  Facts 


John  Wilson,  PhD 


OHA  and  the  Cancer  Consortium 
will  target  for  help,  and  Wilson 
says  he  is  optimistic  about  the 
outcome. 

“The  hospitals  have  been  very 
cooperative,”  he  notes,  adding 
that  is  why  the  system  is  still 
voluntary,  to  date,  in  Ohio. 

The  Consortium  does  have  an 
ad  hoc  committee  looking  into  the 
pros  and  cons  of  mandated 
reporting,  but  Wilson  says  that 
general  feeling  is  against  this 
approach  — although  31  states 
presently  do  have  laws  on  their 
books  requiring  cancer  incidence 
reporting  (including  Michigan  and 
Pennsylvania). 

Everyone  here  agrees  that  cancer 
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incidence  reporting  is  important, 
says  Wilson,  and  most  of  them  are 
willing  to  do  what  they  can  to 
help. 

“But  if  it  takes  an  act  of  the 
state  to  get  things  in  motion,  then 
we  want  to  be  ready  to  do  that,” 
he  says,  in  way  of  explanation  for 
the  ad  hoc  committee. 

According  to  Wilson,  national 
statistics  rank  Ohio  as  being  one 
of  only  a handful  of  states  whose 
cancer  mortality  rates  are 
consistently  above  normal  — in  all 
categories. 

If  nothing  else,  the  data 
collected  by  the  Cancer 
Consortium  will  help  to  confirm 
or  deny  this.  But  there  are  many 
other  uses  for  the  information, 


Children  and  adolescents  who 
suffer  from  chronic  illnesses  or 
permanent  disabilities  often 
experience  emotional  setbacks  and 
unfounded  fears  when  undergoing 
therapy  or  treatment,  according  to 
Robert  T.  Brown,  MD,  director  of 
adolescent  medicine  at  Children’s 
Hospital  in  Columbus.  They  may 
therefore  benefit  from  an 
interdisciplinary  approach  to  their 
treatment,  involving  not  only 
physicians  but  teachers,  parents, 
clergy,  social  workers  and  others 
normally  a part  of  the  day-to-day 
care  of  the  patient. 

Dr.  Brown  was  one  of  two 
speakers  who  addressed  the  topic 
“Fears  of  the  Chronically 
Ill/Disabled  Child”  at  the  17th 
semi-annual  interprofessional 
conference  held  in  Columbus 
March  8.  The  conference  was 
sponsored  by  the  Ohio  State 


says  Wilson. 

It  can  be  used  by  researchers  to 
determine  the  incidence  of  cancer 
around  hazardous  waste  dumps, 
for  example;  by  scientists  who 
need  the  data  to  obtain  a grant 
for  a cancer  study;  or  by  hospitals 
who  may  need  to  justify  a new 
wing  for  radiation  therapy. 

“The  incidence  of  cancer  from 
Agent  Orange  could  be  determined 
from  such  data,”  says  Wilson. 

Although  there  is  still  a long 
way  to  go  before  such  information 
is  actually  available,  the  Cancer 
Consortium  is  taking  all  the 
necessary  steps  to  build  up  its 
cancer  incidence  reporting  system 
— and  get  it  up  and  running.  — 
Karen  S.  Edwards 


University’s  Commission  on 
Interprofessional  Education  and 
Practice.  Medicine,  nursing, 
education,  social  work  and 
psychology  were  among  fields 
represented. 

“The  development  of  a child 
into  adolescence  is  an  arduous 
enough  experience  without  having 
something  extra  like  an  illness  or  a 
handicap  to  cope  with,”  Dr. 

Brown  told  workshop  participants. 
And  experiencing  a permanent  loss 
of  body  function  or  a 
disfigurement  can  be  a severe 
hinderance  to  acquiring  a positive 
self-image,  an  important  part  of 
an  adolescent’s  psycho-social 
development,  he  added. 

“When  emotions  are  in  a state 
of  upheaval,  often  the  only  thing 
an  adolescent  has  to  hang  on  to  is 
his  body  image,”  Dr.  Brown  said. 
The  impact  of  a severe  illness  or 


the  loss  of  a limb  or  body 
function  is  that  it  changes  that 
body  image  and  may  interfere  with 
the  formation  of  a positive  self- 
image,  he  says.  By  its  nature,  it 
may  also  threaten  autonomy,  or 
the  process  by  which  the  child 
becomes  an  independent  adult, 
since  it  prolongs  the  period  by 
which  he  or  she  is  dependent  on 
parents,  doctors  and  others. 

Adolescence  is  not  the  only 
stage  where  children  can  suffer 
emotional  and  developmental 
setbacks  because  of  an  illness  or 
disability,  according  to  Margaret 
O’Dougherty,  PhD,  assistant 
professor  of  pediatrics  and 
psychology.  From  birth  on, 
chronically  ill  or  disabled  children 
— particularly  those  who  have  to 
be  hospitalized  for  long  periods  of 
time  — have  problems  not  only 
adjusting  to  physical  handicaps 
but  also  in  establishing  trust, 
developing  autonomy  and 
achieving  social  and  cognitive 
skills,  she  said. 

It  is  therefore  essential  that  the 
needs  of  the  whole  individual  child 
or  adolescent  be  considered  when 
treating  the  chronically  ill  patient, 
Dr.  Brown  said.  “Currently  in 
medicine  there  is  a definite  move 
towards  looking  at  the  whole 
patient,”  he  said.  “We  are 
beginning  to  adopt  a bio-social 
viewpoint.” 

A group  approach,  involving 
physicians,  nurses,  social  workers 
and  even  teachers  and  parents  may 
be  appropriate  in  insuring  that 
proper  health  care  and  support 
services  are  available  to  the  patient 
as  he  or  she  learns  to  adapt  to  a 
permanent  illness,  such  as 
diabetes,  or  a handicap,  like  the 
loss  of  a limb.  It  is  important, 
however,  for  all  of  those  involved 
to  fully  understand  the 
characteristics  of  the  chronic 
illness  or  disability  and  how  it 
may  impact  on  the  child’s 


Combating  the  fears  of  chronically  ill 
and  disabled  children 
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Chronically  ill  children  ...  continued 


development  at  each  crucial  stage. 

In  looking  at  these 
characteristics,  it  should  be  noted 
if  the  disease  or  disability  is  static 
or  progressive;  congenital  or 
acquired;  visible  or  nonvisible; 
constant  or  episodic,  Dr.  Brown 
points  out,  since  each  may  indicate 
certain  problems. 

The  attitudes  of  parents,  siblings 
and  peers  towards  the  child’s 
illness  or  handicap  must  also  be 
considered,  as  well  as  the  child’s 
own  view  of  the  problem.  Are 
they  coping  with  the  problem  or 
denying  it?  Is  the  illness 
accompanied  by  severe  anxiety, 
anger,  depression  or  guilt?  To  a 
degree,  all  are  common  reactions 
to  the  disease  process,  and  yet  if 
proper  attention  is  not  paid  to 
these  important  aspects,  the  child 
or  teen  may  suffer  far  more  than 
the  physical  disability. 

So  how  can  physicians  and 
others  involved  in  the  care  of  the 
child  help  to  alleviate  fears  and 
prevent  developmental  setbacks? 

•Be  aware  that  children  suffer 
from  certain  frustrations  and  fears 
that  to  an  adult  may  seem 
preposterous  — yet  to  the  child 
are  very  real.  For  example,  says 
O’ Dougherty,  children  often 
associate  painful  treatment  or 
therapy  with  punishment.  “They 
may  feel  they  have  done 
something  bad  or  wrong  to 
deserve  their  treatment,”  she 
explains,  adding  that  children  have 
often  been  heard  to  cry,  “I’m 
sorry,  I’m  sorry,”  when 
undergoing  a particularly  painful 
therapy.  “Explain  to  them,  in 
terms  they  understand,  what 
you’re  doing  and  why,”  she  says. 
“Children  have  many  questions 
about  their  illnesses  — listen  to 
their  concerns.” 

•Keep  in  mind  the  various 
developmental  stages  the  child  is 


going  through  and  help  to 
accommodate  these.  For  example, 
parental  bonding  is  a critical 
factor  in  the  establishment  of  trust 
in  an  infant.  Yet  an  infant  who  is 
hospitalized  for  long  periods  of 
time  may  never  have  the 
opportunity  to  establish  that  bond 
unless  efforts  are  made  to  involve 
the  parents  in  the  daily  care  and 
treatment.  Older  babies  may  suffer 
intense  separation  anxiety  due  to 
prolonged  hospitalizations,  and 
toddlers  may  be  preoccupied  with 
fears  of  abandonment  if  special 
arrangements  are  not  made  to 
involve  the  parents  in  the  child’s 
care. 

•Medical  restrictions  and 
changes  in  physical  appearance 
resulting  from  the  illness  or 


treatment  often  interfere  with  the 
child’s  ability  to  socialize  with 
other  children.  “Particularly  in  the 
adolescent  stages,  peer  interaction 
and  support  are  essential,”  says 
Dr.  Brown.  Encouraging  children 
to  mingle  and  share  their 
experiences  and  frustrations  with 
other  handicapped  children  in  the 
hospital  may  be  a first  step  in 
helping  them  to  become  a part  of 
a peer  group. 

•Beware  of  the  quiet,  compliant 
child  who  rarely  complains  or 
reacts  to  his  or  her  predicament. 
This  could  be  a sign  that  the  child 
is  withdrawing  into  a fantasy 
world,  says  O’ Dougherty  — where 
he  or  she  may  fail  to  continue  the 
psycho-social  development  process. 
— Susan  Porter 


Auxiliary’s  “Day  at  the  Legislature” 


Legislative  issues  were  the  focus 
of  attention  this  past  March,  as 
members  of  the  OSMA 
auxiliary  met  with  state  senators 
and  representatives  during  its 
annual  “Auxiliary  Day  at  the 
Legislature.”  Pictured, 
Auxiliarian  Lynne  Reisberg, 
Akron  (right)  discusses  the 
latest  health  care  issues  with 
Thomas  Watkins  (R),  the  new 
representative  from  Stowe, 

Ohio. 
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Second  physician  guide  for  consumers 
released  on  market 


The  Lake  County  Medical 
Society  has  just  released  its 
“Consumer’s  Guide  to  Medical 
Care,”  making  it  the  second  such 
informational  guide  to  be  available 
in  Ohio.  The  first  guide  was 
published  by  the  Cincinnati 
Academy  of  Medicine  in  1979,  and 
has  been  periodically  updated  ever 
since. 

The  new  Lake  County  consumer 
guide  contains  a listing  of  the 
society’s  members,  their  education, 
specialties,  office  hours  and  any 
other  pertinent  information  which 
area  residents  might  find  useful  in 
selecting  a physician.  Emergency 
and  hospital  phone  numbers,  as 
well  as  instructions  for  giving 
cardio-pulmonary  resuscitation,  are 
also  included. 

“Our  medical  society  is 
celebrating  its  100th  anniversary 
this  year,  and  we  wanted  to  do 
something  special,”  explains 
Janice  Vargo,  Lake  County 
Medical  Society’s  Executive 
Secretary,  in  relating  why  the 
society  decided  to  publish  a 
consumer’s  guide. 

“We  wanted  to  do  something 
that  would  make  us  more  visible 
to  the  community  since  we’re 
often  overshadowed  by  what 
Cleveland  does,  and  our  profile 
has  always  been  low.  This  is  a 
way  to  let  the  community  know 
we’re  here,  and  to  provide  a 
service  as  well.  It  gives  us  some 
identity,”  she  says. 

The  idea  for  the  guide  was 
conceived  by  Bella  Ballo,  MD  and 
Ronald  E.  Posner,  MD,  both  past 
presidents  of  the  Lake  County 
Medical  Society,  and  completed 
under  the  direction  of  Quentin  J. 
Spittler,  MD,  current  president. 
The  project  took  a year  to 
complete. 


“Each  member  was  assessed 
$100  on  their  dues,”  says  Vargo, 
and  although  there  was  some 
resistance  to  the  project  at  first, 
she  says  that  members  are  quite 
pleased  with  the  way  the  guide 
turned  out. 

“We’re  calling  this  the 

1985- 1986  guide,  and  we’re  hoping 
to  update  the  information  for  our 
next  guide  during  the  middle  of 
next  year,”  she  says,  adding  that 
she  has  already  received  calls  from 
new  members  and  residents  who 
wish  to  be  included  in  the 

1986- 1987  version. 

The  society  is  also  hoping  to 
improve  the  quality  of  the  next 
guide  by  publishing  it  on  a slick 
paper,  and  including  pictures  of  its 
members. 

“This  time,  we  went  the 
cheapest  route  possible  because  we 
weren’t  sure  how  it  would  be 
received.  We  did  approach  area 
companies  to  help  underwrite  the 
cost,  but  none  expressed  any 
interest  in  helping  us  out.” 

Instead,  the  society  sought  bids 
from  private  printers  and  even 
private  distributors  — “the  cost  of 
distributing  our  booklet  through 
the  mails  was  prohibitive,”  says 
Vargo.  But  as  a result  of  careful 
research,  the  society  was  able  to 
publish  over  80,000  copies  for 
approximately  $10,000,  and 
distribute  them  to  every  Lake 
County  household  for  a cost  of 
three  to  four  cents  a booklet. 

“That  would  make  each  booklet 
approximately  17  cents,”  Vargo 
says. 

So  far,  the  guides  have  been 
well  received  by  the  public  and  the 
society  is  pleased  with  the  response 
it  has  garnered  from  both  the 
public  and  its  members. 

As  Vargo  sums  up:  “It  has 


The  Lake  County  Medical 
Society’s  “Consumer’s  Guide 
to  Medical  Care”  was 
recently  released  to  every 
Lake  County  household. 


already  done  much  to  raise  our 
visibility  and  improve  our 
members’  relationship  with  the 
community.  For  the  first  time,  we 
have  something  tangible  to 
distribute  at  health  fairs,  and  to 
show  the  community  exactly  who 
we  are  and  why  we’re  here.” 

— Karen  S.  Edwards 
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OMERF  — 

Our  Response  to 
Growing  Concerns 

By  J.R.  Sarpa 


As  a senior  medical  student  on 
the  verge  of  graduation,  my  intent 
in  this  writing  is  to  relay  my 
newly-acquired  experience  with 
regard  to  medical  school  costs, 
student  indebtedness  and  the 
reestablishment  of  OMERF  (Ohio 
Medical  Education  and  Research 
Foundation). 

In  an  effort  to  identify  the 
concerns  and  interests  of  Ohio 
medical  students,  the  OSMA- 
Medical  Student  Section  conducted 
a survey  of  over  1,000  medical 
students  in  1983.  As  a result  of 
that  survey,  by  far  the  most 
important  concern  of  the  students 
was  their  accumulating  debt,  due 
to  the  cost  of  medical  school.  In 
response  to  this  student  concern, 
the  Medical  Student  Section,  along 
with  the  Committee  on  Impaired 
Physicians,  initiated  the  actions  to 
reactivate  a long-dormant 
OMERF. 

Additional  information  from  the 
survey  supported  findings  from  a 
similar  survey  by  the  AAMC 
(American  Association  of  Medical 
Colleges),  in  that  the  cost  of  an 
Ohio  medical  education  has 
increased,  on  the  average,  more 
than  20%  per  year  for  the  past 
three  years. 

The  tuition  costs  have  risen 


steadily  over  the  last  few  years, 
averaging  approximately  $7,500  a 
year  — ranging  from  $5,000  at  the 
Ohio  State  University  to  $11,200 
at  Case  Western  Reserve 
University.  In  addition  to  the 
rising  tuition  costs,  the  total  living 
expenses  per  year,  including  books 
and  ancillary  services,  have  risen 
as  well. 

A recent  survey 
supported  findings 
that  the  cost  of  an 
Ohio  medical 
education  has 
increased,  on  the 
average,  more  than 
20%  per  year  for 
the  past  three 
years. 


During  my  first  year  of  medical 
school,  the  Medical  College  of 
Ohio  had  projected  the  total  living 
expenses,  including  tuition  for  a 
single  medical  student,  to  be 
slightly  in  excess  of  $12,000.  That 


same  projection  for  a single 
medical  student  over  the  coming 
1985-86  academic  year  is  in  excess 
of  $19,600.  Clearly,  an  entering 
medical  student  today  faces  an 
expected  cost  — and  potential 
debt  — of  at  least  $80,000  to 
complete  four  years  of  medical 
school.  Furthermore,  given  the 
increases  in  cost  that  have 
occurred  over  the  past  four  years, 
and  the  probability  of  the 
continuing  increase  in  the  years  to 
come,  the  entering  medical  student 
may  well  have  total  costs  for  four 
years  of  medical  school  of 
$100,000.  If  you  will  take  a 
minute  to  reflect  on  your  own 
personal  costs  incurred  while  going 
through  medical  school,  I’m  sure 
you  can  empathize  with  today’s 
medical  students’  concern  for  the 
cost  of  their  education. 

While  these  increases  have  taken 
place,  the  federal  government  has 
reduced  the  amount  of  federal 
assistance  available  for  graduate 
and  professional  students.  With 
the  advent  of  President  Reagan’s 
proposed  budget  cuts  for  fiscal 
year  1986,  the  President’s 
proposals  call  for  decreasing  the 
Federally  Guaranteed  Student 
Loan  (GSL)  available  to  medical 

continued  on  page  315 
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ESTIMATED  EXPENSES  FOR 

THIRD-YEAR  STUDENTS 

(1987) 

Transportation  expenses  are  determined  according  to  the  American  Automobile  Association’s  national  average 

published  in  the  1984  edition  of 

“Your  Driving  Cost. 

” These  expenses  include  gas,  oil,  maintenance,  com- 

prehensive  insurance  liability,  license,  registration  and  taxes. 

SINGLE 

MARRIED,  NO  CHILDREN 

Tuition 

$ 7,650 

Tuition 

.$  7,650 

General  fees 

75 

General  fees 

75 

Parking  fee 

6 

Parking  fee 

6 

Books 

600 

Books 

600 

Equipment  

100 

Equipment  

100 

Supplies 

100 

Supplies 

100 

Rent  @ $250/mth 

3,000 

Rent  @ $300/mth 

3,600 

Utilities  @ $140/mth 

1,680 

Utilities  @ $160/mth 

1,920 

Food  @ $50/wk 

2,600 

Food  @ $80/wk 

4,160 

Personal  

750 

Personal  

1,130 

Transportation 

2,350 

Transportation 

2,350 

Medical  Insurance 

550 

Medical  Insurance 

2,050 

Malpractice  Insurance 

180 

Malpractice  Insurance 

180 

$19,641 

$23,921 

MARRIED,  ONE  CHILD 

MARRIED,  TWO  CHILDREN 

Tuition 

$ 7,650 

Tuition 

.$  7,650 

General  fees 

75 

General  fees 

75 

Parking  fee 

6 

Parking  fee 

6 

Books 

600 

Books 

600 

Equipment  

100 

Equipment  

100 

Supplies 

100 

Supplies 

100 

Rent  @ $300/mth 

3,600 

Rent  @ $370/mth 

4,440 

Utilities  @ $160/mth 

1,920 

Utilities  @ $190/mth 

2,280 

Food  @ $100/wk 

5,200 

Food  @ $120/wk 

6,240 

Personal  

1,320 

Personal  

1,500 

Transportation 

2,350 

Transportation 

2,350 

Medical  Insurance 

2,050 

Medical  Insurance 

2,050 

Malpractice  Insurance 

180 

Malpractice  Insurance 

180 

$25,151 

$27,571 

MARRIED,  THREE  OR  MORE  CHILDREN 

Tuition 

$ 7,650 

Utilities 

$ 2,280 

General  fees 

75 

Food  @ $130/wk 

6,760 

Parking  fee 

6 

Personal  

1,700 

Books 

600 

Transportation 

2,350 

Equipment  

100 

Medical  Insurance 

2,050 

Supplies 

100 

Malpractice  Insurance 

180 

Rent  @ $420/mth 

5,040 

$28,891 

Non-resident  tuition  — $10,250 

Interest  and  insurance  premium  charged  on  the  HEAL  and  PLUS  loans  may  be  included  as  educational  expenses. 
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OMERF  — Response  to  Concerns 

continued 


students  from  $5,000  per  year  to 
$4,000  per  year.  Furthermore,  the 
budget  cut  proposals  include 
changing  the  interest  rate  for  the 
GSL  from  its  previous  9%  interest 
per  year  to  a flexible  interest  rate 
tied  to  the  interest  rate  of  the 
recent  91 -day  treasury  bills. 
Another  potential  source  of  loan 
money  available  to  medical 
students  is  the  Health  Education 
Assistance  Loan  (HEAL). 

However,  the  HEAL  program 
charges  the  borrowing  student 
interest  at  extremely  high  rates. 

Over  the  past  year,  the  flexible 
interest  rate  for  this  HEAL  loan 
has  been  as  high  as  18%.  What  is 
worse,  interest  payments  begin 
three  months  after  the  student 
graduates.  With  the  compounding 
interest  attached  to  the  HEAL 
loan,  the  implications  of 
borrowing  $80,000  can  be 
staggering.  If,  for  example,  a 
medical  student  had  borrowed 
$80,000  of  HEAL  money  to  meet 
his  educational  and  living 
expenses,  he  would  be  faced  with 
a payback  of  more  than  $700,000 
over  a 20-year  period. 

With  the  reactivation  of 
OMERF,  it  is  our  intent  to  be 
able  to  provide  low  interest  loans 
to  needy  medical  students.  As  was 
pointed  out  by  Dr.  A.  Burton 
Payne  in  a past  article  on  this 
subject,  OMERF  simply  wants 
medical  students  to  have  a debt 
level  that  they  can  manage,  instead 
of  a debt  that  will  manage  them. 

Other  areas  of  concern  for 


OMERF  include  impaired 
physicians  and  consumer  health 
education.  In  recent  years,  several 
cases  involving  impaired  physicians 
demonstrating  dire  financial  need 
have  been  presented  by  the  OSMA 
Committee  on  Impaired 
Physicians.  The  impaired 
physicians  present  had  liquidated 
all  their  assets  in  an  attempt  to 

If  a medical  student 
had  borrowed 
$80,000  of  HEAL 
money  to  meet  his 
educational  and 
living  expenses,  he 
(she)  would  be 
faced  with  a 
payback  of  more 
than  $700,000  over 
a 20-year  period. 

complete  their  rehabilitation. 
OMERF  would  like  to  be  able  to 
aid  these  recovering  physicians 
with  low  interest  loans.  Each 
individual  case  would  be  reviewed 
by  the  OMERF  Board  of  Trustees 
and  the  dispersement  and 
awarding  of  funds  would  be 
decided  by  this  Board. 

With  regard  to  consumer  health 
education,  OMERF  would  like  to 
support  special  projects  such  as  a 


“stop  smoking”  day,  a county- 
wide glaucoma  or  diabetes 
screening  program,  or  similar 
health  awareness  clinics  presented 
to  the  public.  As  with  the 
Impaired  Physician  cases,  any 
program  seeking  support  would  be 
reviewed  by  the  OMERF  Board  of 
Trustees. 

In  summary,  OMERF  can  act  as 
an  agent  to  provide  an  equal 
opportunity  for  medical  education 
to  students,  regardless  of  their 
socioeconomic  backgrounds.  In 
addition,  OMERF  is  committed  to 
the  established  but  impaired 
physicians,  who  for  whatever 
reason,  have  lost  their  ability  to 
practice  but  have  recovered  from 
their  impairment.  Finally,  OMERF 
supports  public  education  on 
health  issues  and  preventive 
medicine. 

By  raising  enough  capital  in  the 
OMERF  fund,  it  is  the  intent  of 
the  Board  of  Trustees  of  OMERF 
to  be  able  to  make  substantial 
loans  based  on  the  interest 
available  from  the  capital.  Please 
take  a minute  and  donate  to 
OMERF  the  cost  of  an  office 
visit.  This  donation  is  tax 
deductible,  and  may  well  aid 
tomorrow’s  physicians  in  whose 
hands  the  health  care  of  the  future 
depends. 


J.R.  Sarpa  is  a senior  medical 
student  at  the  Medical  College  of 
Ohio  at  Toledo,  and  is  President 
of  the  OSMA  medical  student 
section. 


Yes,  I want  to  support  OMERF.  Enclosed  is  my  check  for 

$500  $250  $100  $50  $ 

Please  send  me  planned  giving  information. 

Thank  you  for  supporting  OMERF. 

OMERF 

600  South  High  Street 
Columbus,  Ohio  43215 
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Turning  a Page 
...  with  Hart 

By  Susan  Porter 


It  was  his  second  brush  with 
death  in  months,  only  this  time 
the  circumstances  were  much  more 
dire.  The  first  incident  had  taken 
place  at  the  large  Naval  base  at 
Ft.  Pierce,  Florida,  where  he  had 
nearly  died  from  strep  throat  for 
lack  of  treatment.  And  now  he 
was  suffering  from  an  acute 
appendicitis  at  sea,  aboard  a ship 
that  was  rocking  wildly  in  a 
storm. 

For  three  tedious  hours,  Walter 
Cole,  MD,  worked  patiently  over 
the  young  Naval  officer  as  the 
waves  splashed  on  the  shipboard 
and  the  patient  was  repeatedly 
jerked  out  from  under  his  skilled 
hands.  “As  I heard  it  later,  they 
had  a real  hard  time  putting  me 
back  together,”  Hart  Page  relates 
over  40  years  later.  But  the 
operation  was  a success,  and 
today,  Page  thanks  the  surgeon 
for  more  than  his  life. 


“It  was  at  this  time  that  I first 
began  to  appreciate  the  private 
practice  of  medicine,”  says  Page, 
who  will  retire  at  the  end  of  this 
year  from  his  position  as  executive 
director  of  the  Ohio  State  Medical 
Association. 

In  his  nearly  four  decades  as  the 
medical  profession’s  strongest 
advocate  in  Ohio,  Page  looks  back 
on  this  life-and-death  situation  as 
the  first  of  many  that  made  him 
aware  of  the  importance  of  the 
one-to-one  relationship  between 
the  physician  and  the  patient.  Yet 
it  was  not  his  first  close  encounter 
with  doctors. 

Physicians  are  on  both  sides  of 
Page’s  family.  “My  great 
grandfather  Hulbert  Bartow  Shank 
was  president  of  the  Michigan 
Medical  Society  in  1860,”  he  says 
with  pride.  “Three  generations  on 
my  mother’s  side  practiced 
medicine,  and  two  of  my  dad’s 


brothers  were  physicians.” 

He  can  also  recall  the  visits  of  a 
family  doctor  as  a youth  growing 
up  in  the  small  mining  and 
farming  community  of  Dennison, 
Ohio.  As  his  younger  brother  lay 
suffering  from  diphtheria,  Page 
recalls,  “The  doctor  came  and  sat 
with  him  and  bathed  him.  That 
was  about  all  they  could  do  then. 
They  didn’t  have  the  ‘wonder 
drugs’  they  have  now.” 

But  World  War  II  changed  all 
of  that.  “War  brought  significant 
changes  to  the  practice  of 
medicine,”  Page  says.  “Important 
drugs  like  penicillin  were 
developed.  These  drugs  changed 
medicine  a lot.” 

Drugs  were  of  little  help, 
however,  to  Page  as  a young  Navy 
Lieutenant  stationed  at  Ft.  Pierce, 
where  military  doctors  had  so 
many  patients  that  a simple  case 
of  strep  throat  could  reach  critical 
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Hart  Page 
Vignettes  from 
OSMA  Members 

Hart  and  I arrived  on  the  scene 
at  about  the  same  time  — I in  the 
practice  of  medicine  and  Hart  as  a 
junior  member  of  the  OSMA 
staff.  He  has  been  a true  friend, 
both  professionally  and  personally 
since  that  time,  encouraging  me  in 
my  profession  through  the 
organization  — and  knocking  me 
back  when  I tried  to  go  too  far. 
The  lessons  learned  have  been 
valuable  in  my  personal  and 
professional  growth. 

By  the  way  — don’t  ever  share 
a rental  car  with  Hart  and  expect 
to  get  much  use  out  of  it. 

James  C.  McLarnan,  MD 
Mount  Vernon 


So  many  times  over  the  years, 
Hart’s  cool,  reasoned  response  to 
complex  problems  has  been  the 
deciding  factor  in  setting  a logical 
course  of  action  for  us.  While  the 
rest  of  us  are  involved  in  heated 
debate  over  an  issue,  Hart  will  sit 
back  and  very  politely  outline  a 
course  of  action  that  usually  wins 
the  day. 

Theodore  J.  Castele,  MD 
Cleveland 


Hart  had  just  joined  the  OSMA 
organization.  We  always  had  a 
council  meeting  at  the  Granville 
Inn  once  a year.  Following  our 
daily  meetings,  we  usually  relaxed 
at  the  poker  table. 

Hart  took  a seat  and  soon 
found  himself  in  dire  straights.  He 
said  that  he  had  never  played  with 
such  wolves  before.  Then  I told 
him  never  to  draw  two  cards  for  a 
straight.  His  game  has  improved 
immensely  since  then. 

On  a more  serious  note,  I have 
known  Hart  for  a long  time  and 
have  found  him  to  be  a 
gentleman,  confidante  and  a very 
close  friend  . . . 

Carl  A.  Lincke,  MD 
Carrollton 


stages  before  finally  being 
diagnosed. 

Fortunately  for  Page,  out  on  the 
open  sea,  the  ship’s  doctor  took 
personal  responsibility  for  the 
health  of  those  on  board.  Later 
Dr.  Cole  made  Page  his  junior 
medical  officer  on  ship,  relying  on 
him  to  administer  the  paperwork 
necessary  to  assure  prompt  and 
efficient  care  for  other  members 
on  board.  “He  knew  I was  against 
socialized  medicine,”  Page  says  of 
the  appointment  with  a smile. 

It  was  with  this  attitude  that 
Page,  upon  dismissal  from  the 
Navy,  first  appeared  at  the  doors 
of  the  Ohio  State  Medical 
Association  in  early  1946.  He  had 
earned  a degree  in  journalism 
from  the  Ohio  State  University  in 
1938  and  had  worked  four  years 
at  the  Ohio  State  Grange 
Association  before  his  38-month 
stint  in  the  Navy.  Now  he  was 
once  again  anxious  to  get  involved 
in  civilian  activity. 

“I  rode  all  night,  for  three 
nights,  on  the  train  in  order  to 
beat  the  flood  of  young  men 
coming  home  from  the  war,”  he 
recalls.  He  therefore  was  among 
the  first  to  pay  a visit  to  an  old 
marketing  professor  at  OSU, 
hoping  to  get  a lead  on  a job. 

Just  days  earlier,  Charles  S. 
Nelson  and  Scottie  Saville,  both 
executives  at  the  OSMA,  had 
spoken  with  Professor  Harold 
Maynard  at  OSU  about  a new 
position  that  was  opening  in  their 
association.  “Maynard  knew 
about  the  job  and  suggested  I look 
into  it,”  says  Page. 

Charles  Nelson,  then  executive 


secretary  at  OSMA,  recalls  that 
first  encounter  well.  “The  OSMA 
Council  had  decided  we  needed  to 
hire  a PR  man  who  could  also 
help  with  lobbying  activities,” 
Nelson  says.  “One  day  this  little 
guy  walked  in  still  wearing  his 
Navy  uniform  and  said  he  was 
interested  in  the  job.  He  was  very 
nice  and  reserved  — he  didn’t  try 
to  put  on  a lot  of  airs.  He  seemed 
like  just  the  kind  of  person  we 
wanted  on  our  staff,  so  we  hired 
him  that  day.” 

Page,  who  brought  the  total 
number  of  OSMA  staff  members 
to  seven,  came  on  in  a number  of 
capacities  — as  news  editor  of  the 
OSMA  Journal , assistant  director 
of  public  relations  and  associate 
lobbyist.  At  that  time,  OSMA 
dues  were  $7  a year  and  the 
organization  had  some  7,200 
members. 

Among  these  members’  major 
concerns  was  the  spread  of 
brucellosis,  a highly  contagious 
infection  derived  chiefly  from 
farm  animals  and  of  considerable 
danger  to  those  many  Ohioans 
living  in  farm  communities. 
Therefore,  one  of  Page’s  first 
projects  at  OSMA  was  to  develop 
a major  public  education 
campaign  to  warn  Ohio  citizens 
about  this  disease  and  how  to 
prevent  it. 

“We  worked  with  the  State 
Department  of  Health,  OSU 
Agricultural  Extension  Service,  the 
Veterinary  Association  and  the 
Bureau  of  Animal  Husbandry  on 
this,”  he  recalls.  “We  had 
physicians  speaking  on  this  subject 
all  over  the  state  — at  county 
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fairs  — at  state  health  fairs  — we 
all  worked  on  this  together.  As  a 
result,  we  were  able  to  be  very 
effective  in  the  disappearance  of 
brucellosis.  It  was  a very 
rewarding  experience,  because  we 
were  able  to  see  such  immediate 
results.” 

Today,  with  nearly  20,000 
physician  members  and  some  50 
OSMA  staff  members,  the  issues 
facing  the  membership  are  much 
more  complicated,  Page  readily 
acknowledges  and  “immediate 
results”  are  few  and  far  between. 
The  organization  has  grown  and 
expanded  its  services  into  a variety 
of  areas  — legislation, 
communications,  continuing 
education,  government  relations, 
health  education,  organizational 
services,  membership  — all,  in 
order  to  preserve  and  protect  what 
Page  still  considers  to  be  a top 
priority  — the  private  practice  of 
medicine. 

But  while  the  issues  are  more 
complex,  few  of  them  are  new  — 
or  unsurmountable  — to  Hart 
Page.  An  oversupply  of  physicians 
in  the  state;  a malpractice  crisis 
which  is  forcing  premiums  to 
record  heights;  the  growing 
involvement  of  government  and 
business  in  the  health  care  delivery 
system  — he  has  seen  them  all 
before. 

“In  the  early  days,  when  Hart 
first  came  on,  socialized  medicine 
was  just  beginning  to  show  its 
claws,”  says  Nelson.  “Hart  got  in 
on  this  from  the  very  beginning. 
Now  those  problems  have 
multiplied  many  times,  but  I think 
he  has  done  an  excellent  job.” 

May  1985 


Page,  himself,  remembers  the 
first  so-called  physician  oversupply 
in  the  state.  “It  was  in  the  early 
1930s,”  he  recalls.  “I  was  just  a 
boy  then.  And  suddenly,  out  of 
nowhere,  all  of  these  medical 
school  graduates  from  some  of  the 
best  Eastern  schools  began  setting 
up  their  practices  in  small  towns 
like  ours.” 

Likewise,  he  can  recall  time 
periods  when  physicians  were  in 
great  demand.  Among  Page’s 
many  responsibilities  as  an  early 
OSMA  staff  member  was 
physician  placement.  “We  had  had 
some  3,000  physician  members  in 
the  armed  services,”  he  explains, 
“and  that  meant  a lot  of 
communities  were  without  doctors. 
When  the  war  was  over,  it  was  my 
job  to  match  these  physicians  with 
the  communities  where  they  were 
needed.  Many  went  back  to  their 
former  practices  — but  a good 
number  went  into  residencies. 

They  figured  they  had  already  had 
a break  in  their  careers,  so  they 
might  as  well  go  into  a specialty. 
We  lost  a lot  of  primary  care 
physicians  that  way.” 

The  current  malpractice  crisis  is 
another  dilemma  that  Page  has 
faced  before  — and  survived. 
William  Wells,  MD,  a former 
OSMA  president  and  now  medical 
director  of  Physicians  Insurance 
Company  of  Ohio  (PICO)  recalls 
the  crisis  of  the  mid-1970s. 

“At  the  initial  stages  of  the  so- 
called  malpractice  crisis,  many  of 
our  doctors  suddenly  found 
themselves  with  no  insurance,”  he 
relates.  “A  number  of  commercial 
carriers  had  cancelled  their  policies 
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Hart’s  a mild-mannered  kind  of 
guy  — but  on  the  squash  court, 
he’s  a real  tiger.  I’ve  always 
appreciated  his  philosophy:  “Old 
age  and  treachery  will  always 
overcome  youth  and  vigor.”  He’s 
proven  it  time  and  time  again  at 
squash. 

Homer  Anderson , MD 
Columbus 

I still  have  fond  memories  going 
back  to  the  time  when  I served  as 
Ninth  District  Councilor  of 
OSMA.  Hart  was  assistant 
executive  director  at  that  time,  and 
I remember  how  he  never  forgot 
my  name.  Years  later,  when  I 
would  see  him  at  state  conventions, 
he  would  always  greet  me  with 
“Hi,  Dr.  Mac.”  I’m  sure  he  will 
do  the  same  when  I see  him  May 
18. 

James  P.  McAfee,  MD 
Portsmouth 

Hart  and  I first  met  in  1949 
when  he  came  to  Wooster  to  help 
our  medical  society  set  up  a health 
fair  tent  at  the  Wayne  County 
Fair.  The  project  was  a great 
success  and  is  only  one  of  the 
many  progressive  things  Hart  has 
done  for  medicine.  I have  had  the 
pleasure  of  working  with  Hart 
since  that  first  meeting  and  very 
much  appreciate  the  support  and 
cooperation  he  has  given  to  me 
throughout  his  many  years  of 
dedication  to  OSMA. 

William  Schultz,  MD 
Wooster 

Under  Hart’s  aegis,  the  Ohio 
State  Medical  Association  has 
blossomed  and  has  become  the 
premier  state  organization.  His 
dedications,  contributions  and 
leadership  have  served  as  guidance 
to  all  of  the  officers  of  the  OSMA 
and  will  continue  to  serve  as  a 
beacon  of  excellence  for  all  of  the 
executive  directors  in  the  future. 

Stewart  B.  Dunsker,  MD 
Cincinnati 
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It  is  with  humaneness,  fairness 
and  great  empathy  for  individuals 
that  Hart  has  led  the  Ohio  State 
Medical  Association  to  its  present 
respected  position. 

Stanley  Lucas,  MD 
Cincinnati 


As  we  go  through  life,  we 
accumulate  and  remember 
incidents,  experiences  and 
friendships  which  influence  our 
development  and  help  us  make  the 
most  of  our  opportunities  and 
ambitions.  We  should  always  be 
grateful  for  our  parents,  teachers, 
classmates  and  associates. 

In  my  medical  lifetime,  Hart  has 
been  one  whose  influence, 
understanding,  patience  and  advice 
have  brightened  and  smoothed  the 
way  for  me.  He  has  displayed 
ability  without  vanity,  offered 
leadership  without  arrogance  and 
made  wise  decisions  based  on 
sound  judgment  and  without 
partiality. 

John  H.  Budd,  MD 

Cleveland 


I remember  Hart  fondly  for 
many  things,  but  his  motto, 
“Don’t  get  mad  — get  even”  I 
think  characterizes  his  personal 
philosophy  and  perspective  on  life. 
Alford  C.  Diller,  MD 
Van  Wert 


I’ve  known  Hart  since  he  first 
came  to  the  OSMA  back  in  1946. 
We  came  back  from  the  war 
together  — me  to  resume  my 
medical  practice,  and  he  to  start 
his  new  job.  In  all  the  years  I’ve 
known  him,  he’s  been  a very  fine 
executive.  Throughout  all  of  the 
trying  times,  he’s  done  a good 
job. 

H.M.  Clodfelter,  MD 
Columbus 


— others  refused  to  take  on  new 
subscribers.  So  a lot  of  our 
members  were  without  coverage.” 

Then  OSMA  President  George 
Bates,  MD,  continues  the  story.  “I 
made  the  suggestion  that  we  call  a 
special  meeting  of  the  House  of 
Delegates  to  discuss  the 
professional  liability  crisis  — and  I 
suggested  this  to  Hart.  Hart  was 
very  concerned.” 

The  purpose  of  the  meeting  was 
to  discuss  the  feasibility  of  OSMA 
starting  its  own  insurance 
company.  “Hart  and  some  of  the 
rest  of  us  were  concerned  that 
OSMA  had  no  business  getting 
into  the  insurance  business,”  Dr. 
Bates  continued.  “Yet  we  had  a 
real  problem  on  our  hands  and  we 
knew  something  had  to  be  done. 
The  special  meeting  was  called, 
and  the  rest  is  history.  PICO  is 
now  one  of  the  most  successful 
physician-owned  companies  in  the 
country.” 

Both  Dr.  Wells  and  Dr.  Bates 
agree  the  company’s  success  would 
not  have  been  possible  without 
Page’s  wholehearted  efforts  and 
support.  Their  comments  are  not 
exaggerated. 

Page  recalls  that  following  the 
House  of  Delegates’  authorization 
to  form  PICO  in  mid-1976,  it  was 
necessary  for  OSMA  to  raise  some 
$3  million  in  capital  to  get  the 
company  started.  “We  hired  a 
broker  to  sell  stock  in  the 
company,”  Page  recalls.  “But  by 
December  of  1976  it  had  become 
apparent  that  $1.5  million  was  all 
we  could  raise.  We  had  been 
advised,  however,  that  in  order  to 
make  it,  we  would  need  to  get 
started  by  January  1,  1977.  So 
that  left  us  with  only  one 
alternative  — to  borrow  the 


money.” 

The  responsibility  fell  squarely 
on  Page’s  shoulders.  “I  had  a 
good  friend  who  was  the  president 
of  a local  bank,”  he  says.  “So  I 
went  to  him  and  explained  our 
problem.  Within  10  minutes,  I had 
the  money  and  we  were  in 
business.” 

Page’s  hands  shook  as  he 
deposited  the  money  into  the  new 
PICO  account.  “What  if  we  don’t 
make  it?”  he  recalls  asking 
himself.  “What  if  we  can’t  pay 
back  the  money?”  But  to  his 
surprise  and  great  relief,  the  move 
is  what  “broke  the  ice.”  “Our 
members  suddenly  realized  that  the 
company  was  for  real,  and  that  it 
was  worth  supporting,”  he  recalls. 
“The  money  started  coming  in, 
and  we  were  able  to  pay  off  the 
loan  in  weeks.” 

It  is  close  calls  like  this  one  that 
have  caused  Page  to  rely  heavily 
on  the  backing  and  integrity  of  the 
OSMA  staff  — a staff  that  has 
grown  both  in  size  and  activity 
since  Page  assumed  the  top 
position  of  OSMA  executive 
director  back  in  1965. 

Brent  Mulgrew,  who  came  to 
the  OSMA  in  1974  as  associate 
director  of  state  legislation  and 
who  now  serves  as  OSMA’s  staff 
counsel  and  associate  director,  says 
Page’s  ability  to  delegate  to  his 
staff  is  one  of  the  primary  reasons 
the  organization  has  achieved 
strong  visibility  and  strength  — 
both  statewide  and  nationwide. 

“Leadership  to  him  has  always 
been  important,”  Mulgrew  says. 
“He  has  always  expected  his 
professional  staff  to  be  ahead  of 
the  game  — to  know  more  than 
anyone  else  — and  he  has  been 
committed  to  providing  us  with 
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the  resources  necessary  to  do  that. 
If  there  was  something  new 
happening  anywhere  in  the 
country,  he  was  always  willing  to 
look  at  it  and  to  consider  it.  And 
this  always  has  kept  us  about  two 
steps  ahead  of  everyone  else.” 

Dr.  Bates  views  Page’s  long- 
standing policy  to  work  and 
associate  with  other  professional 
organizations  and  executives 
around  the  country  as  one  of  his 
chief  contributions  to  the  OSMA. 
“He  is  a man  of  ideas  and  he  has 
tremendously  wide  association 
with  others  involved  in  organized 
medicine.  There  is  a great  deal  of 
respect  out  there  for  Hart  Page,” 
Dr.  Bates  says.  “And  as  a result, 
the  OSMA  has  become  a highly 
effective  and  influential 
organization.” 

One  place  the  OSMA  has 
become  very  visible  in  recent  years 
is  the  state  legislature.  Page, 
himself,  lists  lobbying  activities 
and  legislative  involvement  on 
behalf  of  physician  members  as  a 
key  role  of  the  organization.  This 
is  one  reason  why,  in  spite  of  two 
moves  during  his  tenure  — first 
from  the  Hartman  Theater 
Building  at  79  E.  State  St.  to  the 
Huntington  Building  at  17  S.  High 
St.;  and  then,  in  1974,  to  the 
present  building  at  600  S.  High  St. 
— OSMA  headquarters  remains  in 
downtown  Columbus.  “He  always 
said  that  if  we  couldn’t  see  the 
flag  flying  over  the  Statehouse,  we 
were  too  far,”  says  Carol  Maddy, 
who  joined  Page  at  the  OSMA  in 
1958. 

Page  explains  his  staunch  stand 
on  a downtown  location:  “You 
have  to  be  there  — to  be  where 
the  action  is.  I learned  from 
spending  a lot  of  time  at  the 


statehouse  after  the  flag  went 
down,  that  you’re  not  going  to 
find  out  anything  if  you  wait  until 
someone  sends  you  a letter  or 
gives  you  a phone  call.” 

“Being  there”  is  also  important 
where  the  OSMA  membership  is 
involved.  In  his  40-year  tenure,  he 
hasn’t  missed  a single  OSMA 
Council  meeting,  nor  a meeting  of 
the  House  of  Delegates.  “He’s 
spent  numerous  evenings  and 
weekends  — he’s  put  in  hours 
long  beyond  the  normal  working 
week  — working  on  behalf  of  this 
organization,”  says  Herbert 
Gillen,  executive  director  designee 
of  OSMA. 

Many  of  those  hours  were  spent 
getting  to  know  the  membership- 
at-large.  “You  can’t  go  into  a 
city,  town  or  village  in  this  state 
that  Hart  hasn’t  visited,”  Mulgrew 
says.  “One  of  his  very  early 
interests  here  was  in  grass  roots 
involvement  — traveling  from 
place  to  place  and  meeting  all  of 
the  members.  There  isn’t  a place 
in  this  state  where  he  can’t  tell 
you  about  some  little  coffee  shop 
or  bake  shop  where  he’s  stopped 
to  take  a break.  It’s  like  the  whole 
state  is  his  home  town.” 

Getting  to  know  physician 
members  on  a one-to-one  basis  has 
added  greatly  to  Page’s  strength  as 
an  executive  director,  says  Dr. 
Wells.  “He  has  always  taken  the 
time  to  get  to  know  doctors 
personally,  as  well  as 
professionally.  And  if  any  one  of 
us  had  a question  or  problem  — 
we  always  felt  free  to  call  Hart. 

His  phone  line  was  always  open.” 

Homer  Anderson,  MD,  a 
Columbus  pediatrician  who  plays 
squash  with  Page  at  least  once  a 
week,  says,  “I  first  got  to  know 
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Hart  and  I met  at  the  medical 
school  at  the  University  of 
Cincinnati  back  in  the  1950s  to 
initiate  the  rural  health  program. 
We  repeated  several  times  with  an 
uphill  battle  to  convince  the 
average  Ohio  physician  that  this 
was  a credible  program. 

Later,  when  I became  an  OSMA 
councilor,  Hart  and  I worked 
together  to  encourage  the  OSMA 
to  initiate  a mobile  radio  network. 
Now  several  national  organizations 
use  this  regularly. 

George  Newton  Spears, 
MD 

Portsmouth 


I have  admired  Hart  for  many 
years.  He  certainly  has  given 
unselfishly  of  his  time,  his  talent 
and  his  resources  in  the  cause  of 
organized  medicine  in  this  state. 
His  leadership  in  establishing 
PICO  is  particularly  significant.  I 
also  admire  his  ability  to  remain 
cool  under  fire  — this  is  a talent  I 
have  not  yet  mastered.  But  when  I 
feel  like  exploding  at  someone,  I 
call  back  the  scene  of  the  Second 
District  meeting  years  ago  when  a 
discussion  turned  to  PICO.  . . . 

A.  Robert  Davies,  MD 
Troy 


Ohio  has  been  a better  place  to 
live  and  practice  medicine  — and 
has  enjoyed  a better  degree  of 
health  care  — because  of  Hart’s 
influence. 

S.  Baird  Pfahl,  MD 
Immediate  Past  President 
Ohio  State  Medical 
Association 
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LEADER 

Hart  was  President  of  AAMSE, 
but  he’s  been  much  more  than 
that.  He  has  always  filled  the  role 
of  pathfinder.  I remember  my  first 
trip  abroad  when  he  escorted  me 
in  strange  surroundings, 
introducing  me  to  acquaintances. 
ORATOR  AND  HISTORIAN 

The  AAMSE  President’s 
Incoming  Speech  most 
remembered  was  delivered  by 
President  Page.  We  all  learned 
more  about  the  history  of  OSMA 
than  we  would  ever  be  able  to  use. 
GENTLEMAN 

Hart  is  so  polite  and  thoughtful. 
In  addition,  all  of  his  courtesies 
are  delivered  with  a cute  little  grin 
that  goes  from  ear  to  ear.  (It’s  the 
grin  that  always  worried 
everyone.) 

SCHOLAR 

I have  to  admit  my  friend  is  one 
of  the  best  read  individuals  I 
know.  He  must  read  three  books  a 
day.  . . . 

SPORTSMAN 

A sportsman  and  athlete,  he  is 
an  inspiration  to  his  peers  by 
proving  that  one  can  perform  his 
duties  and  still  stay  in  good 
physical  condition.  He  carries  his 
racquetball  equipment  everywhere 
he  goes.  Everyone  always  says 
“Hart  has  the  best  racquet  of 
anyone/’ 

ARTICULATE 

I enjoy  listening  to  an  articulate 
person.  When  Hart  says  “Hell, 
NO!”  it  always  seems  everyone 
totally  understands  him! 


WITTY  AND  HUMOROUS 

Even  though  he  always  carries  a 
myriad  of  responsibilities  and 
many  heavy  burdens,  he  has  time 
to  laugh  and  make  others  do  the 
same.  (Here  comes  that  grin 
again.) 

LOYAL 

Hart  may  be  the  best  example 
of  loyalty.  He  is  loyal  to  the 
profession,  to  his  state  association, 
to  his  friends,  to  his  employees, 
and  to  his  family.  He  solidly 
stands  behind  “his  people.” 

It  would  be  remiss  not  to  close 
these  remarks  in  a serious  vein 
because  Hart  Page  has  given  so 
much  to  so  many  in  his  chosen 
profession  these  past  forty  years. 
He  made  his  mark  early  in  his 
career  and  continued  to  reach 
higher  plateaus.  He  is  a true 
friend  to  all  his  colleagues  and 
demonstrated  strong  leadership 
ability  without  antagonizing 
anyone. 

Hart,  we  will  miss  you  at  our 
many  gatherings  in  the  future,  but 
please  stand  by  the  telephone  to 
consult  with  your  ole  buddies  — 
we  need  it!  Enjoy  your  retirement; 
it  is  a most  deserved  one.  By  the 
way,  come  and  see  us  often.  Don’t 
forget,  now  is  the  time  to  really 
grin. 


Robert  G.  Cox 
Executive  Vice  President 
Kentucky  Medical 
Association 


Hart  when  I began  serving  on  the 
Judicial  and  Professional  Relations 
Committee  at  OSMA.  I soon 
found  out  we  had  a common 
interest  — squash.  I appreciate 
him  on  the  Judicial  committee, 
and  I appreciate  him  on  the 
squash  court.  There  are  a lot 
of  us  out  here  who  know  and 
respect  him.” 

And  earning  the  respect  of 
physicians  is  not  easy,  according 
to  Warren  W.  Smith,  MD,  Page’s 
personal  physician.  “Doctors  have 
a tendency  not  to  automatically 
listen  to  or  look  up  to  someone 
who  is  not  a doctor,”  Dr.  Smith 
explains.  “But  Hart  has  always 
been  regarded  as  a wise, 
benevolent  colleague  with  the 
doctors.  Everyone  respects  and 
likes  him  for  his  good  humor,  his 
common  sense  and  his  downright 
brainyness.” 

Those  serving  the  OSMA  as 
officers,  counselors  and  delegates 
have  particularly  appreciated  his 
counsel  and  sage  advice.  Says 
outgoing  OSMA  president  A. 
Burton  Payne,  MD,  “Hart  is 
always  full  of  information  and 
experience.  Whenever  a problem 
comes  along,  I’ve  always  been  able 
to  sit  down  and  discuss  it  with 
him,  and  he  has  given  me  two  or 
three  different  alternatives.  It  is 
this  kind  of  leadership  that  helps 
you  to  avoid  a crisis.” 

Dr.  Bates  concurs,  adding, 

“Hart  has  always  been  a kind  of 
devil’s  advocate.  Whenever  the 
enthusiasm  of  a council  meeting 
would  run  rampant,  Hart  would 
calm  us  down.  He  would 
remember  another  similar  issue 
and  how  it  was  resolved.  He 
would  temper  a discussion  with  his 
experience  by  relating  problems  of 
a similar  nature,  thereby  putting 
things  back  into  perspective.  And 
there  are  some  real  lessons  to  be 
learned  from  this.” 
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Of  all  of  Page’s  attributes  and 
contributions  to  OSMA,  it  is  this 
kind  of  tempering  knowledge  — 
or  wisdom  — that  is  most 
frequently  mentioned  by  his  many 
friends,  admirers  and  co-workers. 
“When  he  starts  to  tell  us  one  of 
his  ‘war’  stories,  sometimes  we  all 
roll  back  our  eyes  and  think,  ‘here 
he  goes  again,’  ” says  Mulgrew. 
“But  in  all  honesty,  there  is  a lot 
to  be  learned  from  those  stories. 
OSMA’s  greatest  loss  with  Hart’s 
retirement  will  be  the  loss  of  a 
living  history  resource.” 

It  is  his  many  and  varied 
experiences  over  the  past  four 
decades  that  have  given  Page  the 
wisdom  needed  to  lead  the  OSMA 
with  the  stability  and  consistency 
it  has  required  to  grow  into  the 
stronghold  that  it  is  today. 
Physicians  consider  him  a personal 
friend  as  well  as  a professional 
colleague  and  adviser;  and  long- 
time staff  members  look  up  to 
him  as  a kind-of  father  figure,  as 
well  as  mentor. 

“He’s  been  a good  friend  and  a 
good  boss,”  says  Gillen.  “He  has 
fought  for  and  promoted 
educational  opportunities  for  staff 
to  improve  our  knowledge  and 
skills  — in  order  to  help  make  us 
more  effective  in  our  jobs  and 
more  valuable  to  the 
membership.” 

Gail  Dodson,  who  joined 
OSMA  25  years  ago  and  currently 
serves  as  the  head  of  the 
department  of  continuing  medical 
education  and  meeting 
management,  adds  further  insight. 
“Hart  came  up  through  the 
ranks,”  she  explains.  “He’s 
worked  practically  every  job  here 
— from  selling  exhibit  space  at  the 
annual  meeting  to  picking  up  the 
Egg  McMuffins.  So  he’s  always 
understood  and  appreciated  what 
goes  on  here.” 

Says  Mulgrew,  “In  his  role  as 


mentor,  he  really  hit  his  forte.  I 
never  felt  in  all  the  years  I worked 
here  that  he  was  looking  over  my 
shoulder;  and  yet  I always  knew 
he  was  expecting  me  to  give  100% 
of  myself.  He  viewed  this 
organization  as  a family  in  the 
patriarchial  sense  — but  more  as  a 
mentor  than  a father.  If  we 
suffered  in  any  way,  he  suffered 
— unless  he  could  fix  it.” 

Page’s  wisdom,  however,  is  not 
limited  to  his  own  experiences.  A 
long-time  history  buff,  he  has 
always  appreciated  and  learned 
from  the  experiences  of  others. 

“Wisdom  has  to  be  acquired  by 
experience,”  Page  says.  “But  it 
also  can  be  taught  by  someone 
who  is  wise.  Such  a man  was  Dr. 
Herbert  Morris  Platter  — who  was 
my  mentor.” 

Dr.  Platter  was  77  years  old 
when  Page,  who  had  just  joined 
OSMA,  was  instructed  by  his 
boss,  Charles  Nelson,  “to  spend  at 
least  two  hours  a week  with  Dr. 
Platter,”  says  Page.  “Dr.  Platter 
had  served  on  the  medical  board 
since  1916  — and  he  was  a past 
OSMA  president.  He  is  the  father 
of  licensing  and  regulation  in 
Ohio.  And  he  was  a very  wise 
man.  I could  not  fail  with  that 
kind  of  tutoring.” 

But  experience  and  wisdom  are 
not  enough  to  survive  40  years  of 
association  management,  according 
to  Page,  a long-time  member  and 
leader  in  organizations  including 
the  American  Association  of 
Medical  Society  Executives  and  the 
American  Society  of  Association 
Executives. 

“You  have  to  have  a good 
concept  of  history  and  realize  that 
things  cycle,”  he  says.  “But  you 
also  have  to  be  optimistic  and  to 
reflect  that  optimism.” 

Among  his  other  management 
philosophies: 

“Keep  your  integrity  intact  at 
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When  I first  joined  the 
Pennsylvania  Medical  Society,  I 
remember  my  early  meeting  with 
the  big  three  in  Ohio  — Chuck 
Nelson,  Scottie  Saville  and  Hart 
Page.  They  were  already  famous 
throughout  the  country  in  medical 
association  management. 

I have  considered  Hart  a close 
personal  friend  as  well  as  a 
business  associate,  and  many  times 
I have  had  the  opportunity  to 
exchange  views  with  him  regarding 
association  management.  I always 
found  his  input  most  valuable. 

The  contributions  Hart  has 
made  to  the  Ohio  State  Medical 
Association  will  be  indelibly  etched 
in  the  annals  of  organized 
medicine. 

John  F.  Rineman 
Executive  Vice  President 
Pennsylvania  Medical 
Society 


For  most,  it  would  be  a fine 
achievement  to  have  labored  and 
loved  but  one  profession;  for 
Hart,  the  dual  accomplishment 
deserves  the  Nobel  prize  for  high 
tech,  high  touch  and  high 
thinking. 

Earl  R.  Thayer 

Secretary 

The  State  Medical  Society 
of  Wisconsin 


Our  hearty  commendations  are 
extended  to  Hart  for  40  years  of 
distinguished  service  to  the  Ohio 
State  Medical  Association,  to 
physicians  and  the  medical 
profession,  and  to  medical 
association  management.  He  takes 
with  him  an  outstanding  record  of 
service. 

C.  Lincoln  Williston,  CAE 
Executive  Director 
Texas  Medical  Association 
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Hart  Page  Vignettes 
from  other  state  executives 


In  nearly  23  years  in  the 
business,  I have  always  been  able 
to  seek  Hart  Page’s  counsel.  And 
he  has  never  given  me  bad  advice. 

I consider  him  the  dean  of  all 
medical  society  executives  in  the 
country. 

Robert  Eisner 
Executive  Vice  President 
California  Medical 
Association 

It  will  be  difficult  to  think 
about  medical  association 
management  without  Hart  being 
very  close  by  and  very  close  to  us 
all. 

Bruce  E.  Robinson 
Executive  Vice  President 
The  Arizona  Medical 
Association,  Inc. 

Hart  has  always  appeared  to  be 
a serious-minded  individual,  and 
the  performance  of  the  Ohio  State 
Medical  Association  under  his 
directorship  attests  to  his  superb 
skills  as  an  administrator  and 
clever  financial  manager. 

There  is  a hidden  side  to  Hart 
in  which  resides  a certain 
cleverness  that  may  not  be 
apparent  to  many  individuals,  and 
his  cleverness  manifests  itself  in 
his  ability  to  devise  means  by 
which  he  can  kiss  pretty  girls  each 
time  he  sees  them. 

To  illustrate  the  point  I have 
made,  Hart  early  on  learned  that 
my  wife  comes  from  a little  town 
in  Ohio  — Urichsville.  It  is  a well- 
known  fact  that  Hart  comes  from 
the  “twin  city”  — Dennison. 

Once  this  fact  was  established, 
Hart  contrived  to  produce  some 
long  lost  relative  that  made  him  a 
long  lost  cousin  of  my  wife,  which 
of  course  permitted  him  the  right 
to  kiss  her  each  time  he  has 
greeted  her  through  the  years. 

Clever  fellow,  this  Page. 

Lowell  H.  Steen, 

MD,  FACP 

Retired,  Board  of  Trustees 
Indiana  State  Medical 
Association 


“You’re  Just  Too  Marvelous” 

(music  contributed  by  John  Budd,  MD) 


all  costs.  Ohio  was  the  first  state 
in  the  country  to  have  a full-time, 
non-medical  executive.  Those  who 
preceded  me  set  the  pace.  And 
those  who  follow  will  have  to 
maintain  it. 

“Be  closed  mouthed  and  respect 
confidences.  Be  sensitive  to 
people’s  needs  - and  be  a good 
listener. 

“A  good  administrator  has  to 
be  a teacher,  but  not  a tyrant. 

You  have  to  encourage  people  to 
question  your  ideas  — and  don’t 
try  to  fight  theirs. 

“Hire  the  best  people  — and 
don’t  fence  them  in.  Share  the 
credits  and  share  the  perks. 
Encourage  personal  growth.  Don’t 
be  afraid  to  send  your  best  people 
out  to  represent  you.  This  can 
only  improve  their  value  to  the 
association.  Yes  — you  risk  losing 
them  to  someone  else.  But  they 
won’t  stay  with  you  to  begin  with 
if  they’re  not  happy.” 

And  perhaps  his  greatest  piece 
of  advice:  “Don’t  be  afraid  of 
change.  Use  it  as  an  opportunity. 
Too  many  people  fear  change  too 
much.” 

Because  the  climate  of  medicine 
has  changed  so  much  over  the  past 
several  decades,  Page  frequently 
hears  OSMA  members  comment, 

“I  wouldn’t  want  a son  or 
daughter  of  mine  to  go  into 
medicine.”  And  of  all  the 
expressions  of  discontent  he  has 
heard  over  the  years,  this  one 
bothers  him  the  most. 

“Medicine  is  the  fastest 
improving  science  there  is,”  he 
says.  “Biotechnology  is  doubling 
every  three  years,  we  are  told. 

Why  shouldn’t  our  sons  and 
daughters  be  a part  of  these 
exciting  developments?” 

The  practice  of  medicine  is 
changing,  he  concedes.  “And  it’s 
possible  that  physicians’  living 
standards  may  decrease  as  a result. 
But  it’s  the  pride  that  goes  with 
practicing  good  medicine  that  is 
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most  important.  Not  even 
government  can  take  away  that 
one-to-one  relationship  between 
the  doctor  and  the  patient.  And 
this  is  where  medicine  will  always 
be  worthwhile  and  exciting.” 

The  challenge  of  the  next 
decade,  Page  believes,  will  be 
“working  with  patients  to  make 
sure  that  government  regulations 
and  restrictions  do  not  affect  the 
quality  of  care  of  the  providers.” 

In  this  cause,  Page  says, 
“Physicians  have  an  opportunity 
to  be  on  the  side  of  the  angels. 

This  is  where  organized  medicine 
can  make  its  greatest  strides.  It 
will  be  difficult,  but  none-the-less 
exciting.”  OSMA 

Susan  Porter  is  the  Associate  Editor 

of  the  Ohio  State  Medical  Journal. 

A Tribute 

I choose  to  speak  of  Hart  Page, 

the  Man. 

This  is  a Man  who  has  cast  a huge 
imprint  of  worthwhile  deeds 
during  his  lifetime. 

This  is  a Man  who  is 
tremendously  respected  by  all 
who  worked  with  and  for  him. 
This  is  a Man  who  is  a catalyst, 
who  nudged  gently  but  firmly  at 
just  the  right  time. 

This  is  a Man  who  courted 
cooperation  and  understanding 
amongst  all  of  us. 

This  is  a Man  who  is  an 
understanding  listener  and 
counselor. 

This  is  a Man  of  integrity,  whose 
word  is  his  bond. 

And  finally,  this  is  a Man  of  love 
and  peace,  love  of  family, 
colleagues  and  friends. 

Hart  Page  is  a gentleman  and  a 
gentle  man  in  every  sense  of  the 
word.  What  finer  tribute  can 
any  of  us  hope  to  attain? 

William  D.  Nelligan,  CAE 
Executive  Vice  President 
American  College  of 
Cardiology 


Hart  Page  Vignettes 
from  the  AMA 


Hart  came  to  the  OSMA  the 
year  I joined  the  AMA  . . . The 
ranks  of  medical  society  executives 
were  rather  small  at  that  time.  I 
can  remember  all  of  the  executives 
gathered  together  in  one  room  at 
AMA  headquarters,  in  search  of 
new  ideas  to  help  us  solve 
medicine’s  PR  problems.  These 
meetings  finally  resulted  in  the 
formation  of  the  American 
Medical  Society  of  Association 
Executives.  The  most  satisfying 
result  was  the  opportunity  to  get 
to  know  the  other  executives.  The 
esprit  de  corps  that  developed  over 
the  years  from  such  gatherings  has 
paid  off. 

Leo  E.  Brown 
Former  Director 
Communications 
The  American  Medical 
Association 


We  at  AMA  know  Hart  as  an 
effective  staff  leader  in  medicine; 
one  with  a distinguished  career 
that  can  be  displayed  as  a model 
for  others  to  emulate.  Of  course, 
all  great  careers  are  punctuated 
with  some  “character  building” 
failures;  Hart’s  is  no  exception. 

I recall  that  in  an  effort  to 
effect  travel  savings  for  the  Ohio 
delegation  to  the  AMA  Leadership 
Conference  once,  Hart  hired  a bus 
to  drive  the  delegation  to  Chicago 
from  Columbus  for  this  mid- 
winter conference.  As  I recall,  the 
bus  had  no  heat  and  broke  down 
en  route,  leaving  the  delegation 
stranded  on  a frozen  highway.  I’ll 
always  remember  the  expression 
on  their  faces  as  they  arrived  in 
Chicago. 

On  a serious  note,  Hart  Page  is 
a giant  among  medical  society 
executives  and  will  be  very  much 
missed  from  our  active  ranks. 

Whalen  M.  Strobhar 

Deputy  Executive  Vice 
President 

The  American  Medical 
Association 


I first  met  Hart  at  an  AMA 
meeting  in  the  early  sixties  while  I 
was  serving  as  an  AMA  field 
representative  to  six  states  in  the 
southwest.  Immediately  I was 
impressed  with  his  self-sacrificing 
devotion  to  the  medical 
profession,  generally,  and  to  the 
Ohio  State  Medical  Association 
specifically. 

Luckily  for  me,  in  1964  I was 
transferred  to  four  states  in  the 
midwest  which  included  Ohio, 
where  I began  to  respect  Hart’s 
administrative  ability,  his  ability  to 
represent  the  profession  in 
complicated  issues,  and,  of  course, 
his  political  acumen.  My  respect 
and  admiration  for  Hart  have 
grown  through  the  years  . . . 

Harry  R.  Hinton 
Director,  Division  of 
Professional  Relations 
The  American  Medical 
Association 


...  and  a 
vignette 
from  the 
commu- 
nity 

I have  known  Hart  most  of  the 
28  years  that  I have  been  with  the 
Ohio  Chamber  of  Commerce  and 
he  is  one  of  my  all-time  favorites 
in  the  business.  We  worked  the 
halls  of  the  legislature  together 
many  years  ago,  and  more  than 
once  in  the  wee  hours  of  the 
morning,  battered  and  beaten,  we 
saved  association  dollars  by 
sharing  a cab  ride  to  the  North 
end  together.  It  provided  us  both 
an  opportunity  to  vent  our 
frustrations  with  the  legislature. 
William  T.  Blair 
President 
Ohio  Chamber  of 
Commerce 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

rank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

rank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-P ornery  Agency 
105  West  Fourth  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 

S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

S tolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 


Contents 

High-Tech  Medicine.  The  Front- 
line News . ; 329 

An  Overview  of  Computers  in 
Medical  Care  , . ........ .33i 

High-Tech  Roundup 343 


'/OWi'HWK'.v.'.' w*. 

pl 

MV.V 

Ill 


mmmjs 


_ 


IS 


Over  17  years  and  untold 
manhours.  That’s  what  CyCare  has 
invested  in  the  study  of  health  care. 
We've  long  since  earned  our 
diploma.  While  many  aspiring  com- 
petitors failed  to  make  the  grade. 

We  chose  one  specialty.  The 
delivery  of  health  care  is  a specializ- 
ed business.  Your  data  processing 
company  should  understand  it 
thoroughly.  That’s  tough  to  do  if 
they're  also  marketing  to  banks,  fac- 
tories and  the  like. 

From  the  beginning,  CyCare 
decided  to  commit  only  to  the 
medical  industry.  Our  staff  of  over 
600  has  been  living  and  breathing  it 
ever  since. 

Experience  only  CyCare  can 
claim.  CyCare  has  studied  with 
thousands  of  physicians,  ad- 
ministrators, and  nurses.  We’ve 
worked  with  nearly  850  clients  of  all 
specialties  and  size.  In  17  years, 
we’ve  treated  data  processing 
challenges  of  every  kind. 

You  know  experience  is  the  best 
teacher.  So  choose  a company  that’s 
been  around  long  enough  to  learn. 

Our  knowledge  benefits  you.  Our 
experience  taught  us  that  each  client 
is  different.  We  designed  systems 
that  easily  accomodate  any  type  of 
case.  We  learned  you  didn’t  want 
useless  “bells  and  whistles’’,  so  we 
developed  practical  software  that 
enhances  the  delivery  of  patient 
care.  We  discovered  the  fear  of 
system  obsolescence.  So  we  created 
modular  systems  that  can  be  expand- 
ed at  any  time. 


Learning  never  stops.  Like  you, 
we  never  stop  learning.  We  invest 
more  in  research  each  year  than 
most  of  our  competitors  gross  in 
sales.  We  listen  to  your  ideas,  look 
for  new  ways  to  improve  your  prac- 
tice, and  stay  abreast  of  industry 
needs.  It’s  the  only  way  to  take  the 
lead. 

Compare  our  credentials.  Ex- 
amine CyCare  thoroughly.  Demand 
as  much  from  us  as  you  demand 
from  yourself.  Look  at  our  ex- 
perience, our  financial  stability.  Ex- 
amine our  products  and  talk  to  our 
clients.  Find  out  why  CyCare  is  the 
leading  supplier  to  medical  group 
practices,  HMOs  and  ambulatory 
care  facilities  nationwide. 

Put  us  to  the  test.  We’re  prepared. 


Ask  about  Cy Care’s  Cl 00 
APPOINTMENT  SCHEDULING.  The 
physician  time  management  system 
for  small  and  medium  size  practices. 

□ Rush  free  details  to  me  about 
CyCare. 

□ Have  a representative  contact  me. 
My  business  card/letterhead  is 
attached. 

No.  of  Phys 

Mail  to:  CyCare,  520  Dubuque 
Building  Dubuque,  Iowa  52001 
319/556-3131 


Sales  and  Service  Offices: 

Atlanta,  GA;  Cherry  Hill,  NJ;  Chicago,  IL;  Dallas, 
TX;  Denver,  CO;  Miami,  FL;  Minneapolis,  MN; 
New  York,  NY;  Portland,  OR;  San  Diego,  CA; 
Spokane,  WA;  Canada:  Toronto,  Ont. 

Authorized  G2SS3  National  ISO 


High-Tech  Medicine 

High-Tech  Medicine 

The  Frontline  News 


By  Karen  S.  Edwards 


Introduction 

To  title  this  article  “news”  is  a 
misnomer.  Technological 
advancements  continue  to  hit  the 
medical  marketplace  as  quickly  as 
alternative  delivery  systems  — and 
it’s  difficult,  at  best,  to  stay 
current  with  the  newest 
developments,  the  latest  trends. 
Engineers  and  manufacturers  from 
all  over  the  country  have  already 
vastly  improved  the  doctor’s 
arsenal  for  fighting  disease,  and 
improving  not  only  the  quality  of 
life,  but  the  length  of  years  that 
life  can  be  lived. 

The  fact  that  the  modern 
physician  can  now  pull  from  his 
or  her  black  bag  such  technical 
wonders  as  argon  lasers,  nuclear 
medical  resonance  machines,  and 
PETT  scanners  means  that  a 
number  of  new  possibilities  in  the 
art  of  healing  have  been  made 
available. 


Diseased  hearts  and  shattered 
joints  are  now  replaced  with  man- 
made facsimiles,  and  thanks  to 
other  technical  advancements, 
paraplegics  have  taken  steps,  and 
the  deaf  have  been  able  to  hear 
again. 

Perhaps  it  is  not  surprising  that 
more  and  more  engineers  are 
becoming  as  involved  in  medicine 
as  physicians. 

At  one  recent  seminar  held  in 
Columbus,  nearly  600  physicians, 
engineers  and  scientists  met  to 
discuss  the  subject  of 
“bioengineering”  — a new 
buzzword  that  refers  to  the 
application  of  engineering  and 
computer  technology  to  medicine 
— and  to  determine  what  is 
needed  in  medicine  to  offer  better 
treatment  for  patients. 

“Physicians  know  what  they 
need,  but  they  don’t  always  know 


what  they  can  get,”  says  Richard 
M.  Campbell,  an  associate 
professor  of  electrical  engineering 
at  Ohio  State  University.  Campbell 
was  quoted  in  a Columbus 
Dispatch  article  which  appeared 
during  the  conference.  “Engineers 
know  what  they  can  do,  but  not 
what  physicians  need.” 

Ironically,  when  the  two 
factions  meet,  they  discover  that 
their  jobs  have  a number  of 
similarities. 

“You  have  the  same  equations 
for  doing  things  in  medicine  as 
you  do  in  transistors.  The  body  is 
a chemical  machine,”  Campbell 
remarks. 

But  treating  the  body  as  if  it 
were  just  that  — a chemical 
machine  — brings  up  the  one 
disadvantage  that  technology  has 
wrought  — the  ethical  and  often 
moral  dilemmas  that  face 
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HIGH-TECH  TALENT: 

Can  you  find  it  in  Ohio? 


Someone,  somewhere  is 
responsible  for  all  those 
technological  advances  that  are 
occurring  in  medicine  almost 
everyday.  Someone,  somewhere  is 
burning  the  midnight  oil, 
nurturing  an  idea  until  it  develops 
into  a tool,  a technique  — 
something  that  improves  or 
extends  the  quality  of  life.  But  is 
that  someone  likely  to  be 
nurturing  an  idea  here  in  Ohio? 

Probably  not,  writes  James  C. 
Garland,  a professor  of  physics  at 
Ohio  State  University,  in  an  article 
for  the  Columbus  Disptach. 

“For  some  reason,  the  high-tech 
revolution  seems  to  have  passed 
Ohio  by,”  he  writes,  and  he 
proceeds  to  back  up  his  claim  with 
a quote  from  Carl  Rench,  who 
recently  decided  to  take  his 
Dayton-based  NCR  Corporation 
to  Colorado  to  build  its  new  semi- 
conductor facilities. 

“Ohio  is  not  thought  of  as  a 
reservoir  of  technical  and  scientific 
talent,”  says  Rench,  “nor  as  a 
technological  resource.  Ohio  is 
seldom  mentioned  in  trade, 
scientific  or  engineering  journals 
as  a technical  state.  During  the 
past  decade,  the  perception,  in  my 
opinion,  is  that  the  State  of  Ohio 


has  not  improved  its  position  and 
has  probably  lost  ground.” 

This  is  disheartening  news  — 
especially  when,  as  Garland  points 
out,  Ohio  has  far  more  resources 
for  technological  development 
than  many  other  states.  Our  tax 
structure,  zoning  laws,  labor 
unions  and  business  climate  may 
all  be  able  to  stand  some 
improvement,  he  claims,  but  they 
alone  are  not  the  major  problems. 

So  what  is? 

“The  people,”  he  contends. 

“To  be  precise,  the  lack  of  first- 
rate  scientific  and  technical 
talent.” 

He  makes  it  clear  that  Ohio  has 
no  shortage  of  good  scientists  and 
engineers. 

“On  the  contrary,  I believe  we 
have  thousands  of  them  — well- 
trained,  highly-skilled  and 
dedicated.  They  are  to  be  found  in 
our  great  industrial  base,  and  in 
our  colleges  and  universities. 

“Instead,  I am  claiming  that  we 
do  not  have  the  best  scientists  and 
engineers.  In  Ohio,  the  base  of  the 
pyramid  is  intact,  but  the  top  is 
missing.  We  are  a state  whose 
high-tech  population  consists  of 
too  many  Salieris  and  too  few 
Mozarts.” 

continued  on  page  361 


physicians  when  they  know  they 
can  prolong  life  — but  should 
they?  And  at  what  costs? 

Those  are  matters  still  being 
wrestled  with  in  many  camps,  and 
it’s  doubtful  that  any  straight, 
“pat’  answers  will  ever  be 
forthcoming.  In  fact,  the  questions 
are  bound  to  become  more 
difficult  and  complex  as 
technology  advances. 

This  article  is  not  an  attempt  to 
delve  deeply  into  the  subject  of 
high  technology,  nor  with  the 
issues  which  surround  it.  It  does 
not  pretend  to  be  all-inclusive.  Its 
purpose  is  simply  to  update  you 
on  recent  technological 
developments,  applications  and 
products.  But  take  the  word 
“new”  lightly.  By  the  time  you 
finish  reading  this,  what’s  new 
may  already  be  outdated. 

The  newest  tools 

Advancements  in  diagnostic  and 
therapeutic  technology  are 
occurring  with  increasing 
regularity.  No  sooner  is  the  CT 
scanner  invented,  for  example, 
than  someone  comes  up  with  a 
nuclear  medicine  resonance 
chamber  and  now,  the  ultimate 
diagnostic  tool  — position 
tomography,  better  known  as  the 
PETT  scan. 

Listed  here  are  some  of  the 
newest  technological  advancements 
— all  of  which  are  being  used  by 
Ohio  physicians. 

Patient-controlled 
analgesic  machine  (PCA) 

Relief  from  pain  has  now  been 
placed  at  the  patient’s  fingertips, 
thanks  to  a new  computer- 
controlled  intravenous  device 
which  dispenses  pain  medication,  a 
little  at  a time,  with  the  push  of  a 
button. 
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The  patient-controlled  analgesic 
machine  (PCA)  began  to  surface 
in  Ohio  hospitals  at  the  beginning 
of  this  year,  and  prior  to  that,  use 
of  the  machines  was  being 
pioneered  at  the  University  of 
Kentucky  in  Lexington. 

The  PCA  process  is  relatively 
simple.  The  physician  orders  a 
specific  dosage  of  a narcotic  pain 
medication  that  can  be 
administered  anytime  during  that 
period.  The  patient  merely  pushes 
a button  on  the  machine,  and  the 
correct  dosage  is  immediately 
dispensed  into  the  IV. 

The  machines  have  been  made 
tamper-proof,  and  will  not 
administer  more  than  the  ordered 
dose  — usually  one-fourth  to  one- 
third  a regular  dose.  One  of  the 
system’s  advantages,  say  its 
proponents,  is  that  the  small, 
constant  doses  are  better  for  the 
patient  than  one,  larger  injected 
dose,  which  is  usually  administered 
every  so  many  minutes.  Patients 
are  less  like  to  get  drowsy,  they 
say. 

Another  advantage  of  the  small, 
repeated  doses  is  that  they  can 
provide  a constant  “peak”  of  the 
drug  in  the  bloodstream,  through 
the  IV  set-up.  In  other  words,  the 
patient  feels  the  effect  of  the  drug 
immediately.  On  the  other  hand, 
there  are  few  ways  of  knowing 
when  the  analgesic  effect  of  a 
drug  peaks  in  the  bloodstream 
after  an  intramuscular  injection, 
but  most  guess  about  15  minutes. 

The  PCA  does  monitor  the 
number  of  times  a button  is 
pushed  a day,  and  will  provide 
computerized  records  so  a 
physician  can  determine  whether 
or  not  an  increase  in  dosage  is 
warranted. 

By  involving  the  patient  in  the 
treatment  process,  PCA 
proponents  feel  that  those  using 


the  machine  are  motivated  to  get 
better  on  their  own.  Whether  or 
not  there  is  any  merit  to  that,  it  is 
generally  believed  that  because 
medications  are  not  given  in  as 
large  a dose,  patients  are  generally 
less  drowsy  and  therefore  able  to 
eat  and  move  about  sooner  — 
thereby  hastening  their  recovery. 

The  PCAs  appear  suitable  for 
certain  operations:  major 
abdominal  surgeries,  for  example 
and  painful  operations  after  which 
the  patients  are  unable,  or  too 
nauseated  to  consume  food  or  oral 
medication.  The  PCAs  are 
unsuitable  for  minor  operations, 
however. 

Thermogram 

The  thermogram  is  not  exactly 
new.  Charles  E.  Wexler,  MD,  a 
radiologist  practicing  in  Encino, 
California  helped  to  develop  the 
device  20  years  ago  for  use  in 
the  U.S.  (It  had  been  used  in 
Europe  10  years  prior  to  that). 

While  the  device  is  a familiar 
tool  on  the  East  and  West  coasts, 
it  is  only  now  beginning  to  make 
appearances  in  the  Midwest  — and 
not  always  in  physicians’  offices. 

Because  of  its  heat-sensitive 
nature,  the  thermogram  is  often 
used  by  industrialists  to  show 
where  heat  may  be  escaping  from 
a building,  and  by  military 
specialists  for  surveillance  tactics. 

In  the  physician’s  office, 
however,  the  thermogram  is  used 
to  show  where  abnormal 
conditions  or  diseases  exist  in  the 
body  by  keeping  a color-coded 
record  of  heat  being  emitted  by 
the  body,  or  by  various  body 
regions.  It  literally  pinpoints  the 
origin  of  the  patient’s  pain. 

It  is  largely  because  of  these 
properties  that  the  thermogram  is 
showing  up  in  more  and  more 
courtrooms  — serving  as  a kind  of 


“lie  detector”  in  cases  of  alleged 
soft-tissue  injury.  Because  it  is 
often  so  difficult  to  prove  that 
whiplash  and  other  injuries  of  this 
nature  have  taken  place,  and 
because  “proof”  in  such  cases  is 
largely  based  on  the  subjective 
view  of  a physician,  it  hardly 
seems  surprising  that  courtrooms 
in  Columbus,  Cleveland  and 
Toledo  are  now  accepting  the 
more  tangible,  objective  proof 
offered  by  the  thermogram. 


Video  endoscope 

The  video  endoscope  made  its 
debut  in  the  Ohio  marketplace  two 
years  ago,  and  takes  endoscopy  — 
itself  a relatively  new  advancement 
in  medicine  — one  step  further. 
The  video  endoscope  actually 
transmits  the  images,  available 
through  regular  endoscope 
measures,  to  closed-circuit 
television. 

Not  only  are  the  pictures  of  the 
patient’s  internal  terrain  claimed 
to  be  better  and  clearer,  but  it 
allows  other  physicians  to  view  the 
exam  so  that  second  opinions  or 
consultations  can  be  obtained 
without  causing  the  patient  to  go 
through  a second  exam.  In  fact, 
the  examinations  can  be  taped  for 
replay  at  another  time. 

Patient  acceptance  is  also 
reputed  to  be  fairly  good,  as  those 
undergoing  the  video  exam  are 
able  to  watch  the  procedure 
themselves,  and  are  generally  able 
to  relax  more  than  those 
undergoing  a traditional  endoscope 
exam.  Complication  rate  is  less 
than  1%. 

Although  the  video  endoscope  is 
currently  being  used  for  colon  and 
upper  gastrointestinal  exams,  in 
the  future,  it  may  be  used  to 
examine  the  inside  of  joints  and 
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the  air  passages  of  the  lungs. 

Also  on  the  positive  side  is  the 
fact  that  the  video  endoscope  costs 
less  than  the  traditional  fiberoptic 
endoscope. 

Heat  stethoscope 

Still  in  the  development  stages 
and  therefore  not  yet  in  Ohio,  the 
heat  stethoscope  operates  from  the 
natural  microwaves  emitted  by  the 
body,  and  is  currently  being  tested 
in  a number  of  diagnostic 
applications  in  place  of  such 
techniques  as  isotope  traces. 

One  of  these  applications  is  in 
the  diagnosis  and  treatment  of 
rheumatism.  The  stethoscope  can 
build  an  actual  picture  of  the 
joint,  showing  areas  affected  by 
the  disease  and  can  monitor,  on  a 
continuous  basis,  the  effects  of 
drug  treatment. 

It  is  also  proving  useful  in 
diagnosing  stomach  complaints  by 
identifying  inflammation,  and  in 
dealing  with  the  very  young  or  the 
elderly  patient  — both  of  whom 
often  cannot  accurately  describe 
symptoms. 

One  of  the  advantages  of  the 
heat  stethoscope  is  that  it  is  a 
totally  non-invasive  diagnostic 
tool,  and  can  therefore  be  used  in 
tests  where  radioactive  materials 
can  be  dangerous. 

Fluorescence  Activated 
Cell  Sorter  (FACS) 

The  high-tech  version  of  the 
microscope  reached  Ohio  late  last 
year  as  the  University  of 
Cincinnati  Medical  Center  installed 
a Fluorescence  Activated  Cell 
Sorter,  one  of  only  a handful 
scattered  around  the  world. 

The  FACS  was  purchased 
through  a federal  research  grant, 
and  is  for  use  by  researchers  in 
the  Tristate  area. 


The  instrument  identifies 
individual  cells  (it  counts 
approximately  8,000  a second)  and 
measures  four  different  functions, 
through  a combination  of  systems 
such  as  lasers,  computers  and  fluid 
controls. 

For  example,  the  FACS  tosses 
cells  into  a salt  solution,  then 
exposes  them  to  two  electronically- 
charged  plates.  Each  cell  is 
deflected  depending  on  the  charge 
placed  on  it,  thereby  facilitating 
identification  of  the  cell.  In  fact, 
even  T-lymphocytes  and  b- 
lymphocytes  can  be  differentiated 
— something  which  has  been 
impossible,  to  date,  even  under  a 
light  microscope. 

With  such  possibilities  now 
before  them,  researchers  are 
hoping  that  individual  cell-study 
will  enable  them  to  develop 
techniques  which  will  improve  the 
response  of  cells  to  be  more 
effective  in  fighting  disease. 
Certainly  some  of  the  guesswork 
can  be  taken  out  of  treatment, 
researchers  say,  especially 
regarding  the  mechanics  of 
immunization. 

Fields  which  stand  the  most  to 
gain  from  the  FACS,  and 
subsequent  research  are: 
immunology,  infectious  diseases, 
oncology  and  genetics.  It  is 
possible  that  even  the  mysteries 
surrounding  leprosy  may 
ultimately  be  revealed  by  this 
latest  technological  development. 


The  Hershey  Heart 

The  Hershey  Heart  — aka  the 
Penn  State  heart  — is  the  newest 
development  in  an  area  already 
rich  with  technological 
achievements. 

Early  this  year,  William  S. 
Pierce,  MD,  became  the  second 
physician  in  the  U.S.  to  receive 
FDA  approval  for  an  artificial 


heart  which  he,  and  others  at  the 
Hershey  Medical  Center  in 
Hershey,  Pennsylvania  developed 
as  a means  to  keep  patients  alive 
until  a donor  heart  can  be 
obtained. 

The  device  is  air-driven,  and  is 
similar  to  the  permanent 
mechanical  pump,  developed  by 
Robert  Jarvik,  MD,  and  implanted 
in  Barney  Clark,  William 
Schroeder  and  Murray  Hayden. 
However,  the  Hershey  Heart  is  not 
intended  to  be  a permanent,  or 
long-term  device,  as  the  developers 
do  not  see  it  as  a long-term 
answer  to  patients’  medical 
problems.  Instead,  it  will  only  be 
used  when  all  other  attempts  to 
keep  a would-be  transplant 
recipient  alive  have  failed. 

The  hospital  is  currently  in  the 
process  of  researching  the  use  of 
an  electric  heart  that  would  not 
need  heavy  external  equipment  to 
run  it.  However,  development  on 
this  project  is  still  several  years 
away,  officials  say. 

Man  and  machine: 
Computer  medicine 

A more  extensive  look  at 
computers  and  how  they  apply  to 
medicine  is  featured  elsewhere  in 
this  issue,  but  following  is  a peek 
at  the  way  machines  are  being 
used  here  in  Ohio  to  help  health- 
care professionals  get  the  job 
done. 

Computers  and  the  heart 

Heart  patients  in  intensive  care 
at  Mt.  Carmel  East  Hospital  in 
Columbus  are  now  being 
monitored  by  tiny,  pocket-sized 
computers  which,  in  less  than  a 
minute,  can  report  a patient’s 
status  for  as  many  as  12  different 
heart  functions.  If  a patient  goes 
into  shock,  for  example,  the 
computer  can  tell  the  physician 
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what  kind  of  shock  it  is.  Results 
are  printed  on  a one-inch  wide 
paper  roll  that  can  be  attached  to 
the  patient’s  chart.  That  way, 
trends  in  the  patient’s  recovery  can 
be  followed. 

The  mini-computer  is  also  being 


used  to  calculate  correct  drug 
dosages  for  heart  patients. 
Attempting  to  come  up  with  the 
correct  calculation  of  micrograms 
in  kilograms  per  minute  is  difficult 
at  best  in  an  emergency  or 
pressure  situation.  The  computer 


New  applications  for 
high  technology 


• Medical  students  about  to  take 
the  last  part  of  their  three-part 
National  Board  of  Medical 
Examiners  Certification  Test  can 
plan  on  throwing  away  their  No.  2 
pencils  within  the  next  few  years. 

The  National  Board  is  planning 
to  replace  the  traditional  written 
test  with  a computer  test. 

Currently  in  the  development 
stages,  the  tests  will  simulate 
medical  situations  which  could 
arise  during  an  emergency.  The 
prospective  doctor  will  have  to 
order  appropriate  medical  tests  to 
diagnose  the  imaginary  illness  — 
and  do  so  within  a certain  amount 
of  time  and  cost  range,  as  the 
computer  will  not  only  have  a 
built-in  clock,  but  will  be 
programmed  to  keep  track  of  how 
much  money  the  prospective 
doctors  would  be  spending  in  real 
life. 

The  National  Board  hopes  that 
the  new  computer  test  will  be  in 
place  by  the  late  1980s. 

• Faculty  members  at  Wright 
State  University  School  of 
Medicine  in  Dayton  are  exploring 
two  new  applications  of  current 
state-of-the-art  technology.  One 
technique,  developed  for  the  space 


program  to  monitor  cardiac 
function  in  astronauts,  is  being 
tested  for  use  in  diagnosing  and 
treating  infants,  since  the  system 
permits  the  gathering  of  critical 
data  without  the  trauma  of  the 
more  traditional  invasive 
procedure.  The  new  system  is 
noninvasive  and  based  on  the 
principle  of  impedence,  or 
electrical  resistance,  to  measure 
cardiac  function  and  especially  the 
volume  of  blood  expelled  from  the 
heart  with  each  beat.  The 
technique  so  far  appears  to  be 
both  safe  and  accurate. 

The  second  technique  involves 
the  use  of  a high-frequency  jet 
ventilation  system  (developed  in 
Europe)  to  treat  premature  infants 
who  have  serious  respiratory 
problems  and  wouldn’t  do  well  on 
the  more  conventional  respirator. 

The  jet  ventilation  system 
reduces  the  stresses  applied  to  the 
lungs.  Rather  than  forcing  air  into 
the  lungs,  this  system  uses  small 
pulses  of  air  to  essentially  oscillate 
the  chest,  vibrating  the  air  down 
into  the  lungs.  This  appears  to 
provide  a less  traumatic  method  of 
maintaining  respiration  and  may 
ultimately  be  used  on  premature 
infants  if  tests  are  successful.  — 

Karen  S.  Edwards 


facilitates  the  administration  of  the 
precise  amount  of  drugs  to  heart 
patients. 

Meanwhile,  heart  patients  at 
Christ  Hospital  in  Cincinnati  are 
being  monitored  by  an  arrhythmia 
computer  which  looks  for  — and 
identifies  ventricular  arrhythmia 
ectopic  beats.  If  such  irregularities 
are  detected,  an  alarm  sounds  and 
gives  a readout  of  the  beat. 

The  hospital  uses  its  arrhythmia 
computers  in  its  surgical  and 
medical  intensive  care  unit,  as  well 
as  their  stepdown  units.  Besides  its 
primary  function,  the  computer 
plots  all  episodes  (instances  of 
irregular  heartbeat)  so  that 
reactions  to  medication  can  be 
checked,  and  even  sounds  alarms 
for  irregularities  not  considered 
dangerous,  such  as  patient 
movement. 

Computers  and 
neurosurgery 

The  Brain  State  Analyzer, 
developed  by  Roy  John  of  New 
York  University  Medical  Center 
after  25  years  and  millions  of 
dollars,  has  come  to  help 
neurosurgeons  practicing  at  the 
University  Hospital  in  Cincinnati. 

The  machine  produces  a picture 
of  electrical  activity  in  the  brain 
and  spinal  cord,  literally  drawing 
pictures  of  the  brain’s  state. 
Changes  in  the  electrical  activity, 
which  can  be  as  low  as  one-tenth 
of  a millionth  of  a volt,  can 
indicate  when  trouble  occurs 
during  surgery,  giving  surgeons 
split-second  feedback  on  delicate 
operations  inside  the  brain,  or  on 
important  nerves,  such  as  the  optic 
and  auditory  nerves.  The  analyzer 
can  tell  the  surgeon,  “You’re 
about  to  make  a mistake” 
automatically,  since  advanced 
technology  allows  computation  of 
electrical  data  to  be  brought  up-to- 
date  on  a one-second  basis.  The 
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traditional  5-  to  15-second  waits 
other  devices  cause  while  they 
elicit  electrical  impulses  from  the 
brain  are  no  longer  necessary  with 
the  analyzer. 

The  device  is  especially 
important  with  regard  to  the  laser 
surgery  being  performed  on 
complicated,  hard  to  reach  brain 
tumors  and  vascular  anomalies, 
and  it  will  also  be  helpful  in 
analyzing  head  injuries  in  coma 
patients,  in  monitoring  brain 
activity  during  cardiac  surgery  and 
in  nerve  operations. 

Another  development  that  is 
taking  place  in  this  area  has  not 
yet  reached  Ohio  — but  it  may  be 
just  a matter  of  time. 

The  idea  of  robot  surgery  — 
using  a robot  to  assist  physicians 
in  locating  and  treating  a brain 
tumor  — is  currently  being  tested 
at  Memorial  Medical  Center  in 
Long  Beach,  California. 

The  robot  Ole,  developed  by 
Chinese  engineer  Yik  San  Kwoh, 
looks  rather  like  the  drill  used  by 
a dentist  — however,  its  unerring 
precision  makes  it  more  capable  of 
accuracy  than  the  human  hand. 

Instructed  by  a computer,  the 
robot  hand  can  move 
automatically  to  place  a long,  thin 
metal  probe,  the  size  of  a pencil 
and  four  times  its  length,  at  the 
exact  location  on  the  human  skull 
from  which  a surgeon  can  plumb 
to  the  tumor  inside  the  patient’s 
brain.  The  surgeon  takes  it  from 
there. 

If  Ole  can  successfully  find  a 
single  buckshot  in  a watermelon, 

— one  of  its  tests,  then  the 
possibilities  of  moving  it  to  the 
operating  room  may  occur  soon. 

Computers  and 
emergency  medicine 

Hudson,  Ohio  physician  Michael 
Frank,  MD,  has  pioneered  a new 
frontier  for  personal  computers  by 


devising  ways  that  PCs  can  be 
used  on  emergency  squads,  and  in 
the  area  of  emergency  medicine. 

For  example,  Dr.  Frank  has 
devised  a way  to  determine  by 
computer  whether  or  not 
paramedics  are  maintaining  proper 


skill  level.  He  drew  up  a list  of 
intensive  care  skills  practiced  by 
paramedics,  and  determined  the 
minimum  monthly  number  of 
times  each  skill  needed  to  be 
performed.  If  a paramedic  drops 
below  this  skill  level,  additional 


How  much  is  high 
tech  worth? 


The  Nuclear  Medicine 
Resonance  Chamber  is  probably 
one  of  the  best  known 
advancements  made  to  date  in 
medical  technology  and  certainly 
one  of  the  most  desired.  But  the 
cost  is  often  prohibitive. 

Still,  Ohio  physicians  and 
hospitals  are  finding  innovative 
ways  to  acquire  not  only  NMRs, 
but  other  essential  high-tech 
equipment. 

For  example,  the  University  of 
Cincinnati  Medical  Center  built 
its  own  NMR  scanner  — for 
about  half  the  cost  of  a regular 
NMR. 

Dr.  Stephen  Thomas,  associate 
professor  of  radiology  and  Dr. 
Jerome  Ackerman,  associate 
professor  of  chemistry,  directed 
construction  of  the  custom- 
designed  unit.  Total  cost?  About 
$500,000. 

Meanwhile,  in  Norwalk,  Ohio, 
Fisher-Titus  hospital  was 
searching  for  a CT  scanner  but, 
from  an  administrative 
standpoint,  the  hospital  could 
not  afford  to  go  out  and  borrow 
close  to  $1  million  to  acquire  it. 

Rather  than  giving  up  on  the 


project,  however,  the  hospital 
was  able  to  acquire  the  scanner 
by  involving  the  surrounding 
community. 

The  hospital’s  president, 
Richard  C.  Westhofer,  contacted 
local  parties  whom  he  thought 
might  be  interested  in  a general 
limited  partnership  arrangement. 
A separate  company  was  created 
under  the  name  Norwalk  Health 
Scanner,  Ltd.,  as  a limited  for- 
profit  Ohio  partnership  with  the 
President  and  Vice-President  of 
Fisher-Titus  Hospital  as  the 
managing  partners. 

Once  shares  became  available, 
all  50  authorized  shares  of 
Norwalk  Health  Scanner,  Ltd. 
were  sold  in  less  than  10  days. 
And,  because  very  few  staff 
physicians  were  investors  in  the 
CT  system,  there  was  no 
criticism  with  regard  to  a 
possible  conflict  of  interest. 

They  cracked  the  break-even 
point  about  six  weeks  into 
operation,  and  expect  to 
completely  pay  for  the  scanner  in 
less  than  three  to  four  years  — 
while  saving  the  community  over 
$250,000  in  medical  costs.  — 
Karen  S.  Edwards 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1 . PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 

LOCAL  REPRESENTATIVES: 

BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 

Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  44113 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 

Address 

City . Zip 

Telephone  ( ) 

Specialty : : 

SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371  1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  441 16 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-821  1 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


PIE  MUTUAL  INSURANCE  COMPANY  100  Erieview  Plaza 


Cleveland,  OH  44114 
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training  or  practice  can  be 
instituted. 

The  PC  also  has  been  used  to 
track  data  on  runs  — and  it 
provides  periodic  reports  on 
patient  age,  times  patients  called 
most  frequently,  kinds  of 
problems,  etc.  If  a rescue  squad 
routinely  takes  10  minutes  to 
arrive  at  calls  in  a given  area,  and 
if  the  frequency  of  calls  from  that 
area  is  increasing,  it  may  indicate 
that  another  station  needs  to  be 
developed. 

PCs  are  also  useful  in 
calculating  drug  dosages. 

Other  areas  of  the  country  are 
requesting  further  information  in 
this  area  from  Dr.  Frank,  and  it’s 
possible  that  eventually,  new  uses 
for  computers  in  emergency 
medicine  will  be  forthcoming. 

Computers  as  diagnostic 
tools 

A mechanical  engineer  in 
Cincinnati,  Ohio  is  working  on  a 
way  to  develop  a computer 
program  that  measures  a knee 
injury  as  accurately  as  a scale 
measures  weight.  His  first  step  is 
the  electrogoniometer  — 
sometimes  jokingly  referred  to  as 
a “Knee  KG”  — which  measures 
knee  motion  by  tiny  electronic 
sensors  attached  to  a metal  arm 
and  strapped  to  the  knee.  A 
computer  translates  the  knee’s 
motion  into  blips  across  a cathode 
ray  tube. 

The  researchers  hope  that  the 
computer’s  precision  can  help  take 
the  fuzziness  out  of  diagnosing 
knee  injuries,  and  hopefully 
determine  the  function  of  some  of 
the  more  obscure  ligaments  inside 
the  knee. 

Doctors  needing  the  latest 
information  on  cancer  now  have  a 
new  source  to  which  they  can 
turn.  Physician’s  Data  Query  is  a 
new  national  cancer  information 


database,  available  to  those 
physicians  with  home  or  office 
computers  and  an  access  code. 

The  system,  developed  by  the 
National  Cancer  Institute  contains 
the  latest  information  on  treating 
82  different  types  of  cancer  in 
different  stages.  They  can  also 
learn  the  names  of  the  best  cancer 
specialists  and  how  to  contact 
them  for  advice.  Future  plans 
include  adding  information  about 
cancer  prevention. 

On  the  other  hand  are  those 
computers  which  are  helping 
patients  determine  their  own 
longevity. 

Ohio  State  University  Hospitals 
in  Columbus  is  one  of  only  25 
hospitals  nationwide  which  is  using 
computers  to  give  patients 
suggestions  on  how  to  improve 
their  odds  on  living  longer.  The 
computer  analyzes  the 
respondent’s  answers  to  216  health 
questions  to  determine  the  chances 
of  outliving  mortality  tables. 
Whether  or  not  the  patient  will 
change  his  or  her  lifestyle  based 
on  a computer  readout  is  still  a 
matter  open  for  conjecture. 
However,  many  agree  that  the 
novelty  of  the  “diagnosis”  may  at 
least  make  them  listen. 

A bit  more  far-flung  in  this  area 
of  computers  as  diagnostic  tools  is 
the  use  of  satellites  in 
consultations.  Admittedly,  it  has 
not  been  done  yet  in  this  country, 
but  a surgeon  in  London,  England 
recently  examined  x-rays  and  live 
video  close-ups  of  a young  African 
boy,  6000  miles  away,  by  satellite 
and  was  able  to  diagnose  a rare 
blood  disease. 

The  long-distance  medical 
consultation  was  made  possible  by 
a consortium  of  British  companies 
who  packed  a Land  Rover  with  a 
computer,  telephone,  telex  and 
video  equipment,  and  added  a 
small  satellite  dish  on  top. 

The  demonstration  from 


Swaziland  showed  that  the 
knowledge  of  highly  trained 
medical  specialists  could  be  made 
available  to  nurses  and  physicians 
in  remote  rural  clinics,  and  rural 
doctors  could  consult 
computerized  textbooks  as 
references  for  unusual  diseases 
they  might  encounter.  The 
commercial  viability  of  the  system 
is  currently  being  explored.  OSMA. 


Karen  S.  Edwards  is  the  Executive 
Editor  of  the  Ohio  State  Medical 
Journal. 

Assessing 

Technology 

If  you  are  interested  in  learning 
more  about  technology  and  its 
application  to  medicine,  you  may 
be  interested  in  a course  being 
offered  next  month  at  the 
Massachusetts  Institute  of 
Technology  (MIT),  in  Cambridge, 
Massachusetts. 

The  Alfred  P.  Sloan  School  of 
Management  at  MIT  is  offering  a 
special  week-long  seminar  program 
on  June  17-21.  The  course  will 
address  ways  in  which  technology 
assessment  will  affect  the  use  of 
equipment,  procedures,  and  tests, 
in  hospitals’  current  economic 
environment.  Presentations  by  a 
multidisciplinary  faculty  will 
concentrate  on  the  policies  and 
programs  that  are  the  basis  of 
current  governmental  and  private 
technology  assessment  activities. 
During  discussions,  faculty  and 
participants  will  analyze  the 
impact  these  activities  will  have  on 
health  care  providers,  third-party 
payers,  and  medical  equipment 
manufacturers. 

For  further  information,  contact 
the  Director  of  the  Summer 
Session  at  MIT,  Room  El 9-356, 
Cambridge,  MA  02319. 
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Physicians  Insurance  Company  of  Ohio 
American  Physicians  Life  Insurance  Company 
SMB  Financial  Planning,  Inc. 


Q 


What  do  these  three  companies 
have  in  common? 


Dependability.  Accountability. 

And  a proven  commitment  to  members 
of  the  Ohio  State  Medical  Association. 


As  your  personal  and  professional  situations  change,  so  can  your 
requirements  for  specialized  protection. 

PICO  and  its  subsidiaries  have  been  formed  to  serve  your  insurance 
and  financial  planning  needs. 

We  understand  your  concerns . . . and  we  can  solve  even  the  most 
complex  challenges  in  professional  planning. 


fbo 


Physicians  Insurance  Company  of  Ohio 

Professional  liability  coverage 
offering  primary  and  excess 
protection  at  the  limits  you 
require.  When  combined  with  a 
PICO  homeowners  and  auto 
policy  and  PICO  office  protection 
plan,  you  will  have  a convenient, 
comprehensive  insurance 
package. 


AMERICAN  PHYSICIANS  LIFE 

Individual  protection  for  your  life, 
health  and  business  insurance 
needs.  APL  also  offers  group 
insurance  protection,  investment 
plans,  and  pension  and  profit 
sharing  plans  designed  for 
physicians  and  other  select 
markets. 


SMB 

Financial  Planning ,lnc. 

Expert  financial  planning 
services  for  successful 
professionals.  SMB’s  highly 
individualized  approach  assures 
that  the  direction  and  control  of 
your  financial  goals  remain  firmly 
in  your  hands. 


or  write  us  for  further  information. . . or  contact  your  agent. 

HOME  OFFICES:  BATES  DRIVE,  P.O.  BOX  281,  PICKERINGTON,  OHIO  43147 
(614)  864-7100  OR  TOLL  FREE  1-800-282-7515 
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An  Overview  of  Computers 
in  Medical  Care 


Introduction 

Computers  in  one  form  or 
another  have  a well-established 
place  in  medicine,  particularly  in 
conjunction  with  advanced 
technology,  as  management 
systems  for  large  institutions,  and 
for  purposes  such  as  patient  and 
insurance  billing.  As  computer 
systems  become  cheaper  and  more 
available  to  individual  physicians, 
the  opportunity  for  more  clinical 
applications  will  grow;  specifically 
these  will  include  patient  care, 
medical  information  and 
education,  communications,  and 
decision  aids,  including  artificial 
intelligence.  In  this  review,  these 
latter  applications  will  be 
highlighted  and  further  sources  of 
information  including  medical 
computing  organizations 
introduced. 

Specific  Applications 

1.  Hospital  and  Ambulatory  Care. 

At  present,  clinical  laboratory 
automation  and  reporting  are 
among  the  most  familiar  hospital 
uses  for  computers.  Ambulatory 
care  systems  such  as  COSTAR, 
developed  by  Massachusetts 


By  Stephen  P.  Hayden,  MD 


General  Hospital  Laboratory  of 
Computer  Science  and  the  system 
developed  at  the  Regenstrief 
Institute  permit  storage  of  all  or 
part  of  the  medical  record.  Such 
“electronic  charts”  can  be  used  to 
supplement  patient  care,  for 
instance  by  providing  reminders  to 
physicians  for  preventive  care  or 
identifying  groups  of  patients 
taking  a certain  drug  which  has 
been  recalled.  Where  research  is 
more  important  than  patient  care, 
the  MEDUS/A  system  developed 
at  Harvard  University  may  be 
more  appropriate.  Such  systems 
are  in  use  in  several  places  in  the 
United  States,  Canada,  and  the 
United  Kingdom.  So  far,  paper 
charts  continue  to  be  used 
simultaneously,  so  these  systems 
actually  cause  some  duplication  of 
effort.  Therefore,  they  must  be 
shown  to  be  worth  the  time  and 
money  involved.  This  may  be 
achieved  by  designing  the  system 
to  be  truly  comprehensive,  thereby 
aiding  inpatient  scheduling,  billing, 
quality  assurance,  and  reporting  as 
well  as  medical  data  capture.1 

Physician  acceptance  of  such 
systems  is  at  present  limited  but 
can  be  expected  to  grow  as 


understanding  of  the  potential 
benefits  increases,  as  hardware 
becomes  more  reliable,  and  as 
vital  concerns  about  security  and 
disruption  of  working  habits  are 
addressed  successfully. 

Large  scale  hospital  information 
systems  are  under  development  or 
being  considered  at  several  sites; 
for  instance  at  El  Camino 
Hospital,  California.  This  system 
will  accept  medical  orders,  nurse 
charting,  data  transmission  to 
business  office,  pharmacy, 
laboratory,  radiology,  and  ECG.2 
Such  systems  could  best  perform 
labor-saving  tasks,  and  new  and 
clinically  orientated  information 
such  as  a drug-interaction  program 
could  be  provided,  as  well  as 
serving  as  business  systems  which 
are  now  essential  for  hospital 
management.  At  LDS  Hospital, 
Salt  Lake  City,  an  integrated 
computer  network  for  patient  care 
in  the  Intensive  Care  Unit  is 
undergoing  trial  and  is  reportedly 
helpful  in  producing  timely  reports 
to  physicians  and  nurses, 
integrating  laboratory,  radiology, 
and  clinical  data.3 
2.  Information  Systems  and 
Continuing  Medical  Education. 
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In-house  hospital  information 
systems  are  being  developed  to 
allow  access  to  certain  forms  of 
medical  information,  for  instance 
drug  information,  toxicology,  and 
pharmacokinetics.4  At  the  time  of 
writing,  more  available  forms  of 
computerized  information  systems 
are  the  commercial  data  basis, 
e.g.,  DIALOG,  COMPUSERVE, 
and  the  SOURCE.  These  cover 
large  fields  of  general,  business, 
scientific,  and  medical  knowledge. 
Specifically  designed  for 
physicians,  however,  are 
AMA/NET,  AMNET,  and 
COLLEAGUE.  These  may  be 
accessed  through  suitable  data 
terminals  or  any  microcomputer 
equipped  with  a modem  and 
communication  software.  At 
present,  the  costs  are  relatively 
high,  but  may  fall  as  the  number 
of  users  and  competition  increase. 
AMA/NET  and  AMNET  services 
include  information  on  drugs  and 
diseases,  clinical  literature 
searches,  continuing  medical 
educations  programs  from 
Massachusetts  General  Hospital, 
electronic  mail,  and  PHYCOM, 
which  is  a free  drug  information 
service,  based  on  the  PDR, 
supported  by  the  pharmaceutical 
industry.  At  the  time  of  writing, 
COLLEAGUE  carries  the  entire 
text  of  the  Annals  of  Internal 
Medicine,  British  Medical  Journal, 
Lancet,  Medical  Letter,  New 
England  Journal  of  Medicine,  and 
several  textbooks  and  gives  access 
to  MEDLINE,  as  does  AMNET. 
The  real  potential  for  these 
systems  will  be  seen  as  they  grow 
and  electronic  mail  may  prove  to 
be  one  of  the  more  interesting 
developments,  enabling  rapid 
communication  for  physicians  and 
hospitals. 

Microcomputers  can  also  be 


used  as  aids  to  managing  personal 
data  collections  or  collections  of 
references,  and  frequently  general 
purpose  file  systems,  such  as  PFS 
File,  can  be  quite  successful. 

Dr.  Weed,  who  was  so  active  in 
developing  the  problem  orientated 
medical  record,  also  has  devised 
the  Problem-Knowledge  Coupling 
concept  to  run  on 
microcomputers.  The  concept  is  to 
provide  a mechanism  to  guide  a 
physician  through  complex  clinical 
problems  by  “coupling  the 
uniqueness  of  a patient’s  situation 
to  the  body  of  relevant  medical 
knowledge  during  the  initial  stages 
of  diagnosis  and  management.”  It 
does  not  introduce  computer- 
assisted  reasoning. 

3.  Decision  Aids  and  Artificial 
Intelligence. 

A variety  of  approaches  has 
been  developed  over  the  last  25 
years,  in  an  attempt  to  help 
physicians’  clinical  reasoning;  but 
it  is  not  expected  that  machines 
will  take  the  place  of  physicians  in 
a vital  sense  in  the  foreseeable 
future.  Examples  of  the  general 
types  of  approach  are: 
a.  Decision-Making  Aids. 

Such  aids  include  the  Bayesian 
approach  to  compute  the 
probability  of  having  a disease, 
given  the  findings  in  the  patient. 
The  pattern  recognition  approach 
can  be  effective  in  situations  which 
allow  collection  of  all  relevant 
data  before  analysis  is  done.  In 
practice,  of  course,  this  is 
frequently  not  the  case  in 
medicine.  Thus,  the  sequential 
decision  approach  has  been  tried 
in  which  results  of  clinical  data 
are  analyzed  in  a series  of  steps, 
in  an  effort  to  minimize  test 
ordering,  by  taking  into  account 
information  already  obtained.2 
Decision  analysis  has  been  applied 


to  analyze  questions  of  risk, 
benefit,  and  cost  in  deciding 
whether  to  perform  specific  studies 
or  give  certain  treatments,  for 
instance  coronary  angiography.  By 
using  a computer,  the  task  can  be 
facilitated.4 
b.  Expert  Systems. 

The  general  objective  is  to 
capture  the  knowledge  and 
reasoning  of  the  expert  clinician 
and  make  this  available  widely. 
Such  systems  have  proved 
reasonably  successful,  especially 
when  applied  to  limited  fields. 
Among  the  best  known  are 
MYCIN,  a rule-based  system 
which  assists  in  management  of 
patients  with  infections; 
ONCOCIN,  produced  by  the  same 
group,  assists  in  oncology 
protocols.5  The  EXPERT  system, 
developed  at  Rutgers  University, 
has  been  used  to  create  interesting 
and  effective  programs,  for 
instance  for  diagnosis  in 
rheumatology.6 

A different  approach  is  to 
critique  the  performance  of 
physicians  in  such  areas  as 
treatment  of  hypertension  (HT- 
ATTENDING),  by  suggesting 
ways  of  treating  hypertension,  but 
without  actually  directing  the 
physician.  This  includes  references 
to  the  medical  literature. 

It  has  been  felt  by  some  that  the 
field  of  general  internal  medicine 
is  so  large  that  computers  will 
have  difficulty  in  dealing  with 
undifferentiated  patients. 

However,  INTERNIST- 1 7 
performed  respectably  when  tried 
with  cases  published  as  clinical 
pathological  exercises  in  the  New 
England  Journal  of  Medicine.  It 
was  less  good  than  the  discussants 
in  these  cases,  but  about  as  good 
as  the  clinicians.  The  program  is 
being  revised  under  the  name 
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CADUCEUS,  but  at  the  time  of 
writing  is  not  available  for  trial. 

A program  now  available  for 
trial  is  produced  by  Medicomp  of 
Virginia,  Inc.  It  may  be  accessed 
at  no  charge  by  arrangement  with 
the  company  and  has  been 
reviewed  in  the  medical  computer 
literature.8 

Medical  Computing 

Organizations  and 

Publications 

There  are  many  technical  and 
non-technical  issues,  which  should 
be  considered  by  those  who  are 
becoming  involved  with  computers 
for  medical  care.  I would 
recommend  two  books  by  Covvey 
and  McAlister,10  which  provide 
excellent  discussions  on  computers 
themselves  and  such  aspects  as 
funding,  software  engineering, 
privacy  and  security,  management 
and  education.  The  proceedings  of 
the  Annual  Symposium  of 
Computer  Applications  in  Medical 
Care  are  a gold  mine  of 
information  on  current 
developments. 

1.  Organizations.  This  list  is  not 
intended  to  be  complete  but  may 
form  a useful  introduction. 

a.  Symposium  on  Computer 
Applications  in  Medical  Care 
(SCAMC).  A large  meeting  held 
annually  in  October  or  November 
in  Baltimore  or  Washington,  D.C. 
Further  details  from: 

SCAMC 

George  Washington  University 
Medical  Center 
Office  of  Continuing  Medical 
Education 
2300  K Street,  NW 
Washington,  D.C.  20037 

b.  American  Association  for 
Medical  Systems  and  Informatics 
(AAMSI). 


This  holds  meetings  twice  a 
year,  sponsors  specialty  interest 
groups,  and  a forum  on  the 
CompuServe  Network.  Further 
details  from  AAMSI,  Suite  700, 
1101  Connecticut  Avenue,  NW, 
Washington,  D.C.  20036. 

c.  American  Physicians 
Association  for  Computer 
Medicine. 

This  is  a recently  formed  group 
for  physicians,  whose  aim  is  to 
provide  a forum  for  education, 
exchange  of  experience,  and 
evaluation  of  systems.  All  are 
welcome,  including  those  who 
have  no  experience  and  are 
considering  purchasing  a system  as 
well  as  those  who  are  experienced. 
Further  details  may  be  obtained 
from  the  author,  9500  Euclid 
Avenue,  Cleveland,  Ohio  44106  or 
from  Lawrence  B.  Tilis,  MD,  10 
North  Main  Street,  Pittsford,  New 
York  14534. 

d.  The  American  Society  of 
Internal  Medicine  (ASIM)  has  a 
computer  information  exchange 
and  has  published  some  materials. 
2.  Publications. 

Among  the  many  in  the  field, 
the  best  are  Update,  Computers  in 
Medicine,  and  Medicine  and 
Computer.  Medical  Computer 
Journal  is  published  by  Dr.  Aziz 
Ghaussy,  MD,  42  East  High 
Street,  East  Hampton,  Connecticut 
06424.  Several  publications 
including  Annals  of  Internal 
Medicine  have  sections  devoted  to 
computers.  0SMA 
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PRACTICE 
MADE  PERFECT 


C/T/S  is  a company  dedicated  to  improving  the  efficiency  and 
profitability  of  medical  practices  through  state-of-the-art  computer- 
ization. Medical  management  systems  are  C/T/S’s  only  business. 

PROVEN  PERFORMANCE. 

The  C/T/S  Medical  Management  System  was  developed  by  a 
doctor. . . with  an  understanding  of  the  unique  problems  of  medical 
practice  that  only  a doctor  could  have. 

For  over  six  years,  C/T/S  systems  have  been  in  use  by  practic- 
ing physicians,  performing  myriad  tasks  that  have  enabled  them  to 
reduce  overtime  and  paperwork  costs  and  increase  productivity. 

SPECIALIZED. 

The  C/T/S  Medical  Management  System  is  configured  individ- 
ually for  each  practice,  hospital  department  or  HMO . . . and  can 
accommodate  single  or  multiple  practices  and/ or  multiple  office 
networks.  Systems  are  available  to  accommodate  all  sizes  and 
specialties,  with  needs  from  one  to  39  terminals,  42  printers,  and 
512  megabytes  of  disk  storage. 

Every  capability  is  built  right  into  the  C/T/S  system:  insurance 
claims  processing  and  monitoring  (paperless  claims),  appointments, 
surgery  schedules,  medical  records,  data-base  access,  billing, 
receivables  management,  mailings/recalls,  general  ledger,  payroll, 
front  desk  management  and  more. 


C/T/S  provides  a complete,  turn-key  system . . . with  expansion 
capability  to  handle  all  of  your  future  growth. 

EASY-TO-USE. 

The  C/T/S  system  is  designed  to  go  right  to  work  as  soon  as 
it’s  installed.  Our  comprehensive  on-site  training  program  makes 
your  staff  feel  right  at  home . . . and  on-screen  “Help”  menus  are 
always  available. 

FULLY-SUPPORTED. 

The  C/T/S  system  uses  Wang  hardware,  with  service  provided 
by  Wang’s  nationwide  service  network. 

All  software  is  serviced  directly  by  C/T/S. 

The  C/T/S  staff  of  specialized  program  developers  is  always 
enhancing  and  refining  our  software  product ...  annual  updates 
are  provided  to  our  clients  at  no  additional  charge.  C/T/S  also 
provides  custom  programming  for  those  few,  one-of-a-kind 
requirements  that  are  not  already  met  by  the  system. 

CALL  1-800-638-2667 

for  more  information  and  to  arrange  a no-charge  feasibility 
analysis.  In  Maryland  call  (301)  532-2870. 


CTS  (onputcr'lcrminal  Services,  Inc. 


THE  SYSTEM  IS  THE  SOLUTION. 


National  Sales  Office:  Regional  Office: 

Village  of  Cross  Keys  • Suite  212  3 Commerce  Park  Square 

Baltimore,  Maryland  21210  23200  Chagrin  Boulevard  • Suite  110 

Cleveland,  Ohio  44122 
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HIGH-TECH  MEDICINE 


High-Tech  Roundup 

A sample  of  the  newest 
services,  products  and 
developments  in  high-tech 
medicine. 


By  Karen  S.  Edwards 


Shortening  lines 
at  the  lab  ... 

The  Gemstar,  manufactured 
by  Electro-Nucleonics,  Inc.,  is  a 
fully  automated  tabletop 
analyzer,  capable  of  performing 
20  preprogrammed  blood  tests 
right  in  the  physician’s  office. 

On  the  market  since  1982,  the 
instrument  has  nine  open 
channels  which  permit  the 
addition  of  any  new  tests  that 
may  be  needed,  and  since  it 
requires  less  reagent  and  patient 
serum  than  conventional  testing 
systems,  it  not  only  helps  to 
reduce  costs,  but  allows  blood 
samples  to  be  taken  from 


higher-risk  patients.  For 
documentation  purposes,  test 
results  appear  automatically  on 
a microprocessor-generated 
printout. 

The  Gemstar  costs 
approximately  $13,000  and  lease 
option  is  available.  Average 
cost  per  analysis  is  40C. 

The  Gemstar 
Electro-Nucleonics,  Inc. 
350  Passaic  Ave. 

Fairfield,  New  Jersey 
07006 
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High-Tech  Roundup 

continued 


Sensitive 
monitoring  . . . 

A new  pediatric  lead-wire 
electrode  — the  PH  40428A  — 
is  being  offered  by  the  Hewlett- 
Packard  Company,  especially 
for  premature  infants  and 
infants  with  sensitive  skin. 

The  electrode  is  small  in  size, 
only  32  mm  in  diameter,  and  is 
fastened  with  a new,  milder 
adhesive  to  minimize  skin 
irritations. 

The  new  electrodes  sell  for 
$180  per  case  of  300  electrodes. 

HP  40428A 

Hewlett-Packard  Company 
Medical  Products  Group 
3000  Minuteman  Road 
Andover,  Massachusetts 
01810 


No  more 

darkroom 

developing 

The  Compact  Daylight 
System  (CDS),  developed  by 
DuPont  Industries,  is  keeping 
x-ray  technologists  out  of  the 
darkroom. 

The  CDS,  which  operates  in 
roomlight,  automatically 
unloads  exposed  film  from  a 
cassette,  processes  it,  reloads 
the  cassette,  and  returns  it  to 
the  operator  in  approximately 
90  seconds  (or  at  the  rate  of 
220  cassettes  an  hour.)  It 
handles  seven  different  sizes  of 
cassettes  and  occupies  only  nine 
square  feet  of  floor  space. 
Compact  Daylight  System 

DuPont  Company 
Wilmington,  Delaware 


19898 


New,  soft  brace 
for  scoliosis 
patients 

Florida  Orthopedics,  Inc.,  in 
cooperation  with  orthopedic 
surgeon  Lawrence  Brown,  MD, 
of  Greenville,  South  Carolina, 
has  developed  a new  type  of 
brace  for  scoliosis  patients.  The 
new  brace  is  a soft,  post- 
operative brace  that  is  easily 
removed  so  physical  therapy 
can  be  started  weeks,  sometimes 
even  months  earlier.  Cost  is  less 
than  $200. 

Scoliosis  soft  brace 
Florida  Orthopedics,  Inc. 
Miami  Dade  Industrial 
Park 

13050  N.W.  47th  Ave. 
Opalocka,  Florida  33054 
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Portable 

ultrasound 

Designed  primarily  to  meet 
the  needs  of  private  physicians 
and  small  hospitals,  the  SDR 
1200  portable  ultrasound  system 
developed  by  Philips 
Ultrasound,  Inc.  is  intended  for 
obstetrics,  gynecology, 
abdominal,  intraoperative  and 
urological  applications,  yet  can 
also  serve  as  a backup  in 
hospital  maternity  wards  and 
radiology  departments. 

A “video-based  system,”  the 
unit  features  dual  image 
displays,  M-mode,  B/M  dome, 
quantification  and  six  available 
linear  array  transducers. 


SDR  1200  portable 
ultrasound 

Philips  Ultrasound,  Inc. 
2722  S.  Fairview  St. 
Santa  Ana,  California 
92704 


HI  LI  PS 


Breast  cancer 
detection 

Xerox  Medical  Systems  has 
recently  released  a complete  x- 
ray  system  for  use  in  breast 
cancer  detection.  The  120 
System  has  two  models 
available  — one  which  provides 
radiographic  images  and  one 
that  includes  options  necessary 
for  obtaining  film-screen 
images.  Xerox  developed  the 
120  System  to  include  the 
features  necessary  for  the 
specialized  mammography 
examination  that  were  missing 
from  all  existing  x-ray 
equipment;  primary  among 
these  is  the  capability  for 
imaging  the  entire  breast, 
including  the  chest  wall  and 
axillary  area  on  lateral  images. 
The  x-ray  spectra  have  been 
optimized  for  both 
xeroradiography  and  film-screen 
imaging. 

Xerox  Medical  Systems 
125  North  Vinedo  Ave., 
P.O.  Box  5786 
Pasadena,  California 
91107 


Radiation 

safeguard 

Because  x-rays  are  so 
unpredictable,  and  the  amount 
of  radiation  exposure  so 
difficult  to  measure  and 
control,  ICN  has  developed  a 
dosimetry  service  which 
monitors  radiation  exposure  for 
its  subscribers. 

An  x-ray  sensitive  film  badge 
is  provided  the  service’s 
participants,  and  once  a month 
the  badge  is  sent  to  ICN  for 
exposure  evaluation.  A 


sophisticated  print-out  is  then 
returned  to  the  office  with  the 
readouts. 

ICN  officials  say  more  than 
13%  of  all  monitors  returned 
for  readings  indicate  some 
level  of  radiation  exposure. 
Once  aware  of  the  problem, 
correction  can  then  be 
undertaken  by  the  subscriber. 

ICN  Dosimetry  Service 
(800)  321-6842 
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High-Tech  Roundup 

continued 


The  artificial 
ear 

The  Ineraid  artificial  ear  is  a 
multi  channel  cochlear  implant, 
being  developed  by  Symbion, 
Inc.,  under  license  from  the 
University  of  Utah.  Presently 
the  device  is  in  the 
investigational  phase,  and 
clinical  trials  are  limited  to 
adults  suffering  from  profound 
(90dB)  hearing  loss  in  both 
ears.  Results  from  experiments 
to  date  show  that,  when 
combined  with  lip  reading,  it 
has  the  potential  to  make 
speech  communication  possible 
for  some  profoundly  deaf 
individuals. 

The  artificial  ear  consists  of 
two  principal  components:  the 
implanted  electrode  assembly 
and  the  external  sound 
processor.  The  implanted 
electrode  assembly  includes 
multiple  platinum  electrodes 


(wires)  which  are  surgically 
implanted  in  the  cochlea 
through  the  round  window  and 
spaced  so  the  proper  pitched 
signals  reach  the  appropriate 
nerve.  This  multichannel  system 
stimulates  various  nerve  fibers 
with  complex  patterns  as  a 
method  of  imitating  the  normal 
hearing  process.  The  Teflor 
insulated  electrode  leads  are 
attached  to  a pyrolytic  carbon 
coated  pedestal  which  projects 
through  the  skin  just  behind  the 
external  ear.  This  percutaneous 
(through  the  skin)  pedestal 
serves  as  a connector  to  the 
external  sound  processing 
electronics. 

The  entire  sound  processor 
package  is  connected  to  the 
percutaneous  pedestal  by  a thin 
cable.  An  ear  hook  supports 
this  cable,  and  acts  as  strain 
relief  and  emergency  “break 
away”  connection,  should  the 
cable  be  caught  or  pulled.  The 


microphone  is  also  located  in 
this  ear  hook  to  take  advantage 
of  the  directional  information 
provided  by  the  external  ear 
and  head. 

Sounds  entering  the 
microphone  are  relayed  through 
the  cable  to  the  sound 
processor.  The  sound  processing 
electronics  then  separate  the 
selected  sounds  according  to 
their  frequency  and  direct  these 
signals  to  the  appropriate 
electrodes  in  the  cochlea.  This 
information  is  transmitted  by 
the  auditory  nerve  to  the  brain 
where  the  individual  interprets 
the  signals  as  meaningful 
information. 

Ineraid  Artificial  Ear 
Symbion,  Inc. 

825  North  300  West 
Salt  Lake  City,  Utah 
84103 
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The  stress 
machine 

The  Stress  Machine,  available 
from  SJF,  Inc.,  is  a “passive- 
motion”  therapeutic  device 
which  provides  intersegmental 
traction  and  passive  motion  for 
problems  involving  the  cervical 
and  upper  thoracic  spine. 
Compact  and  portable,  the 
device  is  effective  in  breaking 
up  fixation  and  restoring  lost 
range  of  motion  in  cervical 
osteoarthritis,  and  also  relieving 
shoulder  and  arm  paresthesia  in 
brachial  neuralgia.  It  can  also 
be  used  to  treat  whiplash 
injury,  to  relieve  muscle 
contractions  and  tension 
headaches,  and  to  help  restore 
the  normal  lordotic  curve. 


The  Stress  Machine 
SJF,  Inc. 

Box  85 

Mars,  Pennsylvania  16046 


Checking  facts 

The  Electronic  Medical 
Reference  (EMR),  developed  by 
Clinical  Reference  Systems, 

Inc.,  is  a personal  computer 
database  for  family  physicians 
and  other  primary  care 
providers.  Available  for  the 
IBM  personal  computer  and 
compatible  machines,  the  EMR 
provides  a library  of  medical 
information  in  a self-contained 
system. 

Electronic  Medical 
Reference 
Clinical  Reference 
Systems,  Inc. 

600  South  Cherry  Street, 
Suite  20 

Denver,  Colorado  80222 


Targeting 

radiation 

therapy 

General  Electric  has  intro- 
duced a new  radiation  therapy 
planning  system  called  Target 
that  interfaces  with  computed 
tomography  scanners  to 
produce  an  optimized  treatment 
plan. 

Target  is  designed  to  calculate 
dose  distribution  in  patients 
during  radiation  therapy.  The 
objective  of  this  treatment 
planning  is  to  maximize  dosage 
to  a tumor,  and  minimize  the 
dose  to  surrounding  tissue. 

Target  handles  both  CT  and 
non-CT  patient  information  and 
can  manipulate  CT  images. 

Target 

General  Electric  Medical 
Systems 
P.O.  Box  414 
Milwaukee,  Wisconsin 
53201 
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Motrin 


600 mg  Tablets 


More  convenient  for  your  patients. 


Upjohn 


The  Upjohn  Company  The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA  j-aoaa  January  io84 


Council  Proceedings 


February  9,  1985 

A regular  meeting  of  the 
Council  of  the  Ohio  State  Medical 
Association  was  held  Saturday, 
February  9,  1985,  at  the  OSMA 
Headquarters’  Office,  Columbus, 
Ohio. 

Those  present  were:  A.  Burton 
Payne,  M.D.,  Ironton;  Herman  I. 
Abromowitz,  M.D.,  Dayton;  S. 
Baird  Pfahl,  Jr.,  M.D.,  Sandusky; 
David  A.  Barr,  M.D.,  Lima; 
William  J.  Marshall,  M.D., 
Dayton;  Thomas  R.  Leech,  M.D., 
Lima;  Benjamin  H.  Reed,  M.D., 
Wauseon;  Donavin  A. 
Baumgartner,  Jr.,  M.D., 
Cleveland;  J.  James  Anderson, 
M.D.,  Youngstown;  Nermin  D. 
Lavapies,  M.D.,  Martins  Ferry; 
Carl  E.  Spragg,  M.D.,  New 
Concord;  Thomas  P.  Price,  Jr., 
M.D.,  Gallipolis;  D.  James 
Hickson,  M.D.,  Mt.  Gilead;  D. 
Ross  Irons,  M.D.,  Bellevue;  J.R. 
Sarpa,  President,  Medical  Student 
Section,  Toledo;  Ralph  Preston, 
Esq.,  Legal  Counsel,  Columbus; 
Oscar  W.  Clarke,  M.D., 
Chairman,  AMA  Delegation, 
Gallipolis;  Fifi  Pfahl,  President, 
OSMA  Auxiliary,  Huron;  Donald 
R.  Goodwin,  Senior  Vice 
President,  PICO,  Pickerington; 
David  W.  Pennington,  President, 
PACO,  Worthington;  Robert  E. 
Holcomb,  Executive  Vice 
President,  PACO,  Worthington; 
William  T.  Coffman,  Coopers  & 
Lybrand,  Columbus;  Richard 
Horn,  Coopers  & Lybrand, 
Columbus;  Aristotle  Hutras, 
Executive  of  the  Ohio  House  of 
Representatives,  Columbus. 

Those  present  from  the  OSMA 
staff  were:  Hart  F.  Page,  CAE; 
Herbert  E.  Gillen;  Robert  D. 
Clinger;  Katherine  E.  Wisse;  D. 
Brent  Mulgrew,  Esq.;  Gail  E. 
Dodson;  David  C.  Torrens;  Carol 
W.  Mullinax;  Catherine  M. 
Costello,  Esq.;  William  E.  Fry; 


Carolyn  H.  Towner;  Kent 
Studebaker. 

The  meeting  was  called  to  order 
by  the  President. 

Dr.  Payne  presented  a letter 
from  Aristotle  Hutras,  announcing 
his  appointment  as  the  Executive 
of  the  Ohio  House  of 
Representatives,  and  thanking  the 
Council  and  the  staff  for  their 
friendship. 


Administration  Department 

The  December  15,  1984  minutes 
were  approved. 

The  Executive  Director  reported 
on  the  meeting  of  the  AMA  “task 
force”  which  met  January  9,  in 
Chicago,  to  discuss  the 
implementation  of  the  substitute 
resolution  on  AMA 
Communications,  which  was 
primarily  a re-write  of  the 
resolution  submitted  by  the  Ohio 
Delegation  at  the  request  of  the 
Council. 

Mr.  Page  indicated  that  the 
advisory  group  recommended  to 
AMA  staff  that  work  on  the 
project  proceed  as  soon  as  possible 
and  that  specifics  be  reported  to 
the  June  meeting  of  the  AMA 
House. 

PACO 

Mr.  Pennington  presented  the 
PACO  report. 

After  considerable  discussion, 
the  following  motion  was  adopted 
(Abromo  witz-Baumgartner) : 

1.  that  OSMA  retain  controlling 
interest  in  PACO 

2.  that  PACO  be  requested  to 
present  to  OSMA  Council  a 
definitive  proposal  and  for  the 
issuance  of  securities  in  the 
amount  of  one  million  dollars 
to  OSMA  members  in  Ohio 

3.  that  OSMA  explore  joint 
ventures  with  physician 
controlled  entities  and  any 
information  supplied  to  those 


entities  be  approved  by  the 
PACO  Board 

4.  that  PACO  be  involved  in  all 
negotiations. 

A second  action  provided  that 
PACO  be  requested  to  present  to 
the  Council  a definitive  proposal 
under  item  2 at  or  before  the  next 
meeting  of  the  Council. 

Financial  and  Membership 
Department 

Auditing  and  Appropriations 
Committee 

Dr.  Spragg  presented  the 
February  8,  1985  minutes  of  the 
Auditing  and  Appropriations 
Committee. 

Included  in  the  report  was  a 
presentation  of  the  official  audits 
for  the  year  ending  December  31, 
1982  and  the  year  ending 
December  31,  1983.  The  audits 
were  accepted  and  filed. 

The  report  of  the  Committee 
was  adopted. 

Membership  Statistics 
Mrs.  Wisse  presented  the 
membership  report,  indicating  a 
net  gain  of  445  members  during 
1984. 

Committee  on  Membership 

The  minutes  of  the  January  16, 
1985  meeting  of  the  Committee  on 
Membership  were  presented  by 
Mrs.  Wisse. 

The  Council  approved  the 
following  proposals: 

1.  that  OSMA  continue  to 
financially  support  student  and 
resident  membership  since  the 
“conversion  rate”  for  prior 
membership  to  active  full  dues 
paying  membership  is  extremely 
high. 

2.  that  OSMA  encourage  the 
Academy  of  Medicine  of 
Cleveland  to  conduct  a pilot 
Phone-A-Thon  program  for  the 
purpose  of  obtaining  new 
members,  retaining  current 
members,  and  appealing  to 
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delinquent  former  members. 

3.  that  resident  leadership  be 
encouraged  to  participate  in  the 
Phone-A-Thon  effort  to 
encourage  residents  to  accept 
free  membership  in  OSMA  and 
AMA. 

Department  Report 

Mrs.  Wisse  then  reviewed  the 
Departmental  report. 

The  Council  endorsed  a concept 
of  a Joint  OSMA- AMA 
membership  program  for 
incentives  to  members  who  obtain 
a new  member  or  members. 

The  report  was  accepted  and 
filed. 

Treasurer’s  Report 

Dr.  Barr  presented  the 
Treasurer’s  Report,  which  was 
accepted  and  filed. 

Department  of  Education; 
Specialty  Society  and  Meeting 
Management 

Mr.  Sarpa  reported  on  the 
January  19,  1985  meeting  of  the 
Medical  Student  Section 
Governing  Board. 

The  report  was  filed. 

Department  Report 

The  report  of  the  Department  of 
Education;  Specialty  Society  and 
Meeting  Management  was 
presented  in  writing  and  was 
accepted  and  filed. 

Department  of  Government 
Relations 

The  report  of  the  Department  of 
Government  Relations  was 
presented  by  Mr.  Fry  and  was 
filed. 

Dr.  Pfahl  and  Mr.  Gillen 
complimented  Mr.  Fry  on  his 
accomplishments . 

Mr.  Gillen  discussed  staff  field 
visits  to  County  Medical  Societies. 

The  question  as  to  whether 
physicians  should  charge  third 
parties  for  the  paper  work 
required  by  the  third  parties  came 
before  the  Council. 

It  was  the  opinion  of  the 


Council  that  the  physicians 
involved  in  presenting  the  question 
should  submit  a resolution  to  the 
OSMA  House  of  Delegates  on  the 
matter. 

The  report  of  the  Department 
was  accepted  and  filed. 

Department  of  Development  and 
Member  Services 

AMA 

Dr.  Clarke  presented  the  report 
of  the  American  Medical 
Association  Delegation. 

He  discussed  AMA  awards;  the 
Ohio  resolution  on 
Communications,  and  the  Ohio 
candidates  for  AMA  offices:  Dr. 
Gifford  for  Board  of  Trustees;  Dr. 
Albers  for  the  Council  on  Medical 
Education,  and  Dr.  Richard  M. 
Steinhilber  for  the  Council  on 
Scientific  Affairs. 

Dr.  Payne  discussed  the  Health 
Policy  Agenda  for  the  American 
People  project  and  appointed  a 
special  Ohio  Committee  on  HPA 
to  advise  the  Council  and  the 
Ohio  AMA  Delegation.  The 
Committee  will  be  named  the 
OSMA  Health  Policy  Agenda 
Review  and  Evaluation 
Committee:  Dr.  S.  Baird  Pfahl, 

Jr.,  Chairman,  Drs.  Joseph 
Sudimack,  Jr.,  Claire  V.  Wolfe, 
William  Dorner,  Jr.,  H.  William 
Porterfield,  Jack  Schreiber  and 
Edward  G.  Kilroy.  Dr.  Oscar  W. 
Clarke,  ex-officio. 

Dr.  Clarke  and  Dr.  Pfahl 
discussed  the  Health  Policy 
Agenda  deliberations  to  date. 

Dr.  Pfahl  summarized  the 
product  of  six  work  groups  and 
announced  that  the  construction  of 
the  Agenda  would  be  completed  in 
the  first  quarter  of  1986. 

Physicians  Insurance  Company 
of  Ohio 

Mr.  Goodwin  reported  for 
Physicians  Insurance  Company  of 
Ohio. 

He  announced  the  death  of 
Arvine  Popplewell,  M.D.,  Indiana, 


Chairman  of  the  Board  of 
American  Physicians  Life 
Insurance  Company. 

Mr.  Page  reported  on  a meeting 
with  Mr.  Mike  Mullen,  Executive 
Vice  President  and  Mr.  John 
Hansel,  Columbus  representative, 
of  Medical  Protective  Company  of 
Ft.  Wayne,  Indiana,  on  February 
6. 

A general  discussion  of  the 
existing  professional  liability 
climate  ensued. 

Dr.  Payne  indicated  that  the 
OSMA  Task  Force  on  Professional 
Liability  will  meet  to  discuss 
possible  legislative  proposals. 

Department  of  Health  Education 

The  report  of  the  Department  of 
Health  Education  was  presented  in 
writing  and  was  filed. 

Committee  on  Cancer 
The  Committee  on  Cancer 
minutes  dated  January  16,  1985, 
were  presented  by  Mr.  Clinger. 

Two  of  three  committee 
recommendations  were  adopted  by 
the  Council,  as  follows: 

1.  that  the  Council  express 
OSMA’s  deep  concern  over 
inequities  in  coding  and 
reimbursement  for  medical 
services  provided  to  Medicare 
patients  by  oncologists  — and 
that  a concerted  effort  be  made 
by  all  concerned  parties  to 
rectify  this  situation. 

2.  that  OSMA  work  with  the  Ohio 
State  Radiological  Society  to 
develop  a statewide,  cost- 
effective  breast  cancer  screening 
program,  including 
mammography. 

The  report  was  filed. 
OSMA/ONA  Liaison  Committee 
The  minutes  of  the  January  3, 
1985  meeting  of  the  LSMA/ONA 
Liaison  Committee  were  presented 
by  Mr.  Clinger  and  were  filed. 
Joint  Advisory  Committee  on 
Sports  Medicine 

continued  on  page  352. 
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Angina  comes  in 
many  forms... 
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See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dlnitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30. 40  mg);  Sustained  Action  Tablets  (40  mg). 


STUART  PHARMACEUTICALS 
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Wilmington,  DE 19897 
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The  minutes  of  the  January 
12-13,  1985  meeting  of  the  Joint 
Advisory  Committee  on  Sports 
Medicine  were  presented  by  Mr. 
Clinger. 

The  Council  approved  the 
Committee’s  nominees  for  awards, 
as  follows: 

Special  Award  for  Outstanding 
Service  to  Sports/Medicine  in 
Ohio:  Emily  E.  Lutz,  M.D., 
Circleville. 

1985  Ohio  Outstanding  Team 
Physician  Awards:  Paul  H. 

Beaver,  M.D.,  Leetonia;  Thomas 
E.  Fox,  M.D.,  Mason;  Harry  J. 
Konerman,  M.D.,  Cincinnati; 
Carmin  Maietta,  D.O.,  Gahanna; 
Tom  L.  Sefton,  D.O.,  Dayton; 
Gordon  F.  Smith,  M.D.,  Monroe. 
Special  Recognition  for  50  Years 
as  a Team  Physician  (received  an 
Ohio  Outstanding  Team  Physician 
Award  in  1976):  William  S. 
Banfield,  M.D.,  East  Liverpool. 

Also  approved  were 
recommendations,  as  follows: 

That  staff  explore  the  following: 

A.  Names  and  photographs  of  the 
physician  award  recipients  in 
the  official  program  for  the 
1985  Ohio  High  School,  North- 
South  All  Star  Football  Game 

B.  On-field  recognition  of  the 
physician  award  recipients  either 
prior  to  the  kickoff  or  during 
halftime  of  the  1985  All-Star 
Game.  If  approved,  it  was 
recommended  that  the  OSMA 
president  be  invited  to  introduce 
the  award-winners. 

That  all  soccer  players  wear  shin 
guards. 

That  the  slide  tackle  technique 
(blocking  below  the  knee)  in 
soccer  be  discouraged. 

That  all  equestrians  wear 
protective  headgear. 

That  all  parents  and  boxers  sign 
an  informed  consent  document 
outlining  the  long-term  effects  on 
health  from  boxing. 


352 


The  Ohio  State  Medical  Journal 


That  Olympic  rules  of  finesse, 
rather  than  the  emphasis  on  head 
injury,  be  followed  in  boxing 
programs. 

That  physicians  should  continue  to 
provide  coverage,  when  requested, 
for  boxing  events. 

That  local  boards  of  education 
should  be  responsible  for  the 
performance  of  health 
professionals  within  each  athletic 
program. 

a.  Through  county  medical 
societies,  M.D.’s  and  D.O.’s 
should  be  encouraged  to  serve 
scholastic  athletic  programs  — 
and  offer  their  services  upon 
request  of  school  systems. 

The  minutes  of  the  Committee 
were  filed. 

Department  of  Staff  Counsel 

Mr.  Mulgrew  reviewed  the  Staff 
Counsel’s  Departmental  report. 

A review  of  proposed  Medicare 
revisions  and  the  President’s 
proposed  budget  was  presented  by 
Mr.  Mulgrew. 

Mr.  Mulgrew  discussed  and 
distributed  Report  “L”  of  the 
AMA  Board  of  Trustees  with 
regard  to  the  subject  “Collective 
Bargaining  Agent  for  Physicians 
Services.”  Copies  will  be 
distributed  to  delegates  and 
alternate  delegates  at  the  OSMA 
Annual  Meeting. 

The  Department  report  was 
accepted  and  filed. 

Department  of  State  Legislation 

Mrs.  Costello  reviewed  the 
Department  report  which  was 
accepted  for  filing. 

A number  of  legislative  issues 
were  discussed  including  Medical 
Malpractice  coverage;  nursing 
legislation;  data  collection 
proposal  being  developed  by  Dr. 
David  Jackson,  of  the  Ohio 
Department  of  Health,  and 
proposal  for  psychologist  staff 
privileges. 


The  Council  discussed  the 
Prescription  Abuse  Data  Synthesis 
program  and  the  following  action 
ensued: 

a.  the  council  reaffirmed  its 
support  for  OSMA  participation 
in  a PADS  program  in  Ohio. 

b.  the  Council  directed  the  OSMA 
legislative  staff  to  proceed  to 
schedule  the  first  PADS  policy 
group  meeting  to  be  conducted 
by  AMA  consultant  Barry 
Rhodes. 

State  Medical  Board 

Mrs.  Towner  presented  a report 
on  the  Ohio  State  Medical  Board, 
indicating  that  1985  officers  have 
been  elected  and  that  the  OSMA 
staff  is  in  communication  with 
members  of  the  Board.  The  new 
officers  are:  John  E.  Rauch, 

D.O.,  President;  William  W. 
Johnston,  Vice  President;  Henry 
G.  Cramblett,  M.D.,  Secretary. 
State  Legislation 

Kent  Studebaker  reviewed 
legislative  proposals  already 
introduced  in  the  House  and 
Senate. 

The  Department  report  was 
accepted  and  filed. 

Department  of  Communications 
Committee  on  Communications 

Ms.  Mullinax  presented  the 
minutes  of  the  January  9 meeting 
of  the  Committee  on 
Communications . 

The  Committee’s 
recommendation  for  a statewide 
telephone  survey  of  members  of 
the  public  by  Market  Group  One 
was  discussed. 

She  announced  a Focus  Group 
Interview  of  Council  members 
scheduled  for  the  afternoon  of 
March  3. 

The  minutes  were  approved  and 
filed. 

The  Ohio  State  Medical  Journal 

The  Council  voted  to  support 
the  decision  of  the  editor  in  the 


matter  of  the  non-acceptance  of  a 
proposed  advertisement. 

Councilor  Reports 

The  Councilors  reported  on  the 
activities  in  their  respective 
districts. 

Legal  Counsel  Report 

Mr.  Ralph  Preston  presented  the 
report  of  the  General  Counsel, 
discussing  several  legal  cases  of 
interest  to  the  Ohio  State  Medical 
Association. 

Auxiliary 

Mrs.  Pfahl  discussed  the 
Auxiliary  “Day  at  the  Legislature” 
and  asked  the  OSMA  to  join  the 
Auxiliary  in  a “Smoke  Free 
Society  by  2000”  campaign. 

Auxiliary  By-Law  revisions  were 
discussed  and  approved. 

There  being  no  further  business, 
the  meeting  of  the  Council  was 
adjourned. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 


Practice  made  perfect. 

Are  you  a 10? 

The  Cincinnati  Academy  of  Medi- 
cine is  co-sponsoring  a marketing 
course,  to  be  held  June  8,  from  9 am- 
12  noon,  which  promises  to  provide 
“180  minutes  of  proven  practice- 
builders  for  physicians  and  their  staff.” 

Karen  Zupko,  of  Karen  A.  Zupko 
and  Associates,  a marketing  group 
from  Chicago,  will  be  conducting  the 
seminar  at  the  Academy  headquarters, 
320  Broadway.  The  presentation  will 
be  divided  into  three  parts  and  will  in- 
clude four  key  points  from  the  book 
“In  Search  of  Excellence”;  a “do-it- 
yourself  physical”  on  determining  your 
office  PR  pulse  rate;  and  a section  on 
communication  and  promotion  pro- 
grams. 

For  further  information,  contact  the 
Department  of  Communications,  The 
Academy  of  Medicine  of  Cincinnati, 
320  Broadway,  Cincinnati,  Ohio  45202. 
(513)  421-7010. 
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PLAN. 


The  symbol 

more  than  3 million  people 
are  looking  for 

Join  the  overwhelming  majority  of  Ohio  medical  professionals  who  are  work- 
ing to  make  health  care  more  affordable  for  3 million  Blue  Cross  and  Blue 
Shield  subscribers. 

These  physicians  and  other  health  care  providers  have  voluntarily  joined 
ADVANCE  Plan,  helping  to  save  subscribers  millions  of  dollars  since  the 
program  began.  They  are  demonstrating  their  commitment  to  fee-for-service 
medicine,  ensuring  its  future  as  an  affordable  and  viable  means  of  deliver- 
ing health  care. 

ADVANCE  Plan  is  a plus  for  our  customers,  for  our  subscribers,  for  health 
care  providers  and  for  us.  If  you  would  like  more  information  about  the 
benefits  of  ADVANCE  Plan,  contact  your  local  Professional  Relations  office 
or  call,  toll-free,  1-800-282-1016. 


Blue  Shield 

Ohio  Medical  Indemnity  Mutual  Corp. 
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Minutes  of  Telephone  Conference  Calls 


June  26,  1984,  5:00  PM 

A meeting  of  the  Council  of  the 
Ohio  State  Medical  Association 
was  held  pursuant  to  notice  by 
telephone  conference  call  at  5:00 
PM  on  June  26,  1984. 

Those  present  were:  A.  Burton 
Payne,  M.D.,  Ironton;  Herman  I. 
Abromowitz,  M.D.,  Dayton;  S. 
Baird  Pfahl,  Jr.,  M.D.,  Sandusky; 
David  A.  Barr,  M.D.,  Lima;  John 
E.  Albers,  M.D.,  Cincinnati; 
William  J.  Marshall,  M.D., 
Dayton;  Thomas  R.  Leech,  M.D., 
Lima;  Benjamin  H.  Reed,  M.D., 
Wauseon;  Donavin  A. 
Baumgartner,  Jr.,  M.D., 

Cleveland;  J.  James  Anderson, 
M.D.,  Youngstown;  Nermin  D. 
Lavapies,  M.D.,  Martins  Ferry; 
Carl  E.  Spragg,  M.D.,  New 
Concord;  Thomas  P.  Price,  Jr., 
M.D.,  Gallipolis;  D.  James 
Hickson,  M.D.,  Mt.  Gilead;  D. 
Ross  Irons,  M.D.,  Bellevue; 

Joseph  L.  Kloss,  M.D.,  Akron; 
James  E.  Pohlman,  Esq.,  OSMA 
Legal  Counsel,  Columbus. 

Those  present  from  the  OSMA 
Staff  were:  Hart  F.  Page,  CAE; 
Herbert  E.  Gillen;  D.  Brent 
Mulgrew,  Esq.;  Jerry  J.  Campbell. 

At  the  request  of  Dr.  Payne, 

Mr.  Pohlman  explained  the  issue, 
which  involves  a proposed  Bylaw 
amendment  involving  corporate 


There  have  been  three  meetings 
of  the  Council  held  by  telephone 
conference  in  the  past  year.  The 
minutes  of  those  Council  meetings 
are  reported  below. 


membership.  Such  amendment  to 
be  submitted  to  the  House  of 
Delegates  in  May,  1985. 

Mr.  Pohlman  said  that  this  is  a 
valid  action  of  the  Council  under 
Article  VII  of  the  Bylaws.  On  a 
motion  by  John  E.  Albers,  M.D., 
seconded  by  Nermin  D.  Lavapies, 
M.D.,  the  resolution  was  adopted 
as  follows: 

WHEREAS,  an  emergency  has 
developed  concerning  the 
administration  of  the  Group 
Policy  of  professional  liability 
insurance  issued  by  Physicians 
Insurance  Company  of  Ohio 
(PICO)  to  the  Ohio  State 
Medical  Association  (OSMA) 
for  coverage  on  eligible  OSMA 
members  and  the  medical 
partnerships  or  corporations  of 
which  they  are  members  or 
employees;  and 
WHEREAS,  the  Council  is 

authorized  under  Article  VII  of 
the  Constitution  of  OSMA  to 
“have  and  exercise  full  power 
and  authority  of  the  House  of 
Delegates  between  meetings  of 
the  house  of  Delegates”;  and 
WHEREAS,  it  would  be  in  the 
best  interests  of  OSMA  to 
establish  immediately  a new 
classification  of  membership  for 
medical  partnerships  and 
corporations. 


NOW,  THEREFORE,  BE  IT 
RESOLVED  that: 

1.  The  bylaws  of  OSMA  are 
hereby  amended  by  the  Council 
to  establish  in  Chapter  1, 
Section  2 thereof  a new 
membership  classification  for 
medical  partnerships  and 
corporations  as  follows: 
Corporate  Members.  Medical 
partnerships  and  corporations, 
one  or  more  of  whose  members 
or  employees  is  an  Active 
Member  of  this  Association,  are 
eligible  for  Corporate 
Membership  in  OSMA.  Such 
Corporate  Member  shall  be  at 
the  pleasure  of  the  Council.  A 
Corporate  Member  shall  pay  no 
dues  or  assessments  and  the 
privileges  of  a Corporate 
Member  shall  be  determined  by 
the  Council. 

2.  An  appropriate  resolution  be 
submitted  to  the  House  of 
Delegates  at  the  1985  Annual 
Meeting  of  the  Association  for 
ratification  of  such  new 
membership  classification. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 
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Minutes  of  Conference  Calls 

continued 


Meeting  of  Council  — July  9,  1984 

A meeting  of  Council  was  held 
pursuant  to  proper  prior  written 
notice.  The  telephone  conference 
meeting  of  Council  was  held  on 
July  9,  1984  at  2:00  P.M.  The 
following  Councilors  participated: 
A.  Burton  Payne,  M.D.,  Ironton; 
S.  Baird  Pfahl,  Jr.,  M.D., 
Sandusky;  David  A.  Barr,  M.D., 
Lima;  John  E.  Albers,  M.D., 
Cincinnati;  William  J.  Marshall, 
M.D.,  Dayton;  Thomas  R.  Leech, 
M.D.,  Lima;  Benjamin  H.  Reed, 
M.D.,  Wauseon;  Donavin  A. 
Baumgartner,  Jr.,  M.D., 

Cleveland;  J.  James  Anderson, 
M.D.,  Youngstown;  Nermin  D. 
Lavapies,  M.D.,  Martins  Ferry; 
Carl  E.  Spragg,  M.D.,  New 
Concord;  Thomas  P.  Price,  Jr., 
M.D.,  Gallipolis;  D.  James 
Hickson,  M.D.,  Mt.  Gilead;  D. 
Ross  Irons,  M.D.,  Bellevue; 

Joseph  L.  Kloss,  M.D.,  Akron. 

Those  unable  to  participate  were 
Herman  I.  Abromowitz,  M.D., 


Dayton  and  Mr.  J.R.  Sarpa, 
Toledo. 

The  Council  discussed  whether 
to  authorize  construction  of  the 
additional  building  at  600  South 
High  Street  at  that  time  or  to  have 
a special  Council  meeting  on  July 
14,  1984.  The  Council  decided  to 
meet  on  July  14,  1984,  at  4:00 
P.M.  at  the  OSMA  Headquarters 
Office,  to  discuss  the  proposed 
building  with  a projected 
approximate  cost  of  $1.75  million. 
Respectfully  submitted, 

D.  Brent  Mulgrew,  Esq. 
Associate  Executive  Director 

Minutes 

Conference  Call  of  the  OSMA 
Officers,  Wednesday,  September 
19,  1984,  2:30  P.M. 

Those  participating  in  the 
September  19,  1984,  conference 
call  of  the  OSMA  Officers  were: 

A.  Burton  Payne,  M.D., 

President;  Herman  I.  Abromowitz, 
M.D.,  President-Elect;  S.  Baird 


Pfahl,  Jr.,  M.D.,  Immediate  Past 
President;  and  David  A.  Barr, 
M.D.,  Secretary-Treasurer.  Also 
included  were  Carl  S.  Spragg, 
M.D.,  Chairman,  Auditing  and 
Appropriations  Committee;  Oscar 
W.  Clarke,  M.D.,  Chairman,  Ohio 
Delegation  to  the  AMA;  and 
OSMA  staff  members  Hart  F. 
Page,  CAE,  and  Jerry  J. 

Campbell. 

On  a motion  made,  seconded 
and  carried,  the  Officers  voted 
that  the  OSMA  support  the 
candidacy  of  Ray  W.  Gifford,  Jr., 
M.D.,  Cleveland,  for  election  to 
the  American  Medical  Association 
Board  of  Trustees.  Further,  it  is 
suggested  that  the  Ohio  Delegation 
to  the  AMA  be  asked  to  assist  the 
election  effort  by  making 
suggestions  regarding  financing  the 
campaign. 

Respectfully  submitted, 

Hart  F.  Page,  CAE 

Executive  Director 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN* 


Nicotinic  Acid  Therapy 


For  patient’s  comfort/convenience 
in  choice  of  3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) .25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


m 


UPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, arid  arterial  bleeding. 


Write  for  literature  and  samples 


t bwcAITO  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Central  Ohio  Medical  Group 

is  growing! 

As  the  largest  multi-specialty 
group  practice  in  the  Columbus  area, 
we  are  proud  of  our  record: 

■ Serving  Columbus  for  over  30  years 

■ Three  Columbus-area  offices,  and 
soon  to  be  expanding  further 

■ Now  the  exclusive  medical  services 
providers  for  PruCare  of  Central  Ohio 

Central  Ohio  Medical  Group  anticipates  growth 


in  the  following  areas: 

■ Family  practice 

■ Dermatology 

■ Pediatrics 

■ Mental  health 

■ Ob/gyn 

■ Psychiatrist 

■ Ophthalmology 

■ Psychologist 

■ Optometry 

■ M.S.W. 

■ General  surgery 

■ Internal  medicine 

■ Pulmonary 

■ Invasive  cardiology 

■ Orthopedics 

■ ENT 

■ Neurology 

■ Rheumatology 

■ Allergy 

■ Occupational  health 

Physicians/health  professionals  interested  in 
discussing  a possible  affiliation  with 
Central  Ohio  Medical  Group  should  contact 
MarkS.  Fisher,  Executive  Director,  at  222-3300. 

WA<, 

Central  Ohio  Medical  Group 

497  E.  Town  Street 
Columbus,  Ohio  4321 5 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Louis  A.  Flaherty,  Vernon  Manor,  Suite  C 
400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 

John  E.  Hansel,  Timothy  D.  Harrison,  Suite  535 
Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 


Robert  E.  Stallter,  Suite  H,  P.O.  Box  331, 

1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 

Stuart  Mitchelson,  Robert  Dowdy,  Suite  111,  1 Commerce  Building 
23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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Ask  the  Ombudsman 


Q.  — Nationwide  Medicare 
continues  to  issue  benefit 
settlements  for  my  patients  to 
another  physician,  which  must  be 
a real  problem  for  him.  I have 
attempted  to  resolve  this  to  no 
avail.  Can  you  help? 

MD 

Lorain 

A.  — Medicare  recommends  that 
you  include  only  your  name  and 
Medicare  identification  vendor 
number  (not  federal  ID  or  Social 
Security)  in  Block  31  of  the 
standard  claim  form.  Do  not  place 
your  address  in  this  block.  This 
way,  Medicare  will  process  the 
claim  only  from  your  Medicare 
assigned  vendor  number,  not  the 
address,  thus  eliminating  the 
possibility  for  error  on  another 
physician  address  file. 


Q.  — Last  week,  a person  who 
identified  himself  as  a Medicare 
auditor  came  to  my  office, 
demanding  to  review  50  of  my 
patient  charts  to  determine  if 
hospital  visits  I billed  to  Medicare 
had  actually  been  performed.  At 
first,  I declined,  then  relented 
when  the  auditor  stated  federal 
law  requires  my  compliance. 
Should  I have  allowed  this  review, 
considering  protection  of  patient 
confidentiality? 

MD 

Cleveland 

A.  — After  establishing  his 
credentials  were  valid,  you  were 
probably  correct  in  permitting  the 
review.  The  Amended  Social 
Security  Act  provides  authority  for 
HHS  to  contract  with  carriers  to 
audit  records  to  assure  proper 
payment  has  been  made.  Many 


carrier  audits  are  routine, 
especially  those  involving 
physicians’  offices  using  direct 
entry  claims  submission,  which 
permits  annual  audit  — but  some 
can  be  serious  business,  resulting 
in  large  dollar  findings  against 
physicians  who  cannot  “prove” 
particular  services  were  provided. 
Although  OSMA  will  offer  general 
advice  to  physicians  upon  request, 
some  audits  may  require  a 
personal  attorney.  As  for  patient 
confidentiality,  the  Medicare 
enrollee  signs  a release  on  the 
claim  form  which  permits  the 
Medicare  carrier  to  review  medical 
records. 

Address  any  inquiries  you  may 
have  to:  OSMA  Ombudsman,  600 
South  High  Street,  Columbus, 

Ohio  43215. 


Clues! 


As  important  to  a diagnosing  physician  as  they 
were  to  Sherlock  Holmes.  Without  clues,  in 
the  diagnosis  of  thoracic  complications,  the 
physician  may  face  unnecessary  delays  and  the 
patient  unnecessary  hospitalization  and  surgery. 

One  of  the  most  useful  diagnostic  clues  is 
Histolyn-CYL,®  a specific,  inexpensive,  easy-to- 
use  skin  test  for  histoplasmosis.  Histolyn-CYL 
can  give  you  results  in  forty- eight  hours— 
without  CF  antibody  titer  changes.  You  can 
use  this  clue  right  in  your  office  with  the  same 
confidence  and  ease  as  other  skin  test  products. 

Histolyn-CYL; 

Clinically  proven. 

For  more  information  and  clinical  facts  call, 
or  write  to: 

Berkeley  Biologicals 
1831  Second  St. 

Berkeley,  CA  94710  (415)843-6846 

©1985  Berkeley  Biologicals 


May  1985 


359 


Continuing  Medical  Education 


May  and  June 


CURRENT  THERAPIES  FOR  CORO- 
NARY ATHEROSCLEROSIS:  May  29; 

Lutheran  Medical  Center  — School  of 
Nursing  Auditorium,  Cleveland;  sponsor: 
Lutheran  Medical  Center,  Cleveland;  5 
credit  hours;  fee:  $25;  contact:  Jeanette 
Gaul,  2609  Franklin  Blvd.,  Cleveland 
44113,  phone:  (216)  696-4300  ext.  3173. 


MANAGEMENT  STRATEGIES  IN 
DIABETES  MELLITUS:  May  16;  Shera- 
ton Westgate,  Toledo;  sponsor:  Mercy 
Hospital,  Toledo;  6 credit  hours;  fee:  $60 
physicians,  $50  participants-in-training; 
contact:  Sue  Girkins,  Department  of 
Medical  Education,  Mercy  Hospital, 
Toledo  43624,  phone:  (419)  259-1788. 


TRAUMA  SYMPOSIUM:  June  10-11; 
Hollenden  House  Hotel,  Cleveland;  spon- 
sor: Case  Western  Reserve  University 
School  of  Medicine;  12  credit  hours;  con- 
tact: Morley  Schwebel,  2074  Abington 
Road,  Cleveland  44106,  phone:  (216)  844- 
3029. 


AN  UPDATE  — PRACTICAL  RHEU- 
MATOLOGY — 1985:  May  9;  Holiday 
Inn,  Troy;  sponsor:  Dettmer  Hospital, 
Troy;  6 credit  hours;  fee:  $60,  $30  stu- 
dents or  physicians-in-training;  contact: 
Gerard  F.  Wolf,  M.D.,  145  Sunset  Drive, 
Piqua  45356,  phone:  (513)  773-8323. 


IMPORTANT  ISSUES  & DEVELOP- 
MENTS IN  OBSTETRICS  AND  GYNE- 
COLOGY: June  7-9;  Kings  Island  Inn, 
Mason,  sponsor:  University  of  Cincinnati 
Medical  Center,  Cincinnati;  17  credit 
hours;  fee:  $350,  $250  residents;  contact: 
Susan  F.  Green,  College  of  Medicine,  De- 
partment of  Obstetrics  and  Gynecology, 
231  Bethesda  Avenue,  Cincinnati  45267, 
phone:  (513)  872-5441. 


SPORTS  MEDICINE  SYMPOSIUM: 

June  12-14;  Sawmill  Creek  Lodge, 
Huron;  sponsor:  The  Cleveland  Clinic 
Education  Foundation,  12  credit  hours; 
fee:  $200,  $150  physicians-in-training; 
contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  Free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


r 'mam  “HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes,”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


gag 


‘ HERPECIN-L".  . . a conservative  approach 

with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  Information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 

In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger , Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 
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BALANCED 
CALCIUM 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

* Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 


cardizem 

(diltazem  HCI) 

30  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-.The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal’s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be.  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope. 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal’s  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage.  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD50’s  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDJs  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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High-Tech  Talent 
Can  you  find  it  in  Ohio? 

continued 


If  Ohio  is,  indeed,  filled  to  its 
technological  brim  with  thousands 
of  mediocre  scientists,  then  who 
are  the  good  ones,  where  are  they, 
and  will  they  ever  set  foot  in 
Ohio? 

Admittedly,  says  Garland,  when 
the  subject  turns  to  top-notch 
technical  people,  we  are  dealing 
with  an  unusual  breed  of  human 
being. 

“They  are  the  prima  donnas  of 
a very  elite  fraternity.  They  are 
super  intelligent,  highly  educated 
and,  above  all,  extremely 
individualistic.  By  and  large,  they 
know  they  are  indispensable  and 
that  their  employers  are  lucky  to 
have  them.  They  frequently  are 
egocentric  and  personally 
competitive.  They  tend  to  be 
idiosyncratic,  living  life  by  their 
own  rules.  In  short,  they  can  be  a 
real  pain  to  have  around.  Yet,  if 
we  want  to  keep  them,  we  have  to 
play  by  their  rules.” 

And,  he  adds,  we  have  to  make 
things  conducive  for  them  here  in 
the  state. 

One  of  the  things  that  attracts 
these  people,  Garland  claims,  is 
proximity  to  a major  research 
university  with  good  students  and 
with  nationally  renowned 
programs  in  the  liberal  arts. 

Strong,  high-powered  professional 
schools  are  not,  in  themselves,  a 
draw,  he  says. 

“The  best  minds  are  attracted  to 
schools  with  demonstrated 
excellence  in  mathematics,  the 
physical  sciences,  the  humanities 
and  the  arts.” 

Which  brings  up  yet  another 
prerequisite  for  this  “conducive 
environment”  — a culturally-rich 
environment  full  of  orchestras,  art 
galleries,  libraries  and  theater. 

“Finally,  talented  people  are 
attracted  to  a flexible,  supportive 
and  stimulating  work 
environment.” 

Attracting  high-tech  talent  won’t 
take  place  overnight,  Garland 

continued  on  page  364 


Practicing  Business  or  Medicine? 


Are  you  ready  to 
give  up: 


• Paying  overhead?  • Being  constantly  “on  call?” 

• Managing  office  staff?  • Hassling  with  medical  insurance 


• Running  a collection 

agency?  < 

• Shelling  out  for 
malpractice  insurance? 


companies? 

Marketing  your  services? 


NAVY  MEDICINE  COULD  BE  THE  ANSWER! 


Professional  care:  the  best  in  medicines,  diagnostic  procedures  and 
equipment. 

Professional  growth:  specialty  training,  continuing  medical  education 
conferences  and  postgraduate  education  available — all  costs  paid. 
Professional  support:  most  paperwork  handled  by  administrative  staff, 
leaving  you  free  to  practice  medicine. 

Professional  rewards:  subtract  insurance,  other  overhead  and  admin- 
istrative costs  you  now  pay.  And  you’ll  find  Navy  Physician  salary  to  be 
comparable. 

And  a lot  more. 

You  may  find  this  is  the  practice  that’s  perfect  for  you. 


In  southern  Ohio, 
call  or  write . . . 

Navy  Medical  Programs 
Columbus  Federal  Building  (Room  609) 
200  N.  High  Street 
Columbus.  Ohio  43215 
1-800-282-1288 


In  northern  Ohio, 
call  or  write 

Navy  Medical  Programs 
Interport  Plaza  III 
16101  Snow  Road 
8rookpark.  Ohio  44142 
1-800-362-1007 
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New  Members 


ALLEN 

COLUMBIA 

James  J.  Edwards 

Armand  T.J.  Paquette,  Ada 

Inder  Jeet  Singh  Gujral, 

Amin  M.  El  Mahawany 

East  Liverpool 

Fernando  A.  Escobar 

ASHLAND 

Harry  K.  Lah,  East  Liverpool 

Jeffrey  M.  Fete 

Edward  Adkins,  Ashland 

Dido  Franceschi 

COSHOCTON 

Patria  G.  Gerardo 

CLARK 

Susan  H.  Magness  Carver, 

J.  Andres  Goens 

(Yellow  Springs  unless  noted) 

Coshocton 

Abby  M.  Goulder-Abelson 

Ted  Miiler,  Springfield 

Gry  A.  Greenspan 

Mark  A.  Springs 

CUYAHOGA 

Thomas  A.  Griffin 

Donna  Sullivan 

(Cleveland  unless  noted) 

Wayne  A.  Hale 

Irmina  Targoqski 

Riadh  Al-Mudallal 

Rosemary  E.  Harris 

Helene  M.  Wechsler 

Cristina  Alonzo 

Manya  Blumberg  Helman 

Kathleen  M.  Wick,  Springfield 

Esther  E.  Argenyi 

Charles  G.  Herbst 

Samson  E.  Ballesteros 

Gary  S.  Hurwitz 

CLERMONT 

Don  Errol  Beck 

Satish  M.  Jumani 

Arcot  Bhaskar,  Batavia 

Michael  T.  Berte 

Kevin  P.  Keating 

Ronald  J.  Bick 

James  A.  Kemp 

CLINTON 

Louise  A.  Canessa 

Sahar  Khayata 

Terry  K.  Holten,  Wilmington 

Anita  Cheriyan 

Thomas  D.  Y.  Kim 

Eddie  Reiley,  Wilmington 

Jose  E De  Jesus 

Michael  J.  Knitter 

$100,000  + guarantee 


Plus  other  incentives  for  approved 
physicians  in  the  following  specialties 
in  Mid-Michigan  community 


Obstetrician-gynecologist 
Orthopedic  surgeon 
General  surgeon 
ENT 


— Urologist 

— Family  practitioners 

— Pediatrician 

— Internists 


Contact:  Vice  President  of  Professional  Services 
(517)  723-5211,  Ext.  1823 
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Jeffrey  I.  Knutson 
Narendra  R.  Kumar, 

Rocky  River 
Shashi  Kumar 
Raichal  T.  Mathew 
Carrie  McCoy 
James  P.  Miller 
David  J.  Moore 
Lawrence  M.  Noble 
Joseph  Osipovick 
Ellen  R.  Parker 
Oscar  J.  Paz 
Virgie  U.  Que 
Rani  V.  Ramachandran 
Bernd  F.  Remler 
Owen  D.  Reynolds 
Kevin  E.  Rist 
Peter  Ritka 
Raul  E.  Rivera 
Richardo  Romero 
Samuel  Rosenberg 
Jonathan  P.  Rosman 
Jaromir  Rozaci 
James  H.  Sabiers 
Touhama  Y.  Sayegh 
Terrence  W.  Scanlon, 
Sagamore  Hill 
Robert  J.  Schotzinger 
Alan  R.  Shons 
William  J.  Schultz 
Wayne  Shtybel 
Debbee  Smith 
Michael  J.  Sternlieb 
Peter  S.  Tippett 
J.H.  Tobiansky 
Bryn  K.  Travis 
Ildiko  Yarga 
Deborah  Wallace 
Richard  E.  Whikehart 
Stacey  C.  Wong 
Jung  U.  Yoo 

FAIRFIELD 

Zoran  B.  Botic,  Pickerington 

FRANKLIN 

(Columbus  unless  noted) 

Emi  Adachi,  Cleveland 

A.  Sinan  Baran 

Kathleen  A.  Cieslak 

Cheryl  H.  Hack,  Worthington 

Chris  A.  Knight,  Worthington 

Scott  A.  Luking 

Brian  K.  Miller,  Worthington 


Marilynn  J.  Peters 
Douglas  B.  Thomson 
Angela  M.  Walther 

GALLIA 

Howard  E.  Linder,  Gallipolis 

HAMILTON 

(Cincinnati  unless  noted) 

Lynne  E.  Adrain 
Richard  Scott  Bahneran 
Eric  C.  Bourekas 
Debra  Breneman,  Loveland 
Omar  J.  Brito 
Martin  W.  Brooks 
Philip  L.  Dawson 
Joshua  D.  Ellenhorn 
Mary  J.  Ghory 
Douglas  L.  Gollehon 
Cyd  C.  Green 
Teresa  E.  Hall 
James  B.  Hickey 
Terri  L.  Hoopes 
Kimberly  M.  Humphrey 
Yinayak  S.  Kulkarni 
Stacey  B.  Kurland 
Jean  Botti  Lenk, 

Concord  Township 
Thomas  N.  Lindenfeld 
Mary  K.  Loudermilk 
Yelandra  M.  May 
Michael  M.  McClellan 
Ann  S.  McKenney 
Michael  S.  Meininger 
David  M.  Morad,  Jr. 

David  R.  Nash 
Myles  L.  Pensak 
Gerald  E.  Peters 
Donald  L.  Powell 
Richard  L.  Rauck 
Russell  E.  Rimsa 
Jeffrey  L.  Roth 
Frederick  C.  Ryckman, 

Blue  Ash 
Kent  D.  Sanders 
Roxane  Y.  Sanders 
Kelly  H.  Schron 
Stanley  A.  Sheft,  Park  Hills 
Gloria  Jean  Thomas 
George  H.  Zalzal 

JEFFERSON 

Teresita  E.  Alimario,  Weirton 
Jay  E.  Krauss,  Jr.,  Steubenville 
Robert  M.  Levin,  Steubenville 


Hardev  S.  Parihar,  Weirton 
G.S.  Purewal,  Weirton 

KNOX 

Eva  T.  Chapin,  Mt.  Vernon 
LAKE 

John  Charles  Ouligian, 

Cleveland 

LAWRENCE 

Edwin  R.  Porres,  Ironton 

LICKING 
Owen  Lee,  Newark 

LORAIN 

Dwight  Carson,  Oberlin 
Paul  Carven,  Columbus 
Asaf  Ali  Dar,  Elyria 
Fredrich  H.  Dengel,  Cleveland 
George  E.  Drake,  Cleveland 
David  R.  Flatt,  Lorain 
William  Jantsch,  Lorain 
Barbara  Kenney,  Oberlin 
Alberto  Miyara,  Vermilion 
Patricia  A.  Seiler,  Oberlin 

LUCAS  (Toledo  unless  noted) 

Daniel  R.  Bugoci 

Wendelin  M.  Heninger,  Dayton 

Ravi  Jain 

Hudson  Jones 

Ku  J.  Kim,  Akron 

Steve  Knipe 

Heidi  Middendorf,  Toledo 
Richard  L.  Munk,  Sylvania 
Ruby  N.  Nucklos,  Columbus 
Arunkant  Patel 

MAHONING 
(Youngstown  unless  noted) 

Charles  L.  DeMario 
Nicholas  P.  DePizzo 
Stephen  Lex 
Steven  B.  Lippitt 
Madeline  D.  Miller 
Renato  F.  Simon 
Michael  E.  Stein 
William  W.  Tullner,  Poland 

MARION  (Marion  unless  noted) 

Edward  G.  Buck 
Ted  A.  Heckendorn 
Ila  D.  Madia 


May  1985 


363 


High-Tech  Talent 

continued 


New  Members 

continued 

MONTGOMERY 
Joseph  P.  Lang,  Dayton 
Judity  A.  Mackall,  Centerville 
David  E.  Neal,  Dayton 
Mustafa  Quardi,  Troutwood 
Joseph  G.  Uehlein,  Dayton 
Bahaa  A.  Yanes,  Kettering 

PORTAGE 
Marjan  Attaran,  Kent 
Marie  D.  Gerhard,  Youngstown 
James  B.  Shackson,  Kent 
Greg  K.  Townsend,  Kent 
Jean  A.  Zuga,  Rootstown 

RICHLAND 
Beena  Nagpal,  Toledo 

STARK  (Canton  unless  noted) 
Perry  Fleisher,  Alliance 
Bruce  Frantz,  Massillon 
Stephen  J.  Freshwater 
John  T.  Given 


Michael  J.  Gregorek 
Roland  A.  Grieb 
John  Lee  Hoffer,  Columbus 
Christopher  Huerter,  Cleveland 
Omar  Idlibi 

Kong  R.  Jeun,  Cleveland 

Jefferson  F.  Livermon 

Michael  Marvin 

Alexander  Michael,  Massillon 

John  Nadas 

Bernard  C.  Ngai 

Daniel  B.  Ray 

Philip  C.  Roholt,  Alliance 

Gregory  Spohn 

SUMMIT 

Eileen  K.  Goldman,  Akron 

WASHINGTON 

Violeta  V.  Alba,  Belpre 

WOOD 

Iqbal  Nasir,  Bowling  Green 


cautions. 

“It  takes  years  to  lay  a base  of 
technical  excellence.  It  takes  a 
steady,  unyielding  commitment 
from  government,  business  and 
education.  Laboratories  must  be 
built.  Academic  programs  must  be 
rehabilitated.  Outstanding  people 
must  be  courted.  With  farsighted 
leadership  and  an  understanding 
populace,  however,  the  payoff  will 
ultimately  be  immense.” 

Karen  S.  Edwards 

Medical  board 
announces  new 
officers 

John  E.  Rauch,  DO,  was  elected 
president  of  the  Ohio  State 
Medical  Board.  In  addition  to  a 
family  medicine  practice  in  Logan, 
Dr.  Rauch  also  serves  as  coroner 
for  Hocking  County.  Other  newly 
elected  officers  for  1985  are: 
William  W.  Johnston,  Esq.,  Vice 
President  and  Henry  G. 

Cramblett,  MD,  Secretary. 


Immke  circle  leasing  inc. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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Obituaries 


MYRON  AUGUST,  MD, 

Miami  Beach,  Florida;  Cornell 
University  Medical  College,  New 
York,  1926;  age  83;  died  February 
22,  1985;  member  OSMA  and 
AMA. 

JOHN  BORELLI,  MD, 

Fairfield;  Medical  College  of 
Wisconsin,  Milwaukee,  Wisconsin, 
1932;  age  83;  died  February  14, 
1985;  member  OSMA  and  AMA. 

BRUNO  GEBHARD,  MD, 

Carmel,  California;  University  of 
Rostock,  Rostock,  Germany,  1925; 
age  84;  died  January  11,  1985; 
member  OSMA  and  AMA. 

LAWRENCE  GOLDBERG, 

MD,  Cincinnati;  University  of 
Michigan,  Ann  Arbor,  Michigan, 
1931;  age  78;  died  February  5, 
1985;  member  OSMA  and  AMA. 

WALTER  HEYMAN,  MD, 

Cleveland;  University  of  Kiel 
Schieswig,  Holstein,  Germany, 
1925;  age  83;  died  January  24, 
1985;  member  OSMA  and  AMA. 


SIDNEY  LARSON,  MD, 

Canton;  University  of  Manitoba, 
Winnipeg,  1929;  age  83;  died 
February  24,  1985;  member 
OSMA  and  AMA. 

ANTHONY  MINELLI,  MD, 
Cleveland;  Hahnemann  Medical 
College,  Philadelphia, 
Pennsylvania,  1940;  age  73;  died 
February  17,  1985;  member 
OSMA  and  AMA. 

CECIL  A.  RAYMOND,  MD, 
Sun  City,  Arizona;  University  of 
Western  Ontario,  London, 

Ontario,  1924;  age  87;  died 
February  8,  1985;  member  OSMA 
and  AMA. 

OSCAR  C.  REYES,  MD, 

Cleveland;  University  Santo 
Tomas,  Manila  Philippines,  1952; 
age  59;  died  February  10,  1985; 
member  OSMA  and  AMA. 

RALPH  SNIDER,  MD, 

Dayton;  Loma  Linda  University, 
Los  Angeles,  California,  1955;  age 
56;  died  February  10,  1985; 
member  OSMA  and  AMA. 


The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact: 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


There’s  more  to  Life 
than  “Good  Health’’! 

• Experience  the  exhilaration  and  fun  of 
sailing  and  share  it  with  your  family 
and  friends! 

• Enjoy  the  pride  and  prestige  of  own- 
ing a fine  sailing  yacht! 

• Enjoy  cruising  the  Great  Lakes,  the 
Caribbean  or  the  waters  and  islands 
of  the  East  Coast  and  Florida! 

• Offset  the  cost  of  ownership  with 
charter  income,  appreciation  and  tax 
advantages! 


Charter  Purchase  Plans . . . 

Lake  Erie  Sailboats,  Inc.  and  Allied 
Yacht  Charters  offers  the  most  sensible 
charter  purchase  plan. 

• Valuable  tax  advantages 

• Charter  income 

• Expert  yacht  management 

• National  advertising 

• Unlimited  use  by  owner 

• A program  tailored  to  each  owner 

• Most  economical  way  to  own  a sailing 
yacht 

• Capital  appreciation 

• High  quality  sailing  yacht 

• One  of  the  nation’s  largest  and  most 
successful  programs 


Take  Erie 
<§ailboats  Inc. 

Dealer  for  Ericson  Yachts  & The 
Kaufman  47.  Brokers  for  Hinckley  & 
other  fine  yachts. 

3409  E.  Liberty  Ave. 
Vermilion,  Ohio  44089 
216-967-2055 


NAME. 


ADDRESS_ 


CITY. 


STATE. 


ZIP. 


PHONE  ( )_ 
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Classified  Advertising 


Employment 

Opportunities 

ANTERIOR  SEGMENT  FELLOWSHIP 

in  busy  private  practice  associated  with 
Medical  College.  Intraocular  Lens  Im- 
plantation, including  posterior  chamber 
and  anterior  chamber  lenses.  Extracapsu- 
lar  and  Phacoemulsification  techniques. 
Argon  & Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objec- 
tives to  Box  No.  37,  c/o  Ohio  State  Medi- 
cal Journal,  600  S.  High  St.,  Columbus, 
OH  43215. 

DALLAS/FORT  WORTH 
NEEDS  PHYSICIANS 
Full-time  physician  positions  for  general 
practice/internal  medicine  clinics.  Part- 
nership available  in  one  year.  Excellent 
opportunity.  Write  or  call:  S.K. 
Kechejian,  MD,  609  S.  Main  St.,  Dun- 
canville, TX  75116,  (214)  780-0093. 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 

caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 


ENT  PHYSICIAN  — General  ENT 
physician  with  some  primary  facial  sur- 
gery and  reconstructive  experience.  Will 
be  joining  ENT  group  in  well  established 
prepaid  health  plan,  located  in  Southern 
California.  Guaranteed  salary  and  bene- 
fits to  start.  Board  certification  or  eligibil- 
ity required.  For  information,  call  Luann 
Ellis  toll-free  at  1-800-446-2255,  in 
California  call  1-800-336-2255.  FHP  Pro- 
fessional Staffing,  400  Oceangate  Blvd., 
Ste.  1317,  Long  Beach,  CA  90802.  For 
opportunities  in  Utah  call  Maryalys  Poul- 
son  collect  at  801-355-1234. 

EXCEPTIONAL  OPPORTUNITY  FOR 
BOARD  ELIGIBLE/BOARD  CERTI- 
FIED EMERGENCY  PHYSICIAN  with 
top  credentials,  clinical  skills,  and  person- 
ality. Must  be  willing  to  relocate.  Stable, 
independent  group  offers  starting  salary 
of  $120,000  plus  benefits.  Please  submit 
CV  to  Box  No.  52,  c/o  Ohio  State  Medi- 
cal Journal,  600  South  High  Street,  Co- 
lumbus, OH  43215. 

FAMILY  PRACTICE  CLINIC  — 
EASTERN  OHIO:  Need  board  eligible/ 
certified  family  practitioners  to  join  well 
established  medical  practice  in  small  east- 
ern Ohio  community.  Guaranteed,  com- 
petitive salary  and  vacation.  Contact:  Vil- 
lage Medical  Clinic,  1814  Enslee  Road, 
Coshocton,  Ohio  43812  or  call  614/622- 
7497  after  7:00  P.M. 

FAMILY  PRACTITIONER  — Out  pa- 
tient care  full-time  position  available  for 
residency  trained,  board  eligible/board 
certified  family  practitioner  interested  in 
a position  involving  out-patient  care. 
Pediatrics,  Pre-Natal  Care,  Adult  medi- 
cine, Orthopedics  and  minor  surgery 
responsibilities  are  available.  For  infor- 
mation, call  Donald  B.  Dawson,  Director 
of  Physician  Staffing,  toll-free  at  1-800- 
446-2255,  in  California  call  1-800-336- 
2255.  FHP  Professional  Staffing,  400 
Oceangate  Blvd.,  Ste.  1317,  Long  Beach, 
CA  90802.  For  opportunities  in  Utah  call 
Maryalys  Poulson  collect  at  801-355- 
1234. 

FAMILY  PRACTITIONER  — Full-time 
position  available  for  residency  trained, 
board  eligible/board  certified  family 
practitioners  interested  in  practicing  in  a 
comprehensive  care  environment.  Out- 
patient care  and  in-hospital  responsibil- 
ities are  offered  in  a growing  family  prac- 
tice organization.  Administrative  oppor- 


Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we’re  able  to 
expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us,  the  oriental  rug  professionals.  And  you’ll  love  your  new  rug,  and 
Menendian,  for  a lifetime. 


Menendian 


1090  W.  Fifth  Ave.  • 294-3345 

Mon.-Fri.  9 a. m. -5:30  p.m. 

Thurs.  9 a.m.-9  p.m.,  Sat.  10  a. m. -4:30  p.m. 
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tunities  also  available.  For  information, 
call  Donald  B.  Dawson,  Director  of 
Physician  Staffing,  toll-free  at  1-800-446- 
2255,  in  California  call  1-800-336-2255. 
FHP  Professional  Staffing,  400  Ocean- 
gate  Blvd.,  Ste.  1317,  Long  Beach,  CA 
90802.  For  opportunities  in  Utah,  call 
Maryalys  Poulson  collect  at  801-355- 
1234. 

FLORIDA,  Tampa  Bay/St.  Petersburg: 

U.S.  medical  school  and  residency  trained 
desirable.  Minimum  two  year  emergency 
department  experience.  Salary  $90,000/ 
year  (48-hour  week)  and  up.  Bonus  based 
on  productivity.  Administrative  skills  de- 
sirable. No  llpm-7am  shifts.  Four  clinics 
operating  and  expanding.  A full-  or  part- 
time  physician  to  join  MD-owned  and 
MD-managed  ambulatory  care  center  or- 
ganization. Call  (813)  875-2091,  Kenneth 
Kreye,  MD,  F.A.C.E.P. 

GENERAL  SURGEON  — Surgeon  to 
join  an  established  group  of  surgeons  in 
Southern  California.  HMO  setting  with 
good  support  staff  and  excellent  cross 
coverage  for  associates.  Vascular  surgery 
capabilities  are  desired.  Guaranteed  in- 
come and  benefits.  For  information,  call 
Donald  B.  Dawson,  Director  of  Physician 
Staffing,  toll-free  at  1-800-446-2255,  in 
California  call  1-800-336-2255.  FHP  Pro- 
fessional Staffing,  400  Oceangate  Blvd., 
Ste.  1317,  Long  Beach,  CA  90802.  For 
opportunities  in  Utah  call  Maryalys  Poul- 
son collect  at  801-355-1234. 

HOUSE  PHYSICIANS  — Full  and  part 
time  positions.  Must  have  a minimum  of 
2 years  residency  either  in  Internal  Medi- 
cine, Surgery  or  Family  Practice.  Current 
ACLS  certification  and  Ohio  license  is 
required.  Call  or  submit  resume  to: 

Dr.  Benjamin  Dy 

St.  Francis-St.  George  Hospital,  Inc. 

3131  Queen  City  Avenue 

Cincinnati,  OH  45238 

(513)  389-5252 

INTERNIST  — Board  certified  to  join 
busy  practice  in  Northeastern  Ohio. 
Excellent  opportunity  for  ambitious  inter- 
nist. Competitive  salary  and  fringe  bene- 
fits. Position  available  7/85.  Call  216/ 
282-4530. 

NEUROLOGIST  — Wanted  board  eligi- 
ble/certified neurologist  to  join  a growing 
neurology  practice  in  a well-established, 
pre-paid  health  plan  located  in  Southern 


Advertising  Representative 
Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


California.  A busy  and  varied  referral 
practice  is  assured.  Experience  with  EMG 
and  EEG  is  required.  Re-location  assist- 
ance and  other  benefits  offered.  Call  now 
for  further  details.  Donald  B.  Dawson, 
Director  of  Physician  Staffing,  toll-free 
at  1-800-446-2255,  in  California  call 
1-800-336-2255.  FHP  Professional  Staff- 
ing, 400  Oceangate  Blvd.,  Ste.  1317,  Long 
Beach,  CA  90802.  For  opportunities  in 
Utah  call  Maryalys  Poulson  collect  at 
1-801-355-1234. 

OHIO,  NORTHEAST:  Full  time  emer- 
gency medicine  opportunity  available  in 
early  1985.  Modern  ED  with  moderate 
patient  volume.  Competitive  rates,  flex- 
ible scheduling  and  malpractice  insurance 
provided.  For  more  information  contact: 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 

ORTHOPEDIC  SURGEON 

An  excellent  opportunity  is  available  for 
two  orthopedic  surgeons  to  join  a pro- 
gressive medical  group  in  Central  Min- 
nesota. The  community  serves  a popula- 
tion base  of  225,000  individuals  and  is  an 
excellent  base  for  an  orthopedic  surgeon. 
St.  Cloud,  Minnesota  is  the  hub  of  the 
state  and  is  home  to  three  major  colleges. 
It  is  geographically  located  to  provide 
quick  access  to  the  metropolitan  Twin 
Cities  area.  The  St.  Cloud  Community 
has  a 500-bed  hospital  with  all  the  latest 
medical  and  technological  advancements 
to  assist  the  practicing  orthopedic  sur- 
geon. 

If  interested  in  this  excellent  opportu- 
nity, please  call  collect  either  Dr.  LaRue 
Dahlquist,  President,  and/or  Daryl 
Mathews,  Administrator,  at  612/251- 
8181  and/or  send  curriculum  vitae  to  St. 
Cloud  Medical  Group,  1301  West  St. 
Germain  Street,  St.  Cloud,  Minnesota 
56301. 


PARTNERS  WANTED 

General  surgeon-BE/BC  to  share  in  busy, 
private,  established  practice  in  Cleveland, 
Ohio.  Please  send  curriculum  vitae  to  Box 
278,  15519  Detroit  Avenue,  Cleveland, 
Ohio  44107. 


Next  month 
place  your  classified 
ad  here 


PHYSICIANS,  HEALTH  SERVICE 

Two  physicians  needed.  Excellent  oppor- 
tunity for  physicians  who  are  board  eligi- 
ble or  board  certified  in  family  medicine, 
internal  medicine,  or  pediatrics,  to  prac- 
tice in  an  accredited  multi-specialty  uni- 
versity health  service.  Must  have  doctor 
of  medicine  degree  and  license  to  practice 
medicine  in  the  state  of  Ohio.  Compre- 
hensive fringe  benefits,  excellent  facilities, 
and  competitive  earnings.  Contact  D.I. 
Charles,  MD,  Director,  The  Ohio  State 
University  Health  Service,  1875  Millikin 
Road,  Columbus,  OH  43210.  (614)  422- 
8606.  An  Equal  Opportunity/ Affirmative 
Action  Employer. 

PHYSICIAN  WANTED:  Established 
convenient  care  facility  in  Midwestern 
community.  Experience  in  family  practice 
or  emergency  medicine.  Competitive  sal- 
ary and  benefits.  Flexible  schedule.  Reply 
to:  INDM,  Box  1631,  Marion,  IN  46952. 

PHYSICIAN/MEDICAL  DIRECTOR 

needed  for  freestanding  urgent  care  center 
in  the  Akron  area.  Would  prefer  family 
practice,  emergency  medicine  or  internal 
medicine  specialists  with  Emergency 
Room  Training.  Send  CV  to  Box  No.  58, 
c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio 
43215. 

POSITION  AVAILABLE  FOR  A 
BOARD  CERTIFIED  FAMILY  PHYSI- 
CIAN to  serve  as  clinical  associate  direc- 
tor. Obstetrical  skills  preferred.  Progres- 
sive family  practice  residency  program  in 
existence  for  14  years.  507  bed  commun- 
ity hospital  associated  with  Northeastern 
Ohio  Universities  College  of  Medicine. 
Competitive  salary  and  benefits.  Contact 
Mrs.  Carla  Kachmar,  Director,  Medical 
Staff  Relations,  Akron  General  Medical 
Center,  400  Wabash  Avenue,  Akron, 
Ohio  44307  (216)  384-6553. 

PULMONARY  SPECIALIST  OR 
GASTROENTEROLOGIST 

Immediate  opening  for  board  eligi- 
ble/certified specialists  with  strong  in- 
terest in  general  medicine  in  addition  to 
specialty  work.  Wanted  to  join  an 
established  general  interest  in  a northern 
Ohio  city  with  population  25,000.  The 
area  is  serviced  by  a newly  expanded  and 
remodeled  100-bed  hospital.  The  town  is 
very  culturally  oriented  with  two  small 
universities  and  a local  theater  company. 
In  addition  it  is  only  one  hour’s  drive 
from  a major  city.  This  is  an  excellent  op- 
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portunity  for  a young  doctor  who  is  look- 
ing for  a nice  area  in  which  to  raise  a 
family.  Please  send  CV  to  Box  No.  59, 
c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio 
43215. 

SOUTHERN  CALIFORNIA 

Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for 
our  facilities  in  Los  Angeles  and  Orange 
Counties.  Located  in  close  proximity  to 
major  teaching  centers,  we  offer  the 
opportunity  for  continued  professional 
development  and  rewarding  clinical  prac- 
tice. Excellent  compensation  and  benefits 
including  paid  malpractice,  life,  disabil- 
ity, medical  and  dental  coverage,  paid 
vacations,  sick  leave,  educational  leave 
and  retirement  plan.  Please  send  C.V.  to: 
Director/Physician  Recruitment 
CIGNA  Healthplans  of  California 
700  N.  Brand  Blvd.,  Suite  500-40 
Glendale,  CA  91203 

THE  TROY-MIAMI  COUNTY  DE- 
PARTMENT OF  HEALTH  will  be  in 
need  of  a health  commissioner  to  start  on 
or  before  July  1,  1985.  A physician  is  pre- 
ferred. Replies  may  be  sent  to  Charles  M. 
Oxley,  MD,  Health  Commissioner,  Troy- 
Miami  County  Department  of  Health, 
P.O.  Box  677,  Troy,  Ohio  45373. 

TOLEDO:  Family  physician  to  assume 
practice  at  hospital  affiliated  clinic  in 
southeastern  suburban  community.  Ex- 
cellent guaranteed  start-up  salary  and 
lease  arrangement.  Contact:  Emergency 
Consultants,  Inc.,  2240  South  Airport 
Road,  Room  26,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1- 
800-632-3496. 

WESTSIDE  CLEVELAND  HOSPITAL 

has  openings  for  House  Staff  physicians 
in  family  practice,  internal  medicine  be- 
ginning July  1,  1985.  House  staff  are  eligi- 
ble to  establish  private  practices  in  hos- 
pital’s medical  office  building.  Apply  to 
Box  No.  57,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
Ohio  43215. 


Equipment 


ELECTROPEDIC  ADJUSTABLE 
BEDS  at  Vi  price.  Finest  quality,  mattress 
guarantee.  Twins,  fulls,  queens,  kings.  10 
day  shipping.  Call  Lloyd  mornings  213- 
277-8210. 


Practice  for  Sale 

FAMILY  PRACTICE/INTERNAL 
MEDICINE  — Busy  family  practice  for 
sale  in  beautiful  Scottsdale,  Arizona.  Nice 
climate,  population  growth  tremendous, 
employment  is  great!  Not  a heavy  indus- 
trial private  practice.  Middle  income  pa- 
tients. Ideal  for  an  independent  practi- 
tioner. Office  equipped  with  Holter 
Monitor  Scanner,  stress  EKG,  computer 
and  more.  This  physician  is  retiring.  Call 
Kathie  collect  evenings  — 602-840-6244. 


FOR  SALE:  Internal  medicine  practice. 
North  Central  Ohio.  Retiring.  Will  intro- 
duce. Marvelous  opportunity.  Reply  to 
Box  No.  54,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
Ohio  43215. 


GROWING  FAMILY  PRACTICE  for 

sale  by  physician  leaving  for  career 
change.  Suburban  location  east  of  Cleve- 
land with  highest  per-family  income  in 
Ohio.  Flexible  financing,  available  to 
BC/BE  family  physician  or  group.  Reply 
to  Box  No.  55,  c/o  Ohio  State  Medical 
Journal,  600  S.  High  Street,  Columbus, 
OH  43215. 


PRACTICE  FOR  SALE:  Orthopedic 
practice  in  a growing  area  of  Northwest 
Ohio,  well  established  with  own  large  of- 
fice, physio-therapy  and  x-ray.  Excellent 
records.  Owner  planning  to  retire.  Land 
contract  or  other  flexible  financing.  Reply 
to  Box  No.  56,  c/o  Ohio  State  Medical 
Journal,  600  S.  High  St.,  Columbus,  OH 
43215. 


Real  Estate 


VACATION  RENTAL:  Hilton  Head, 
Palmetto  Dunes  Resort;  2088  sq.  ft., 
poolside  villa,  sleeps  6,  fireplace,  wet  bar, 
short  walk  to  private  beach,  tennis,  golf. 
Owner  Rates.  (606)  269-9448. 


Seminars 


SEMINARS  — HILTON  ISLAND: 

Weekly  business  management  seminars. 
Accredited,  live  presentations.  Keynote 
lecture  by  Eliot  Janeway.  Spring,  Sum- 
mer and  Fall  sessions  at  Sea  Pines  Planta- 
tion. 1-800-542-5428. 


Services 


DOCTOR,  YOU  CAN’T  BEAT  THE 
QUALITY  OR  THE  PRICE! 
HOLTER  MONITOR  SCANNING 
SERVICE,  Physician  owned,  trained 
and  supervised.  Now  using  UP  Service 
for  faster  turnaround  time.  No  con- 
tracts to  sign.  We  can  arrange  for 
lease/purchase  of  Holter  equipment. 
New  dual  channel  recorders, 
$1,550.00.  DCG  Interpretation  (313) 
879-8860. 


Holter  Monitor  Scan  Service 

Scanning  for  cartridge,  cassette  or  reel- 
to-reel  recorders.  Quality  reports  by 
qualified  technicians  and  cardiologists. 
$35.00  for  scanned  report,  postage  and 
mailers.  Cardiologist  interpretation 
available.  For  more  information  call 
Advance  Medical  and  Research  Center 
1-800-552-6753. 


PHYSICIANS/STAFF  PHYSICIANS 
HAVE  YOU  NOTICED  THE  COM- 
PETITION among  hospitals  and  health 
care  providers?  It  does  or  will  affect  you! 
Your  or  your  hospital’s  only  solution  will 
be  affective  strategic  planning  and 
marketing.  Don’t  delay.  Call  or  write  now 
for  more  information.  R.J.  Howard, 
Health  Care  Marketing  Consultant,  1652 
TR  159,  Dunkirk,  OH  45836.  (418) 
759-2410. 
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Valium®  (diazepam/Roche)  (£  Tablets 
Valrelease®  (diazepam/Roche)  (£ 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  <g 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal:  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology:  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-mart  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures;  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use.  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  ana  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute for  each  5 mg  (1  ml)  given ; do  not 
use  small  veins,  i.e. , dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V., 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e.,  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2Vi  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mg  b.i.d.  to  q.i.d.;  or  1 or  2 Valrelease  cap- 
sules ( 15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets,  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mg  b.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2V2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2Vi  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 
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mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
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(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml)  given.  Do  not  use 
small  veins,  i.e..  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not  feasi- 
ble to  administer  Valium  directly  I.V.,  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V. , and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V. , repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults,  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
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lar status.  Infants  (over  30  days)  and  children 
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10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
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Management  of  Overdosage:  Manifestations 
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Ex  vivo  animal  brain  studies  demonstrate: 

Rapidly  bound  and  unbound 


Hignest  concentrations  ot 
occupied  binding  sites  afte 
Vaiium  i.V.  administration 
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The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 
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Indications:  Relief  of  moderafe  to  severe  depression  associated 
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Contraindications:  Known  hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants.  Do  not  use  with  monoamine 
oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinua- 
tion ot  MAO  inhibitors  since  hyperpyretic  crises,  severe  convul- 
sions and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal 
response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary 
retention  or  angle-closure  glaucoma.  Severe  constipation  may 
occur  in  patients  taking  tricyclic  antidepressants  and  anticholi- 
nergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduc- 
tion time  reported  with  use  of  tricyclic  antidepressants,  espe- 
cially high  doses.  Myocardial  infarction  and  stroke  reported 
with  use  of  this  class  of  drugs.)  Caution  patients  about  possi- 
ble combined  effects  with  alcohol  and  other  CNS  depressants 
and  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.a,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  the  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 

Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiaz- 
epoxide  have  been  reported  rarely,  use  caution  in  administer- 
ing Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinua- 
tion of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline;  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of 
seizures,  in  hyperthyroid  patients  or  those  on  thyroid  medica- 
tion, and  in  patients  with  impaired  renal  or  hepatic  function. 
Because  of  the  possibility  of  suicide  in  depressed  patients,  do 
not  permit  easy  access  to  large  quantities  in  these  patients. 
Periodic  liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment.  Amitriptyline  component 
may  block  action  of  guanethidine  or  similar  antihypertensives. 
Concomitant  use  with  other  psychotropic  drugs  has  not  been 
evaluated;  sedative  effects  may  be  additive.  Discontinue  sev- 
eral days  before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during  the  nursing 
period.  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associ- 
ated with  either  component  alone:  drowsiness,  dry  mouth, 
constipation,  blurred  vision,  dizziness  and  bloating.  Less  fre- 
quently occurring  reactions  include  vivid  dreams,  impotence, 
tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restless- 
ness and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with 
Limbitrol  but  requiring  consideration  because  they  have  been 
reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpi- 
tations, myocardial  infarction,  arrhythmias,  heart  block,  stroke. 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delu- 
sions, hallucinations,  hypomania  and  increased  or  decreased 
libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and 
paresthesias  of  the  extremities,  extrapyramidal  symptoms,  syn- 
cope, changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus, 
urinary  retention,  dilatation  ot  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face 
and  tongue,  pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulo- 
cytosis, eosinophilia,  purpura,  thrombocytopenia 
Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anor- 
exia, stomatitis,  peculiar  taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male, 
breast  enlargement,  galactorrhea  and  minor  menstrual  irregu- 
larities in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hor- 
mone) secretion. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  jaundice,  alopecia,  parotid 
swelling. 

Overdosage:  Immediately  hospitalize  patient  suspected  of  hav- 
ing taken  an  overdose  Treatment  is  symptomatic  and  suppor- 
tive. I V.  administration  of  1 to  3 mg  physostigmine  salicylate 
has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poi- 
soning See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and 
patient  response.  Reduce  to  smallest  effective  dosage  when 
satisfactory  response  is  obtained.  Larger  portion  of  doily  dose 
may  be  taken  at  bedtime.  Single  h.s  dose  may  suffice  for 
some  patients  Lower  dosages  are  recommended  for  the 
elderly. 

limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or 
four  tablets  daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required.  Limbitrol  Tablets, 
initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film- 
coated,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue, 
film-coated,  each  containing  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) — bottles  of 
100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription 
Paks  of  50 
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From  the  Editor’s  Desk 


Morals 


Hippocrates  had  it  easy. 

When  he  sat  down  to  pen  his 
words  of  wisdom  on  the  proper 
ethical  conduct  for  physicians, 
there  were  no  Baby  Does  or  Baby 
Faes  to  cloud  the  issue.  Barney 
Clark  wasn’t  even  a glimmer  in 
someone’s  eye,  and  the  only  one 
choosing  to  drink  hemlock  in  his 
day  was  Socrates  — and  that 
wasn’t  because  his  life  had  been  so 
technologically  extended  that  he 
was  forced  to  weigh  quality  versus 
quantity  of  years. 

No,  in  Hippocrates’s  day,  a 
doctor  took  care  of  patients, 
period.  No  questions  asked.  If  a 
life  could  be  saved,  it  was  saved, 
and  the  good  physician  didn’t 
have  to  worry  about  enthanasia, 
abortion  or  other  such  indelicate 
matters. 

But  times  change.  The 
Hippocratic  Oath  may  not  be 
outdated  yet,  but  it’s  showing 
signs  of  wear  and  tear  as 
technology  continues  to  leap 
ahead,  raising  new,  ethical 
questions.  Beliefs  and  lifestyles 
also  change,  bringing  with  their 
metamorphosis  a brand-new 
standard  of  morals  for  physicians 
to  consider. 

For  example,  if  technology 
makes  the  creation  of  life  in  a test 
tube  possible,  should  physicians 
follow  through  — play  God,  as  it 
were?  Where  is  the  line  drawn? 

Should  we  amputate  the  leg  of  a 
95 -year-old  man  threatened  with 
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gangrene  because  new  surgical 
techniques  have  made  it  safe  to  do 
so?  Should  we  be  implanting 
artificial  hearts,  transplanting 
organs  (especially  from  animal  to 
human),  and  — should  any  of 
these  medical  experiments  fail  to 
do  what  we  thought  they  would  — 
blame  someone  and  attempt  to 
assess  proper  compensatory 
damages,  even  if  that  means 
assigning  a dollar  value  to  human 
life? 

These  are  questions  Hippocrates 
probably  never  thought  about  — 
even  dreamed  about  — yet  these 
are  questions  which  face  today’s 
physicians  more  and  more 
frequently. 

This  month,  the  Journal  takes  a 
look  at  the  morals  and  ethics  of 
medicine.  It’s  something  we’ve 
attempted  to  do  here  and  there,  as 
the  occasion  warrants,  but  this 
time  we  focus  right  in  on  some  of 
the  most  difficult  issues  facing 
medicine  today. 

Cleveland  neurologist  Robert 
White,  MD,  who  spends  part  of 
his  time  sitting  on  a committee 
which  advises  the  Pope  on  ethical 
matters,  begins  by  examining  the 
subject  of  human  experimentation. 
Were  Barney  Clark  and  Baby  Fae 
simply  the  subject  of  some 
ghoulish  experiment,  performed 
“in  the  name  of  science,”  or  did 
they  serve  as  pioneers,  bringing 
technology  and  medicine  another 
step  ahead? 


Man’s  lengthened  life 
expectancy  has  also  raised  a 
plethora  of  ethical  questions.  Now 
that  man  can  live  longer,  should 
he?  When,  and  how  does  a doctor 
decide,  to  pull  the  plug? 

And  what  should  a physician  do 
when  cries  of  help  reach  out  to 
him  or  her  from  halfway  across 
the  globe?  Is  it  his  or  her  duty  to 
respond?  Whose  responsibility  is 
world  health,  anyway? 

Finally,  we  take  a look  at  the 
placing  of  value  on  human  life.  In 
Hippocrates’s  day,  life  was 
priceless.  It  is  not  less  so  today, 
but  modern  litigation  is  forcing  us 
to  attach  a dollar  sign  when 
tragedy  — and  death  or  injury  — 
strikes.  How  much  that  figure 
should  be  and  how  it  is  being 
derived  are  issues  that  we  examine 
here. 

There  are  no  easy  answers 
contained  within  these  pages.  All 
we  do  is  take  a good,  hard  look  at 
the  questions  so  that  you  might 
better  understand  the  moral  and 
ethical  implications  that  are  raised 
in  the  asking.  If  it  makes  you 
think,  we’ve  accomplished  our 
purpose.  But  of  course,  if 
Hippocrates  were  alive,  he’d 
probably  be  drafting  a whole  new 
code.  — Karen  S.  Edwards 


June  1985 


371 


The  ultimate  in  Health-Care  Data  Management . . . 

“listen  to  the  experts.” 


AUTOMED  is  Medical  Data  Systems'  proven 
full-service  Data  Management  System  for  Physi- 
cians, Group  Practices,  Clinics,  Hospital  Out- 
Patient  Clinics,  Urgent-Care  Centers,  Nursing  and 
Rehabilitation  Centers,  PPO's  and  HMO's. 

The  PLUS  is  IBM®  PC-the  computer  that  is 
designed  to  accomodate  the  future.  As  an  IBM 
Authorized  Value  Added  Dealer,  the  IBM  PC- 
XT/AT  you  buy  from  us  is  customized  for  health- 
care data  management.  And,  it  comes  with  our 
experience  and  service  to  assure  complete 
satisfaction  and  value. 

We  have  been  the  experts  in  health- 
care management  for  over  16  years. 


providing  over  lOOO  physicians  in  a five  state 
area  with  reliable,  cost-effective  services. 

AUTOMED  PLUS  is  the  complete  state-of-the 
art  system  for  patient  billing,  insurance  (direct 
to  the  carrier),  analysis  and  productivity  reports, 
accounting,  medical  records,  research,  patient 
recall,  word  processing  and  communications, 
including  access  to  AMA  and  the  other  dial-in 
data  base  information  services. 

For  a no-cost,  no-obligation  customized  pro- 
posal based  on  a detailed 
analysis  of  your  office  proce- 
dures... give  us  a call. 


MEDICAL  DATA  SYSTEMS  CORPORATION 


20033  DETROIT  RD. 


ROCKY  RIVER,  OHIO  44116 


21  6/333-5454  TOTAL  BECALL/MNTBOL 


IBM  is  the  registered  trademark  of  International  Business  Machines  Corp. 


STATE 


-Ohio 
Medical 
Journal 


(ISSN  0030-1124) 


FEATURES 


Human  Experimentation.  Is  It  Ethical? 387 

Robert  J.  White,  MD,  PhD 

Placing  a Value  on  Human  Life 393 

Karen  S.  Edwards 


393. 


Ethics  and  the  Elderly  — Care  at  What  Cost? 400 

Susan  Porter 

World  Health.  Who  Is  Responsible? 411 

Karen  S.  Edwards 


CLINICAL  AND  SCIENTIFIC: 

Pericarditis  Associated  with  Crohn’s  Disease 429 

William  A.  Price,  MD 
David  A.  Hoffman,  DO 
Larry  Woods,  DO 
Frederick  E.  Wondisford,  MD 
Samuel  Zlotnick,  MD 

Carbon  Dioxide  Laser  Treatment  of  Cervical 432 

Intraepithelial  Neoplasia 

Jack  M.  Lomano,  MD 


DEPARTMENTS 


400. 


Journal  Advertisers 370 

From  the  Editor’s  Desk 371 

Journal  Manuscript  Guidelines 374 

Second  Opinion  375 

News  Digest 376 

Ohio  Medi-scene 379 

Essay 417 

Ask  the  Ombudsman 421 

Obituaries 422 

Clinical  Corner 425 

Classified  Advertising 436 

Colleagues  in  the  News 440 


OUR  COVER 

Our  cover  photo  was  taken  by  freelance  artist-photographer  Larry  Hamill. 


Copyright  1985.  The  Ohio  State  Medical  Association.  All  material  subject  to  this  copyright  may  be  photocopied  for  the  noncom- 
mercial purpose  of  scientific  or  educational  advancement. 


June  1985 


373 


OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  J.  Lucas,  M.D. 

2905  Burnet  Avenue 
Cincinnati,  Ohio  45202 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Avenue 
Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
John  S.  Devany,  M.D. 

2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

J.  James  Anderson,  M.D. 

5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  M.D. 

1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

John  F.  Kroner,  Jr.,  M.D. 

Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Thomas  P.  Price,  Jr.,  M.D. 

Holzer  Medical  Clinic 
385  Jackson  Pike 
Gallipolis,  Ohio  45631 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  M.D. 

1100  Morse  Road 
Columbus,  Ohio  43229 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 
D.  Ross  Irons,  M.D. 

813  Northwest  Street 
Bellevue,  Ohio  44811 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Joseph  L.  Kloss,  M.D. 

185  W.  Cedar  St.,  Akron,  Ohio  44307 
Portage  and  Summit 


OSMA  OFFICERS 

President 

HERMAN  I.  ABROMOWITZ,  M.D. 
226  Troy  Street 
Dayton,  Ohio  45404 
President-Elect 
JOHN  E.  ALBERS,  M.D. 

2350  Auburn  Avenue 
Cincinnati,  Ohio  45219 
Past  President 

A.  BURTON  PAYNE,  M.D. 

411  Center  Street 
Ironton,  Ohio  45638 
Secretary-Treasurer 
JOSEPH  SUDIMACK,  JR.,  M.D. 

LTV  Steel  Company 
1040  Pine  Avenue,  SE 
P.O.  Box  1550 
Warren,  Ohio  44482 

EDITORIAL  STAFF 

Executive  Director 

Herbert  E.  Gillen 

Director,  Department  of  Communications 
Carol  Wright  Mullinax 
Executive  Editor 
Karen  S.  Edwards 
Associate  Editor 
Susan  Porter 
Production  Assistant 
Corene  W.  Davis 
Editorial  Assistant 
Deborah  Athy 
Staff  Writer 
Doug  Evans 

Journal  Editorial  Advisory  Board 
Frederick  H.  Davidorf,  M.D. 
Chairman 
Columbus,  Ohio 
Craig  Burkhart,  M.D. 

Toledo,  Ohio 

Daniel  Deutschman,  M.D. 

Cleveland,  Ohio 
Charles  L.  Heaton,  M.D. 

Cincinnati,  Ohio 
William  J.  Marshall,  M.D. 

Dayton,  Ohio 
Warren  W.  Smith,  M.D. 

Columbus,  Ohio 
Frank  Weinstock,  M.D. 

Canton,  Ohio 
Gene  E.  Wright,  M.D. 

Lima,  Ohio 

Contributing  Editors 

Jerry  J.  Campbell,  Robert  D.  Clinger,  Cather- 
ine M.  Costello,  J.D.,  Gail  E.  Dodson,  William 
E.  Fry,  Herbert  E.  Gillen,  Vickey  McVay,  D. 
Brent  Mulgrew,  J.D.,  Carol  W.  Mullinax,  Kent 
Studebaker,  David  C.  Torrens,  Carolyn  Towner, 
and  Katherine  E.  Wisse. 

Address  AD  Correspondence,  Address  Change, 
& Reprint  Request  (unless  otherwise  noted):  Exec- 
utive Editor,  The  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio  43215. 
Phone:  614/228-6971. 

Published  monthly  under  the  direction  of  The  Council 
for  and  by  members  of  The  Ohio  State  Medical  Associa- 
tion, 600  South  High  Street,  Columbus,  Ohio  43215,  a 
scientific  society,  nonprofit  organization,  with  a definite 
membership  for  scientific  and  educational  purposes. 

1985  Subscription:  $15  per  year,  single  copy  $2  (outside 
U.S.  $20  and  $3). 

Send  address  changes  to:  The  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus,  Ohio  43215. 

Second  Class  Postage  paid  at  Columbus,  Ohio  and  at 
additional  mailing  offices. 

The  Journal  does  not  assume  responsibility  for  opinions 
expressed  by  the  essayists.  Advertisers  must  conform  to 
policies  and  regulations  established  by  The  Council  of  the 
Ohio  State  Medical  Association. 


Ohio  State  Medical 
Journal 

Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for 
publication  with  the  understanding  that  they  are  contributed 
solely  to  this  Journal.  Permission  for  subsequent  publication 
elsewhere  must  be  obtained  in  writing  from  the  Editor  and 
from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  re- 
lating to  publication  of  scientific  papers  to:  The  Consulting 
Medical  Editor,  The  Ohio  State  Medical  Journal,  600  South 
High  Street,  Columbus,  Ohio  43215. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  sub- 
mitted in  the  original  on  standard  22  x 28-cm  (8V4  x 11-inch) 
white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by 
the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES 
should  be  TYPED  DOUBLE  OR  TRIPLE  SPACED  with 
margins  of  at  least  one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should 
be  submitted  separately  from  that  text.  They  should 
be  identified  by  number  and  by  concise,  descriptive 
titles.  In  the  text,  reference  to  them  should  be  by  num- 
ber, eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs, 
drawings,  graphs,  and  tables)  will  be  submitted  to  the 
printer  for  an  estimate  of  cost.  The  Journal  will  assume  $10 
of  this  expense  and  the  author  will  be  billed  by  The  Journal 
for  the  remainder. 

(b) .  Each  illustration  should  bear  the  figure  number 
and  the  author's  name  on  the  back.  When  pertinent, 
the  top  of  the  photograph  should  be  indicated.  Do  not 
clip,  write  on  the  back  with  a hard  pencil,  or  otherwise 
mutilate  the  prints. 

(c) .  Legends  for  the  figures  should  be  written  on  sep- 
arate paper. 

(d) .  The  author  must  affirm  that  he  has  written  re- 
leases on  all  photographs  in  which  patients  can  be  iden- 
tified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract 
should  be  included  with  the  article.  It  should  cover  the  main 
point  so  that  the  reader  may  readily  obtain  the  gist  of  the 
article. 

6.  SUMMARIES.  The  summary  should  be  a concise  re- 
statement of  the  information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a 
minimum  to  conserve  space  and  expense  and  be  limited  to 
those  essential  to  the  subject  and  to  which  actual  reference 
is  made  in  the  text.  The  Editor  reserves  the  right  to  reduce 
the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their 
appearance  in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities 
of  the  Author. 

(d) .  Each  journal  reference  should  include  in  this 
order:  Author's  surname  and  initials,  title  of  article, 
name  of  journal  (abbreviated  in  accordance  with 
standard  usage),  volume  number,  inclusive  page  num- 
ber, and  year. 

"2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State 
MJ  13:24-30,  1920" 

Each  textbook  reference  should  include,  in  this  order: 
Author's  surname  and  initials,  tide  of  the  book  (capital- 
ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 

"5.  Osier  W:  Modem  Medicine,  ed  3,  Philadelphia, 
Lea  & Febiger,  1927,  vol  5,  p 66." 

8.  IDENTIFICATION  OF  PATIENTS.  Names,  initials, 
hospital  numbers,  or  any  other  identifiable  labels,  should 
not  be  used.  It  is  preferable  to  identify  patients  for  the  pur- 
pose of  publication  by  the  use  of  numbers  in  series  for  the 
study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric 
units.  English  units  should  be  given  in  parentheses  following 
the  metric  in  all  cases  where  the  measurement  was  originally 
done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance 
of  a manuscript  for  publication,  it  will  be  copy  edited  in 
conformance  with  the  editorial  standards  of  the  American 
Medical  Association,  which  The  Journal  follows.  The  copy- 
edited  manuscript  will  be  returned  to  the  Senior  Author  for 
approval.  At  that  time,  he  is  asked  to  make  all  corrections 
and  to  have  the  manuscript  retyped.  Any  changes,  other 
than  typographical  errors,  made  by  the  Author  after  the 
manuscript  is  set  in  type  will  be  billed  to  him  at  $2  per  line. 

11.  REPRINTS.  An  order  blank  for  reprints  with  a table 
covering  cost  will  be  sent  with  the  galley  proofs  to  the  Senior 
Author.  The  Journal  does  not  profit  on  reprint  orders. 

12.  EDITORIAL  ASSISTANCE.  Ms.  Deborah  Athy, 
Journal  Editorial  Assistant,  stands  ready  to  assist  the  Author 
in  preparing  his  manuscript.  For  his  own  assistance,  how- 
ever, the  Author  is  encouraged  to  consult  standard  texts 
on  medical  writing,  such  as  the  Style  Book  and  Editorial 
Manual,  prepared  by  the  Scientific  Publications  Division, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


374 


The  Ohio  State  Medical  Journal 


Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


Inflation:  Symptom  or  Disease? 


You  might  wonder  why  a 
psychiatrist  would  write  about 
inflation.  With  inflation,  we  can 
expect  increasing  economic 
instability,  and  this  generally 
results  in  greater  numbers  of 
emotional  and  mental  problems. 
Each  time  the  unemployment  rate 
rises  1.5%,  stress-related 
conditions  rise  2.5%  in  the  general 
population.  Examples  of  social 
stresses  that  may  result  include 
suicides,  mental  hospital 
admissions,  prison  admissions, 
increased  homocide,  cirrhosis  of 
the  liver,  cardiovascular  disease 
and  renal  disease.  In  addition, 
with  increased  inflation  there  are 
more  business  failures. 

So  how  is  inflation  itself  to  be 
treated?  If  we  treat  inflation  as  a 
disease,  we  may  aim  to  restrain  it 
by  targeting  such  specific  groups 
as  auto  workers,  bankers, 
physicians,  and  senior  citizens.  We 
will  regulate  interest  rates,  reduce 
social  security/medicare,  and 
lower  the  wages  of  auto  workers. 

This  will  cause  personal 
complications,  but  will  inflation  be 
influenced?  Briefly  and 
temporarily,  perhaps,  but  prices 
will  rise  again. 


By  Sheldon  Loeb,  MD 


What  more  can  we  do?  Maybe 
we  should  target  other  groups  of 
people.  But  the  weakness  of  this 
approach  is  apparent.  What  we 
have  done,  so  far,  is  cause 
unequal  deprivation,  resentment 
and  resistance  — not  cooperation. 

In  the  long  run,  any  source  that 
increases  the  quantity  of  money 
accessible  to  the  general  public  will 
increase  inflation  by  increasing 
available  cash,  increasing  demand, 
reducing  supply,  and  increasing 
cost  (inflation).  More  money 
becomes  available  through 
increased  wages,  lower  taxes,  and 
lower  interest  rates. 

Conversely,  higher  taxes,  lower 
wages,  and  higher  interest  rates 
will  cause  less  cash  to  be  available 
to  the  public,  but  will  eventually 
find  its  way  back  to  the  general 
public  through  government 
projects,  private  construction  and 
investments.  These  will  only 
increase  inflation  in  a delayed 
manner. 

Therefore,  it  appears  that 
economic  limits  need  to  be  placed 
on  every  person,  business, 
industry,  and  every  form  of 
government. 

If  targeting  doesn’t  have  a 


stable  and  long-lasting  effect  on 
inflation,  what  else  can  we  do? 
Because  inflation  is  expressed  in 
terms  of  finances,  we  can  balance 
budgets,  manipulate  interest  rates, 
discontinue  services,  and  reduce 
work  forces.  On  succeeding  at 
balancing  the  budget,  however,  we 
will  be  disappointed  to  learn  that 
though  this  will  slow  inflation,  it 
will  not  stop  it. 

If  by  now  you  have  realized  that 
the  writer  believes  that  inflation  is 
a symptom,  you  are  right. 
However,  if  inflation  is  a 
symptom,  what  is  the  disease? 

The  writer  believes  that  inflation 
is  an  outgrowth  of  cultural, 
technological  and  industrial 
progress  as  incorporated  in  the 
sum  of  human  knowledge.  At  the 
turn  of  the  century,  knowledge 
was  doubling  every  50  years, 
whereas  now  it  doubles  at  a rate 
of  every  three  to  four  years.  In 
other  words,  human  knowledge  is 
growing  by  geometrical 
proportions,  creating  such  a 
plethora  of  information  that  we 
have  outstripped  our  ability  to 
deal  with  what  is  known. 

Due  to  the  massive  number  of 
Continued  on  page  385 
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News  Digest 


a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


Malpractice  impacts  obstetrics 


American  doctors  now  pay  over 
$2  billion  a year  for  malpractice 
insurance,  according  to  a recent 
article  in  the  New  York  Times.  As 
a result,  the  nation’s  health  care 
bill  continues  to  rise  and  the 
doctor-patient  relationship,  in 
many  instances,  is  suffering. 

Among  those  specialists  hardest 
hit  are  obstetricians  who  now 
experience  16  malpractice  suits  per 
100  doctors  — up  from  five  suits 
per  100  in  1975,  according  to  the 
article.  In  addition,  the  size  of 
malpractice  awards  has  increased 
dramatically,  particularly  when 
babies  are  involved. 

Among  reasons  sited  in  the 
article:  two  decades  of  medical 
advances  in  obstetrics  which  have 
led  some  parents  to  believe  that 
the  “right”  doctor  or  technique 
can  solve  any  problem;  parents’ 
attitudes  that  if  something  goes 
wrong  during  childbirth,  someone 
should  be  held  responsible;  and 
the  fact  that  since  women  are 
having  fewer  children,  they  want 


“a  perfect  baby”  every  time.  “Yet 
it  is  inevitable  that  a percentage  of 
pregnancies  will  not  be 
successful,”  the  article  points  out. 

Perhaps  most  at  risk  are  those 
specialists  who  frequently  take 
difficult  cases.  “Chances  are 
greater  that  something  won’t  go 
right,”  says  Wayne  Lippert,  MD, 
president  of  the  Cincinnati 
Obstetrical  and  Gynecological 
Society,  in  the  article. 

A significant  number  of  ob/gyns 
may  therefore  be  abandoning 
obstetrics  and  concentrating  their 
efforts  on  gynecology  — 
particularly  the  older  and  more 
experienced  physicians  no  longer 
willing  to  take  the  risk. 

Those  who  choose  to  continue 
obstetrics  are  developing  new 
techniques  to  deal  with  the 
malpractice  problem:  ordering 
more  tests,  keeping  detailed 
records  on  every  case;  and 
warning  parents-to-be  of  the 
potential  risks  involved  in  the 
pregnancy. 


For  the  doctor  on  the  go  . . . 


The  Motherboard  Corporation 
of  Fort  Collins,  Colorado  has 
introduced  a portable, 
computerized  business  expense  and 
mileage  tracking  system  for  those 
physicians  (and  others)  who  need 
to  keep  records  to  meet  the  recent 
1985  IRS  reporting  requirements 
regarding  mixed-use  personal  and 
company-owned  vehicles. 


The  Travel  Manager  keeps  track 
of  mileage  by  the  trip,  day,  week, 
month  and  year-to-date,  and  notes 
money  spent  for  business  expense 
by  the  type  of  expense  and 
method  of  payment. 

Appointments,  reminders  and 
flight  times  can  be  entered  into  the 
system  in  advance,  and  the 
Manager’s  “Notetaker”  feature 


provides  you  with  a miniature 
word-processor  so  that  you  can 
take  notes  during  meetings,  or 
record  thoughts  and  ideas. 

The  Travel  Manager  is  available 
in  two  models.  For  more 
information,  contact:  Motherboard 
Corporation,  315  Lincoln  Court, 
Ft.  Collins,  Colorado  80524. 


376 


The  Ohio  State  Medical  Journal 


New  guide  for  adult  immunization  available 


The  American  College  of 
Physicians  has  recently  published  a 
Guide  for  Adult  Immunization,  an 
easy-reference  guide,  designed  to 
help  physicians  meet  the  vaccine 
needs  of  adult  patients.  Similar  in 
scope  to  the  pediatricians’  “Red 
Book”  — long  the  standard  guide 
to  childhood  immunization  — the 
ACP  guide  covers  current 
recommendations  for  every  vaccine 
available  for  use  in  adults. 

The  handbook  is  organized  by 
patient  age,  health  and  condition, 
as  well  as  by  individual  vaccine  so 
that  the  physician  can  turn  directly 
to  specific  recommendations  for 
each  patient.  An  immunization 
record  form  is  included  for  use  in 
keeping  patient  records. 


Contents  also  include  clinical 
issues,  future  trends,  state  vaccine 
requirements,  current  products, 
and  tables  detailing  such 
information  as  countries  with 
reported  risk  of  malaria  and 
formula  for  treatment  of  diarrheal 
disease. 

Copies  of  the  handbook  are 
available  from:  The  American 
College  of  Physicians,  Adult 
Immunization,  PO  Box 
7777-R0325,  Philadelphia,  Pa. 
19175.  Prices  are:  1-5  copies,  $10 
each;  6-20  copies,  $8  each;  21 
copies  or  more,  $6.50  each. 

Checks  should  be  made  payable  to 
the  American  College  of 
Physicians. 


Cocaine  hotline 
available  in 
northeast  Ohio 

Glenbeigh  Hospitals  in 
Cleveland,  Rock  Creek  and 
Willowick  have  just  installed  a 
cocaine  hotline  — 621 -SNOW  — 
for  use  by  physicians  and  others  in 
northeastern  Ohio.  Except  for  a 
national  service,  no  other 
emergency  telephone  system  for 
this  problem  exists  in  the  northeast 
Ohio  region.  Collect  calls  from 
neighboring  areas  are  accepted. 

Callers  — cocaine  users  or  those 
who  recognize  a problem  in  a 
patient  or  colleague  — will  receive 
assistance  in  determining  if  help  is 
indicated  and,  if  so,  how  and 
where  to  get  it.  Referral  phone 
numbers  for  suicide  prevention 
and  medical  emergencies  will  also 
be  available. 


Mulgrew  is  new  deputy  director 


D.  Brent  Mulgrew,  JD,  is  the 
new  deputy  director  and  staff 
counsel  of  the  Ohio  State  Medical 
Association.  Mulgrew,  35,  replaces 
Herbert  Gillen,  who  became 
executive  director  of  the 
association  in  May.  Gillen  replaced 
Hart  Page,  who  retired  as 
executive  director  in  May,  but  who 
will  continue  to  serve  the 
organization  as  a consultant. 

Mulgrew,  who  earned  his  AB 
with  honors  from  Bethany  College 
in  1971  and  his  master’s  degree 
from  Ohio  University  in  1971, 
graduated  from  the  Ohio  State 
University  College  of  Law  in  1974. 

He  joined  the  OSMA  in  1974  as 
the  associate  director  of  the 
Department  of  State  Legislation 
and  was  the  second  person  hired 
into  that  department. 

In  1976  he  became  the  director 
of  the  Department  of  State 
Legislation,  and  in  1978,  he  took 


charge  of  both  federal  relations 
and  state  legislation  for  the 
OSMA.  He  was  named  an 
associate  director  of  the 
association  in  1977. 

In  1981,  Mulgrew  became  the 
head  of  the  newly  created 
Department  of  Legal  Services. 
Since  then,  he  has  served  as  staff 
counsel  and  has  overseen  all  legal 
activities  and  federal  legislation 
affecting  the  association. 

Mulgrew  also  serves  as  secretary 
to  the  OSMA’s  Judicial  and 
Professional  Relations  Committee. 
He  is  on  the  board  of  directors  of 
American  Physicians  Life 
Insurance  Company,  is  president 
of  the  Ohio  Professions  Council, 
and  is  a member  of  the  Ohio 
Society  of  Association  Executives, 
along  with  the  American,  Ohio, 
and  Columbus  Bar  Associations. 

Mulgrew  and  his  wife,  Susan, 
have  one  son,  G.  Brent  Mulgrew. 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1 . PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 

Address 

City Zip 

Telephone  ( ) 

Specialty 


LOCAL  REPRESENTATIVES: 

BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 
Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  441 13 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  441 16 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-8211 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371 1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


PIE  MUTUAL  INSURANCE  COMPANY  100  Erieview  Plaza 


Cleveland,  OH  44114 
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Ohio  medi-scene 


OSMA’s  public  information  campaign  kicks  off 


One  year  ago  last  month,  the 
OSMA  House  of  Delegates 
adopted  a special  resolution  aimed 
at  educating  the  public  about  the 
numerous  changes  occurring  in  the 
health  care  delivery  system.  Of 
particular  concern  were  the 
“various  experimental  health  care 
delivery  and  financing  systems” 
that  have  been  imposed  upon  the 
public  by  government,  industry 
and  other  third-party  payers. 

According  to  the  resolution, 

“the  majority  of  our  citizens  have 
received  little  or  no  information 
about,  and  thus  lack  a thorough 
understanding  of,  these 
experimental  systems.”  Substitute 
Resolution  29-84  therefore  called 
for  the  OSMA  Department  of 
Communications  to  organize  a 
patient  and  public  information 
program,  designed  “to  provide 
information  regarding  the  effects 
of  social,  economic  and  scientific 
changes  in  the  medical  care 
system.  ...” 

As  a result,  the  Communications 
Department  kicked  off  a full- 
fledged  public  education  campaign 
at  the  1985  Annual  Meeting  in 
May,  designed  to  involve  local 
doctors  as  well  as  county  medical 
societies  in  the  public  education 
process. 

According  to  Carol  Mullinax, 
director  of  the  department,  the 
campaign  is  being  conducted  in 
two  parts.  The  first  consists  of  a 
series  of  media  advertisements  — 
four  newspaper,  two  radio  and 
one  TV  — designed  to  make  the 
public  think  and  ask  questions 
about  the  changes  going  on  in 
health  care  delivery.  Under  the 
supervision  of  the  OSMA 
Communications  Department  and 
the  OSMA  Communications 


Committee,  these  advertisements 
were  produced  with  the  aid  of 
marketing  and  advertising  experts, 
says  Mullinax,  and  are  currently 
available  for  use  by  the  county 
medical  societies. 

The  meat  of  the  campaign, 
however,  says  Mullinax,  is  a 
special  booklet  which  helps  to 
answer  many  of  the  questions 
being  posed  by  the  ads  — and  by 
patients,  in  general.  The  booklet, 
to  be  distributed  by  the  OSMA 
through  member  physicians  and 
through  a toll-free  number 
( 1 -800-MED-NE W S) , explains  in  a 
clear  and  concise  manner  how 
health  care  is  changing  and  what  it 
can  mean  to  the  consumer. 

The  booklet  covers  a number  of 
areas,  including  the  various 
alternative  delivery  systems  now 
being  offered  patients  — Health 
Maintenance  Organizations, 
Preferred  Provider  Organizations, 
etc.  — along  with  new 
mechanisms  for  financing  health 
care,  including  Diagnostic  Related 
Groups.  It  urges  patients  to  look 
not  only  at  the  cost  aspects,  but 
also  at  the  quality  of  the  care 


being  offered.  The  book  also  takes 
a look  at  the  issues  related  to 
these  alternative  delivery  and 
financing  plans:  health  care 
rationing,  two-tiered  systems  of 
health  care,  increased  competition, 
malpractice  implications,  etc.  In 
conclusion,  it  encourages  patients 
to  talk  to  their  doctors  before 
making  any  changes  in  health  care 
coverage. 

According  to  Mullinax,  a key 
component  of  the  campaign  is  that 
physicians  themselves  understand 
the  issues  so  they  can  be  better 
prepared  to  answer  the  many 
questions  their  patients  are  posing. 

She  and  other  OSMA  staff 
members  will  be  visiting  the 
various  county  medical  societies 
throughout  the  summer,  explaining 
the  campaign  in  greater  detail  and 
displaying  the  advertisements  that 
can  be  placed  in  the  local  media 
through  the  county  medical 
societies. 

Anyone  wishing  further 
information  about  the  public 
information  campaign  can  contact 
her  at  (614)  228-6971. 

— Susan  Porter 
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Ohio  medi-scene  . . . continued 


Incorporating  in  Ohio:  things  you  should  know 


As  members  of  the  professional 
community,  you  are  interested  in 
the  business  organization  options 
that  are  available  to  you.  One 
such  option  is  incorporation  as  a 
professional  association. 

A professional  association,  or 
corporation,  is  an  association 
organized  for  the  sole  purpose  of 
rendering  a specific  professional 
service.  A professional  person  or  a 
group  of  individuals  of  the  same 
profession  who  wish  to  form  a 
professional  corporation  must  file 
articles  of  incorporation  with  the 
secretary  of  state’s  office.  These 
articles  must  include:  the  name  of 
the  corporation,  which  must  end 
with  or  include  “Company,” 
“Co.,”  “Corporation,”  “Corp.,” 
“Incorporated,”  or  “Inc.”;  the 
place  (city  and  county)  where  the 
principal  office  is  located;  the 
purpose  for  which  the  corporation 
is  formed;  the  authorized  number 
of  shares  of  stock,  and  the  par 
value  of  the  stock,  if  any. 

Each  incorporator  must  sign  the 
articles  of  incorporation,  and  all 
corporations  are  required  to 
appoint  and  maintain  a statutory 
agent.  The  appointment  must  be 
filed  at  the  same  time  that  the 
articles  of  incorporation  are  filed. 
A statutory  agent  must  be  either  a 
natural  person  residing  in  this 
state,  an  Ohio  corporation  or  a 
foreign  (out-of-state)  corporation 
licensed  to  transact  business  in 
Ohio  which  has  a purpose  clause 
that  permits  it  to  be  a statutory 
agent  and  which  has  an  office  in 
this  state. 

Only  individuals  who  are 
licensed  to  render  the  same  type  of 
professional  service  can  form  a 
professional  corporation,  so  there 
cannot  be  more  than  one 
professional  service  offered  by  a 


professional  association. 

Professions  that  can  form  a 
professional  association  include 
the  following:  certified  public 
accountants,  licensed  public 
accountants,  attorneys, 
chiropractors,  dentists, 
pharmacists,  optometrists, 
physicians  and  surgeons,  and 
practitioners  of  limited  branches 
of  medicine  or  surgery, 
psychologists,  veterinarians, 
architects,  landscape  architects, 
surveyors  and  engineers. 

Only  architects,  landscape 
architects,  surveyors  and  engineers 
have  the  option  of  incorporating 
under  the  general  corporation  laws 
or  the  professional  association 
provisions.  All  other  professions 
named  above  are  not  permitted 
under  Ohio  law  to  incorporate  as 
a general  corporation.  They  can 
only  incorporate  as  a professional 
association. 

Will  Ohio  have  enough  physicians  to  take 
care  of  its  elderly? 

By  1990,  goes  the  current 
theory,  physicians  will  be  so 
plentiful  that  they  will  literally  be 
falling  all  over  themselves  in  the 
marketplace. 

But  what  happens  to  that  theory 
when  you  consider  the  following 
facts? 

Fact:  Ohio’s  population  is 
getting  older. 

Current  statistics  reveal  that  the 
age  of  Ohio’s  population  will 
change  dramatically  between  1980 
and  1990.  There  will  be  3.7% 
fewer  persons  under  the  age  of  15, 
and  14.5%  fewer  persons  between 
the  ages  of  15-25.  By  contrast, 
Ohio’s  over-65  population  will 
increase  by  161/2%.  Looking  down 


Under  a professional 
association,  all  shares  must  be 
owned  by  the  professionals 
licensed  to  provide  the  same 
service  that  the  particular 
corporation  offers.  In  other 
words,  a dentist’s  professional 
association  must  have  all  stock 
owned  by  licensed  dentists. 

Each  professional  association  is 
also  required  to  file  an  annual 
report  listing  its  shareholders  and 
certifying  that  each  is  licensed  to 
practice  the  particular  profession. 
The  report  is  filed  with  the 
secretary  of  state  within  30  days 
after  June  30  of  each  year  and 
must  list  the  shareholders  as  of 
June  30.  Failure  to  file  can  result 
in  the  cancellation  of  the  articles 
of  incorporation.  — Sherrod 
Brown , Secretary  of  State 
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the  road  a bit  further,  by  the  year 
2005,  there  will  be  about  1,440,000 
Ohio  residents  over  the  age  of  65, 
and  nearly  700,000  over  the  age  of 
75. 

Fact:  The  elderly  consume  more 
health  care  than  any  other  age 
group. 

Some  predict  that  approximately 
40%  of  a physician’s  time  is 
involved  with  care  for  over-65 
patients,  and  in  40  years,  this 
“population  at  risk”  is  likely  to 
require  over  70%  of  all  physicians’ 
patient  care  activities. 

Given  this  bit  of  information, 
then,  the  prospect  of  physician 
oversupply  seems  more  a blessing 
than  a curse.  In  fact,  the  question 
comes  up:  “Will  Ohio  have 
enough  physicians  to  take  care  of 
its  elderly?” 

“Yes,”  says  Mike  Tootell, 
administrator  of  health  programs 
at  the  Ohio  Board  of  Regents. 
“The  more  I study  the  data,  the 
more  I feel  there  will  be  an 
adequate  number  of  physicians  to 
care  for  the  elderly,  and  I’m 
confident  they  will  be  located  in 
practice  sites  which  will  be  in  easy 
access  to  all  members  of  the 
state.” 

Tootell  was  one  of  several 
panelists  who  addressed  the  issue 
of  aging  in  Ohio  at  an  educational 
meeting  of  the  Ohio  State  Medical 
Association’s  Committee  on 
Geriatrics  held  earlier  this  spring. 

According  to  Tootell,  Ohio  was 
concerned  about  the  small  number 
of  physicians  practicing  in  the 
state  during  the  1970s. 

“In  1971,  the  state  had  less  than 
11,000  physicians,  and  there  were 
shortages  in  many  of  the  rural 
counties.  Consequently,  Ohio 
embarked  on  an  impressive  effort 
to  improve  and  expand  the 


medical  education  in  the  state,”  he 
says. 

Three  new  medical  schools  were 
built,  and  by  the  end  of  the 
decade,  1000  medical  students 
were  being  admitted  each  year. 

The  increase  was  done 
deliberately,  Tootell  says. 

“We  invested  in  ways  to  educate 
physicians.” 

By  the  end  of  1980,  Ohio’s 
physician  population  had  increased 
to  16,000,  and  now  the  population 
is  up  to  19,000. 

“But  the  rate  of  increase  in 
Ohio’s  physician  population  has 
remained  consistent  with  the  rest 
of  the  country.  It’s  been  a steady, 
deliberate  increase,”  he  says. 

The  educational  pipeline  is  now 
full,  with  4000  medical  students 
and  an  equal  number  of  residents. 
More  are  waiting  to  be  licensed. 
Each  fall,  an  additional  1000 
students  are  admitted  to  Ohio’s 
medical  schools,  and  each  June, 
another  1000  students  graduate. 

Of  course,  there  is  no  assurance 
that  the  physicians  coming  out  of 
Ohio’s  educational  system  will  be 
going  to  areas  of  the  greatest 
need,  Tootell  says,  admitting  that 
the  large,  metropolitan  areas  are 
increasing  their  physician 
population  more  quickly  than  the 
smaller  counties. 

“But  we  are  still  noticing  some 
increases  in  those  counties  with 
less  than  100,000  people,”  he 
adds. 

Nearly  160  new  physicians  have 
been  added  to  those  areas  with  the 
most  serious  needs,  thanks,  in 
part,  to  the  National  Health 
Service  Corps,  which  offers 
medical  students  scholarships  in 
exchange  for  their  service  in  rural 
areas  once  they  graduate,  and 
thanks,  also,  to  such  innovative 


Board  of  Regents  initiatives  as 
rural  health  and  maternal/child 
health  clinics  in  the  smaller 
counties  where  third-  and  fourth- 
year  medical  students  often  receive 
part  of  their  clinical  training  and 
education.  “Ohio’s  medical 
education  system  is  diverse.  The 
state’s  seven  medical  schools  are 
widely  separated,  and  most  areas 
of  the  state  do.  have  access  to  one 
of  the  medical  schools,”  Tootell 
says  — and  therefore  that  area’s 
population  is  within  easy  reach  of 
the  school’s  students,  faculty, 
hospital  and  equipment.  It  also 
means  that  educational 
opportunities  are  available  for  the 
physician  in  rural  practice.  He  or 
she  is  no  longer  isolated  — away 
from  modern,  big-city  technology 
and  the  newest  medical 
developments. 

“It  has  helped  to  make  rural 
practice  more  attractive,”  Tootell 
claims. 

And  as  the  number  of 
physicians  in  the  different  areas  of 
the  state  improves,  says  Tootell, 
the  care  of  the  elderly  improves. 

The  number  of  physicians  is  not 
the  only  consideration  in 
attempting  to  improve  the  care  of 
the  elderly,  however.  Improving 
the  skills  of  the  future  physician  is 
also  a factor. 

“In  1978,  a special  subsidy  of 
$1.5  million  was  developed  to 
fund  special  programs  in  geriatric 
medicine  at  Ohio’s  medical 
schools.  Three  of  these  programs 
have  brought  in  millions  of 
research  dollars  for  geriatric 
studies.  (To  see  how  other  schools 
used  their  dollars,  refer  to  “Who 
Will  Take  Care  of  Me?,”  Ohio 
State  Medical  Journal,  May  1983.) 

“Geriatrics  is  not  a dominant 
theme  yet  in  our  schools,  but  it  is 
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Enough  physicians?  . . . continued 


gaining  more  attention,”  Tootell 
says.  Medical  students  are 
receiving  geriatric  lectures,  and 
have  access  to  clerkships  in 
nursing  homes,  so  they  can  see, 
firsthand,  the  problems  of  the 
elderly. 

“Part  of  the  problem  of  taking 
care  of  the  elderly  is  that  their 
health  problems  stretch  over  a 
number  of  specialties.  We  are 
increasingly  under  more  pressure 
to  do  other,  more  generalized 
activities,  but  we  need  to  prepare 
properly  for  jointly-shared 
practices  as  well,”  Tootell  claims. 

Ohio  has  done  something  few 
other  states  have  done,  however, 


The  Ohio  State  Medical 
Association  recently  began  to  offer 
its  members  a new  service  — the 

OSMA  Bank  Card  Plan,  which 

* 

enables  your  patients  to  pay  for 
your  professional  services  with 
Visa  or  MasterCard,  and  allows 
you  immediate  credit. 

All  you  need  is  a Huntington 
Business  Checking  Account.  Once 
you  deposit  your  bank  card 
receipts,  you  receive  immediate 
credit  so  that  you’re  paid  when 
you  provide  the  service.  Each 
month,  you’ll  receive  a detailed 
accounting  of  your  financial 
transactions  — both  a monthly 
checking  account  statement  and  a 
“discount  advice,”  which  totals  all 
of  your  bank  card  transactions  for 
the  month.  If  your  office  requires 
a monthly  accounting  for  different 
partners,  more  than  one  account 
will  be  set  up  to  accommodate 
your  needs. 

A special  discount  rate  has  been 


says  Tootell,  and  that  is  to  single 
out  the  needs  and  the  problems  of 
the  elderly  and  work  to  solve 
them. 

The  interest  is  out  there,  he 
says.  He  points  to  a city- wide  fair 
for  the  elderly  which  was  recently 
held  in  Cincinnati,  and  to  Ohio 
State  University’s  commitment  to 
a Geriatric  Center  for  care  and 
research  as  examples  of  how 
creative  that  interest  can  be. 

It  may  be  a good  indication  of 
not  only  how  many  doctors  will  be 
available  to  care  for  the  elderly  in 
the  future,  but  just  how  caring 
those  doctors  will  be.  — Karen  S. 
Edwards 


negotiated  with  the  bank  (for 
OSMA  members  only)  so  that 
2.75%  of  the  total  volume  of  the 
bank  card  receipts  you  deposit  per 
month  will  be  considered  the 
processing  fee.  There  is  no  charge 
for  installation,  supplies  or 
promotional  material.  Card 
imprinters  are  $25  each. 

Bank  card  deposits  may  be 
made  by  mail  or  at  any  of 
Huntington’s  130  offices  around 
the  state.  And  you  will  be  able  to 
take  advantage  of  many 
specialized  business  services, 
including  payroll  preparation, 
record  keeping  and  the  full  range 
of  cash  management  services  as 
well. 

If  you  have  any  questions 
regarding  this  service,  contact 
Jerry  J.  Campbell  at  the  OSMA 
office,  (614)  228-6971,  or  call 
Huntington  Merchant  Services  at 
(614)  463-4978. 

— Karen  S.  Edwards 


The  medical  debate 
of  the  century 

The  1980s  may  well  be  viewed, 
in  retrospect,  as  the  decade  of  the 
allied  medical  practitioner.  Last 
year  in  the  State  of  Ohio,  it  was 
the  physician  assistant  and  the 
social  worker  who  demanded  and 
obtained  more  latitude  to  treat 
patients  under  state  statutes.  This 
year,  the  nurses  are  the  first  in  a 
long  line  of  health  care 
practitioners  — physical  therapists, 
pharmacists,  chiropractors, 
psychologists  and  respiratory 
therapists  — who  are  hoping  to 
have  their  scopes  of  practice 
expanded  considerably  and  to  take 
on  responsibilities  formerly 
reserved  only  for  the  physician. 

Efforts  to  contain  health  care 
costs  and  attempts  to  provide 
alternative  forms  of  health  care 
for  the  state’s  and  nation’s  elderly 
and  indigent  have  made  it  a ripe 
time  for  lesser-trained 
professionals  to  go  after  a large 
piece  of  the  health  care  pie.  But 
while  the  medical  question  of  this 
decade  seems  to  hinge  on  just  how 
much  health  care  society  is  willing 
to  turn  over  to  the  non-physician, 
the  problem  is  by  no  means  a new 
one. 

In  fact,  a major  medical  debate 
of  the  18th  century  surrounded 
just  such  an  issue,  according  to 
John  F.  Sena,  professor  of  English 
at  the  Ohio  State  University,  who 
recently  delivered  a lecture  at 
Riverside  Hospital  in  Columbus  on 


OSMA’s  bank  card  plan  provides 
credit  where  it’s  due 
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“Medicine  and  Literature  in  the 
18th  Century.”  Sena,  who  has 
made  a special  study  of  physician 
authors  of  the  1700s,  says  that 
while  doctors  of  that  time  period 
were  well-trained  in  history, 
politics  and  the  liberal  arts,  “It 
was  a terrible  age  in  which  to 
become  ill.” 

He  explains,  “Doctors  at  that 
time  were  prescribing  drugs  they 
knew  little  about  for  bodies  they 
knew  even  less  about.” 

Still,  the  required  medical 
education  of  that  day  — a four- 
year  bachelor’s  degree,  a three- 
year  master’s  degree,  a second 
three-year  master  of  science  in 
medicine  and  a four-year  doctorate 
in  medicine  — placed  the 
physician  in  an  irreproachable 
position.  And  not  only  could 
physicians  practice  medicine,  they 
could  also  write  about  it  — and 
most  other  matters  — in  prolific 
detail,  Sena  says. 

What  has  resulted  is  a whole 
body  of  literature  — essays, 
poetry  and  numerous  philosophical 
writings  — which  reflect  well  what 
it  was  like  to  practice  medicine  in 
the  18th  century.  Many  of  the 
great  writers  of  the  day  — Oliver 
Goldsmith,  Richard  Blackmoor 
and  Samuel  Garth  — were 
practicing  physicians,  and 
medicine  was  the  focus  of  many 
of  their  writings. 

According  to  these  writings, 
quackery  and  charlatans  abounded 
in  18th  century  London,  says 
Sena.  Miracle  cures  and  mystical 
potions  were  as  common  as 
disease,  and  remedies  as  absurd  as 
black  powder  from  toads  and 
wood  lice  in  wine  were  taken.  “If 
the  disease  didn’t  kill  you,  the 
cure  would,”  Sena  says. 

It  is  therefore  not  surprising 
that  some  laws  were  adopted  to 


protect  the  public  from  the  quacks 
and  charlatans  of  the  day.  These 
laws  gave  most  of  the  rights  to 
administer  to  London’s  sick  to  the 
city’s  100  physicians  — much  to 
the  dismay  of  the  3,000 
apothecaries  or  druggists  who  were 
only  permitted  to  make  up  the 
concoctions  as  prescribed  by  the 
physicians.  Like  most  laws,  it  was 
broken. 

Sena  explains,  “The 
apothecaries  made  up  the  drugs 
but  were  not  allowed  to  prescribe 
them  or  to  practice  medicine.  Only 
the  physician  could  prescribe,  and 
he  did  so  through  a ‘bill’  which 
described,  in  writing,  the  patient’s 
symptoms,  the  drug  that  was  to  be 
given,  how  it  was  to  be 
administered  and  the  results 
expected.” 

When  a patient  brought  in  such 
a “bill,”  it  was  retained  by  the 
apothecary  who,  in  turn,  held  it  as 
a reference.  The  circumstances 
were  further  complicated,  says 
Sena,  by  the  fact  that  London’s 
100  physicians  were  not  nearly 
enough  for  its  population;  the 
physician/patient  ratio  was  around 
1/1700,  he  says.  Because  many  of 
the  poor  sick  could  not  get  access 
to  a physician,  they  instead  would 
consult  with  an  apothecary,  who 
would  look  through  his  stack  of 
“bills”  to  determine  how 
physicians  had  treated  these  same 
symptoms  in  other  patients. 

Soon,  all-out  war  erupted 
between  the  physicians  and  the 
apothecaries;  the  conflict  is 
described,  in  detail,  in  a poem  by 
Samuel  Garth  entitled  “The 
Dispensary,”  says  Sena.  The  title 
of  the  poem  refers  to  the 
“Dispensary  Project.”  In  order  to 
combat  the  apothecaries,  London’s 
physicians  formed  a coalition  to 
go  into  the  poor  neighborhoods 


and  treat  the  sick  free  of  charge. 

According  to  Sena,  the 
Dispensary  Project  flourished  in 
London  for  some  30  years.  “It 
represented  medicine’s  first  efforts 
to  respond  to  the  socio-economic 
needs  of  the  poor,”  says  Sena. 
“And  it  is  significant  that  this  was 
a private  effort  — not  a 
government  project  to  take  care  of 
the  poor.” 

Meanwhile,  the  dispute  between 
the  physicians  and  the  apothecaries 
came  to  a head,  in  the  case  of  a 
London  butcher  named  Rose.  The 
apothecary  who  treated  Mr.  Rose 
charged  him  a high  sum  of  money 
for  the  treatment.  London 
physicians  made  an  example  of  the 
case  and  took  it  to  court  — the 
court  decided  in  favor  of  the 
physicians.  The  ruling  was 
overturned  by  a higher  court, 
however,  which  decided  in  favor 
of  the  apothecary  in  the  case. 

— Susan  Porter 
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causative  organisms.. 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indicatiofis  and  Usage:  Ceclor  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Cofftraindicatioii:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range 
in  severity  from  mild  to  life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond 


to  drug  discontinuance  alone.  In  moderate  to  severe  cases, 
management  should  include  sigmoidoscopy,  appropriate 
bacteriologic  studies,  and  fluid,  electrolyte,  and  protein  supple- 
mentation. When  the  colitis  does  not  improve  after  the  drug  has 
been  discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the 
drug  of  choice  for  antibiotic-associated  pseudomembranous 
colitis  produced  by  C difficile.  Other  causes  of  colitis  should 
be  ruled  out. 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor’  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 


studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 
human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor.  There  are.  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive 
of  human  response,  this  drug  should  be  used  during  pregnancy 
only  if  clearly  needed. 

Nursing  Mothers  - Small  amounts  of  Ceclor*  (cefaclor.  Lilly) 
have  been  detected  in  mother's  milk  following  administration  of 
single  500-mg  doses.  Average  levels  were  0.18.  0.20,  0.21.  and 
0.16  mcg/ml  at  two,  three,  four,  and  five  hours  respectively. 
Trace  amounts  were  detected  at  one  hour.  The  effect  on  nursing 
infants  is  not  known.  Caution  should  be  exercised  when  Ceclor 
is  administered  to  a nursing  woman. 

Usage  in  Children -Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below. 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported 


Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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Inflation  . . . Symptom  or  Disease? 

continued 


considerations  involved  in  the 
making  of  decisions,  unforeseen 
and  unrecognized  mistakes  and 
complications  can  add  significantly 
to  the  cost  of  a decision.  One 
example  is  the  decision  to  protect 
our  environment. 

Early  in  the  20th  century,  the 
atmosphere  was  thought  to  have 
unlimited  ability  to  absorb 
industrial  wastes.  Recently,  it  was 
realized  that  the  atmosphere  was 
dangerously  polluted  and  could 
seriously  impair  the  health  of  the 
nation. 

We  panicked  and  placed 
restrictions  on  automobile 
manufacturers.  At  that  time,  cars 
were  large,  heavy,  and  used  a lot 
of  fuel.  We  put  pollution  control 
devices  on  new  cars  that  had  not 


as  yet  been  redesigned. 

This  resulted  in  a marked 
decrease  in  miles  per  gallon,  a 
marked  increase  in  consumption 
and  increased  prices.  This  added 
to  a national  gasoline  shortage, 
long  lines  at  service  stations,  some 
stations  closing  because  of  lack  of 
fuel,  the  Alaskan  Pipeline,  fuel 
dependency  on  Arab  Nations, 
greatly  increased  Arab  wealth,  and 
Arab  influence  on  gas  prices. 

With  increased  auto  prices,  the 
public  purchased  fewer  cars,  the 
auto  giants  got  into  financial 
trouble  — in  the  case  of  Chrysler, 
almost  failing.  Auto  workers’ 
wages  went  up  and  profits  went 
down,  further  squeezing  the 
manufacturer.  Workers  were  asked 
to  take  cutbacks,  were  laid  off, 


fired,  etc. 

In  conclusion,  it  appears  that 
inflation  will  need  to  be  fought  by 
restricting  the  amount  of  money 
available  to  the  general  public. 
Limitations  will  be  needed  on  all 
persons  and  government.  Foreign 
distribution  of  money  will  need  to 
be  restricted  to  help  control  world- 
wide inflation.  Important  national 
decisions  will  require  a much  more 
extensive  cooperation  with  persons 
of  many  fields. 

When  we  successfully  treat  the 
underlying  illness,  the  symptom 
called  inflation  will  be  more 
permanently  diminished  and  the 
related  human  stress  problems  will 

be  minimized.  OSMA 

Sheldon  Loeb,  MD,  practices 
psychiatry  in  Cleveland,  Ohio. 


Immke  Circle  Leasing  inc. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 


June  1985 


385 


Medicine’s  Morals 


Human  Experimentation 

Is  It  Ethical? 


By  Robert  J.  White,  MD,  PhD 


Francis  D.  Moore,  M.D. 

Moseley  Professor  of  Surgery 
at  the  Harvard  Medical  School.1 


k»7ince  the  earliest  origins  of  the 
health  sciences,  the  use  of  humans 
in  medical  experimentation  has 
been  utilized  to  advance  our 
knowledge  of  man  himself,  to  gain 
an  understanding  of  disease  and 
its  pathological  processes,  and  to 
devise  scientific  methods  of 
treatment  for  human  ills.  In  spite 
of  these  presumed  laudatory  goals, 
clinical  investigation  (and  all  of 
the  defined  elements  which  fit 
under  this  broad  rubric)  has 
always  remained  a highly 
controversial  and  even  an 
emotional  issue  or  set  of  issues. 
Thus,  in  1967,  a book  entitled: 
Human  Guinea  Pigs  — 


“.  . . Public  discussion  of  the 
purely  medical  problems,  such  as 
they  are,  has  led  to  efforts  at 
regulation  and  standardization; 
public  attention  to  the  climate  of 
clinical  investigation  has  helped  to 
rectify  ethical  irregularities.  ” 
(1969) 


Experimentation  on  Man,  written 
by  an  English  physician,  M.H. 
Pappworth,2  and  based  on  his 
review  of  articles  devoted  to 
research  conducted  on  humans 
published  in  the  most  prestigious 
medical  journals  in  his  country 
and  America,  documented  serious 
flaws  in  the  design  and 
performance  of  such  studies. 
Rereading  this  volume  today,  one 
gains  two  distinct  impressions: 
first,  that  a number  of  these 
investigations  have  underwritten 
many  of  the  advances  that 
represent  standard  practice  today; 
and,  second,  that,  with  some 
noticeable  exceptions,  much  of  the 


research  presented  by  Pappworth 
would  be  extremely  difficult  to 
conduct  today  without  drastic 
alterations  in  subject  selection, 
experimental  design,  and  protocol 
justification. 

Even  today,  using  human 
subjects  for  the  first  time  when 
employing  new  medical  and 
surgical  technologies  is  fraught 
with  numerous  legal, 
governmental,  professional,  and 
ethical  considerations.  Since  1974, 
institutions  have  been  required  to 
have  in  place  committees  of 
scientists  and  public 
representatives  to  review  and 
approve  all  experiments  involving 
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Human  Experimentation 

continued 


A number  of  these 
investigations  have 
underwritten  many 
of  the  advances 
that  represent 
standard  practice 
today. 


human  participation,  if  they  are  to 
receive  research  funding  from  the 
government.  Often,  the  National 
Institutes  of  Health  (N.I.H.),  if 
they  are  the  funding  agency,  will 
require  additional  review  and 
approval  by  their  own  appointed 
study  section,  if  human  subjects 
are  to  be  utilized  in  the  study. 
Presently,  the  Food  and  Drug 
Administration  (F.D.A.)  demands 
that  all  new  drugs  and  medical 
devices  must  be  approved  by  this 
federal  agency  before  they  are 
released  for  clinical  studies. 

With  this  overwhelming, 
stratified  bureaucracy  in  place,  one 
might  seriously  wonder  whether  or 
not  present  day  clinical 
investigation  is  in  danger  of 
“withering  on  the  vine.”  Yet, 
when  we  witness  the  quantum 
advances  in  such  fields  as  artificial 
organ  replacement, 
transplantation,  and  immunology, 
to  name  a few,  and  the  public’s 
demand  for  longer  and  healthier 
lives,  it  would  appear  that  human 
experimentation  will  have  to 
continue  and,  in  certain  areas, 
even  be  accelerated. 

Yet,  through  the  maze  of 
governmental  regulations, 
committee  reviews,  and  even  the 
clinical  investigators’  concerns, 
one  telling  factor  always  emerges 
— How  safe  is  the  procedure  for 
the  human  subject?  In  spite  of 
such  factors  as  informed  consent, 
financial  compensation  of 
volunteers  for  injuries, 
rigorousness  in  experimental 
design  and  protocol  performance, 
and  investigator  competence  and 
compassion,  there  always  remains 
certain  unknown  elements  when 
humans  are  subjected  to  medical 
experimentation. 

In  spite  of  the  growing  public 
debate  over  improved  guarantees 


for  safety  in  clinical  investigation, 
we  are  observing  examples  of 
human  experimentation  where 
extraordinary  forms  of  technology 
are  being  utilized  in  humans 
simply  because,  without  their  use, 
the  patient  faces  certain  death. 

The  artificial  heart  patients  are 
examples  of  this,  as  indeed  was 
the  case  of  the  infant  who 
underwent  a baboon  heart 
transplant  (the  Baby  Fae  case). 
Interestingly,  these  examples  of 
experimental  cardiac  biotechnology 
have  had  only  limited  clinical 
research  trials,  especially  in  terms 
of  animal  survival,  before  human 
implantation  was  conducted.  In 
actuality,  the  major  issue  involving 
the  artificial  heart  patients  to  date 
has  not  been  the  moral 
justification  of  these  unique 
operations;  rather,  it  has  been  the 
blatant  publicity  surrounding 
them!  Nevertheless,  serious  ethical 
issues  are  still  present  in  the 
application  of  these  “end  stage” 
technologies  to  humans,  not  the 
least  of  which  is  their  limited 
application  to  the  population  as  a 
whole,  because  of  their  incredible 
expense  and  logistical  restraints. 

A more  common  problem  is 
present  day  clinical  research  in  the 
student  (medical  or  nursing)  and 
patient  volunteers  who  form  the 
“subject  population”  for  most 
human  medical  investigators.  Here 
the  safeguards  enumerated  above 
come  into  play,  demanding  that, 
on  review  by  the  investigators’ 
peers,  the  experiment  is  deemed 
significant,  justified,  appropriately 
designed,  and  providing  an 
acceptable  risk  to  the  health  of  the 
participants  (all  of  which  the 
subject  understands  and  accepts 
under  the  provision  of  “informed 
consent”).  In  the  case  of  the 
student  volunteer,  a small  stipend 
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is  often  paid  for  his  or  her 
participation,  which  is  considered 
appropriate  for  their  investment  of 
time  or  incurring  minor  physical 
discomfort.  Most  medical 
moralists  would  argue  that  such 
payment  should  never  be  equated 
with  a risk  factor. 

The  patient  population, 
particularly  when  seriously  ill,  is  a 
different  matter,  for  here  an 
individual  may  willingly  undergo 
experimental  treatment  with  the 
potential  hope  of  cure  or  even 
relief  of  pain.  Great  care  must  be 
exercised  in  involving  such  patients 
in  clinical  experimentation,  for  the 
psychological  and  emotional 
factors  inherent  in  their  reactions 
to  their  disease  have  to  be 
carefully  weighed  in  conjunction 
with  their  physiological  limitations 
in  designing  investigative 
protocols.  Under  all  human 
experimental  protocols,  the  patient 
and  the  student  must  have  the 
option,  indeed  the  right,  of 
discontinuing  his  or  her 
involvement  in  the  research  at  any 
time. 

Much  has  been  written  over  the 
years  in  reference  to  the  use  of 
prison  inmates  as  volunteers  for 
medical  experimentation.  Many 
have  argued  that  they  are  a 
“captive  population,”  and,  as  a 
consequence,  cannot  “of  their  own 
free  will”  volunteer.  Others  have 
justified  their  use  on  humane 
grounds,  stressing  that  it  offers 
prisoners  an  opportunity  to 
develop  and  maintain  a sense  of 
personal  worth.  While  much  of 
the  present  literature  devoted  to 
the  legal  and  ethical  problems 
surrounding  the  use  of  prison 
inmates  in  human  experimentation 
has  been  negative,  it  would  still 
seem  advantageous  to  employ 


them  in  clinical  research,  provided 
the  same  protective  structure 
operant  within  medical  institutions 
was  utilized.  Obviously,  a well- 
thought  out  reward  system  would 
have  to  be  in  place  (this  also  has 
been  debated  for  years)  — perhaps 
patterned  after  that  of  the  student 
or  volunteer. 

Recently,  a fascinating  issue  has 
arisen  in  human  experimentation 
in  reference  to  the  use  of  Nazi 
research  data  gathered  from  their 
heinous  experiments  on  inmates  of 
concentration  camps  during  World 
War  II.  Much  of  this  has  to  do 
with  their  efforts  to  document  the 
rate  of  body  cooling  in  cold  water. 
Soon  after  the  war,  Alexander 
evaluated  this  work  and  concluded 
that,  while  the  work  was 
unnecessary  (similar  work  had 
been  undertaken  in  animals),  the 
Nazi  hypothermia  data:  “.  . . 
satisfies  all  of  the  criteria  of 
objective  and  accurate  observation 
and  interpretation.”3  While  some 
investigators  have  questioned  the 
validity  of  the  information  on  its 
own  merits,  more  recently  others 
have  argued  that,  because  of  the 
way  in  which  the  information  was 
obtained,  it  should  not  be  used,  as 
well  as  raising  questions  as  to  the 
honesty  and  integrity  of  the  Nazi 
researchers  themselves.  Since  the 
field  of  human  hypothermia 
remains  an  important  one,  the 
issue  at  stake  here  is  whether  or 
not  a modern  scientist  should 
utilize  these  studies  and  cite  their 
work  in  his  references.  Some  see 
this  entire  area  as  a moral  issue; 
yet,  if  the  information  obtained 
from  these  drastic  experimental 
programs  can  advance  our 
knowledge  of  this  important 
clinical  field  (lowered  body 
temperature),  it  would  seem 
immoral  and  a disservice  to  these 


Under  all  human 
experimental 
protocols,  the 
patient  must  have 
the  right  of 
discontinuing 
involvement  in  the 
research. 
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Human  Experimentation 

continued 

Holocaust  victims  not  to  utilize 
this  research  if  it  is  of  scientific 
value. 

Medical  advancement  can  only 
come  through  experimentation  on 
man,  and,  as  such,  clinical 
research  will  always  involve  certain 
risks.  While  we  must  constantly 
strive  to  minimize  these  risks,  we 
must  acknowledge  that  they  will 
continue  to  be  present,  just  as  a 
definite,  but  morally  acceptable, 
degree  of  uncertainty  exists  in  the 
routine  practice  of  medicine  with 
the  application  of  standardized 
operative  and  pharmacological 
intervention  in  each  patient.  0SMA 
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Medicine’s  Morals 


Placing  a Value  on 


Human  Life 


By  Karen  S.  Edwards 


w 

▼ T hen  the  Union  Carbide 
tragedy  took  place  last  December 
in  Bhopal,  India,  there  was  little 
doubt  in  anyone’s  mind  — at  least 
in  this  day  and  age  — that,  sooner 
or  later,  a suit  would  be  filed,  and 
compensatory  damages  sought  for 
the  thousands  of  deaths  and 
injuries  that  occurred  as  a result 
of  the  plant’s  lethal  chemical  leak. 

Sure  enough,  this  past  spring, 
India  filed  its  case  against  Union 
Carbide  in  U.S.  District  Court  in 
Manhattan  — alleging  that  the 
West  Virginia-based  company  was 
absolutely  liable  for  the  disaster 
because  it  knew  the  gas  was  “one 
of  the  most  dangerous  substances 
known  to  man,”  posed 
“unacceptable  risks,”  and  that  the 
company  failed  to  inform  the 
government  — or  its  people  — of 
the  dangers  of  methyl  isocyanate. 

No  doubt,  it  is  a suit  that  will 
be  in  litigation  for  some  time,  but, 
sooner  or  later,  the  question  will 
be  raised  as  to  whether  or  not 
compensation  should  be  paid  the 
injured,  the  survivors  and  the 
victims,  and,  if  so,  how  much? 

These  are  questions  that  are 
never  easy  to  answer  because  they 
raise  a number  of  moral  and 
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Valuing  Human  Life 

continued 


ethical  issues,  including  the  placing 
of  an  actual  dollar  value  on 
human  life  — something  that,  at 
least  in  Western  cultures,  is 
deemed  to  be  so  priceless  that  any 
sacrifice  must  be  made  in  order  to 
save  it. 

Yet,  as  society  becomes  more 
and  more  litigious  in  nature,  the 
questions  become  inevitable. 

Should  value  be  placed  on  human 
life?  Should  victims  of  human 
error  be  compensated  for  damages 
they  receive?  And  if  all  these 
questions  can  be  answered  yes, 
then  the  ultimate  question  begs  an 
answer  — how  much  is  a person 
worth? 

It  doesn’t  take  a Bhopal,  India 
to  raise  these  issues.  Decisions  on 
a person’s  worth  are  being  made 
with  increasing  regularity  these 
days,  as  more  and  more 
malpractice  suits  are  brought  to 
bear  — each  demanding  huge 
compensatory  sums  for  a medical 
error. 

“At  the  turn  of  the  century,  the 
only  damages  that  were  allowed  in 
malpractice  cases  were  all  ordinary 
— you  were  compensated  for  the 
doctor’s  bills  and  the  loss  of  any 
wages  you  may  have  incurred,” 
says  Eric  Hempelman,  JD,  Vice- 
President  of  the  Law  Department 
at  Medical  Protective  Company  in 
Ft.  Wayne,  Indiana,  a malpractice 
insurance  company. 

But  that  attitude  has  changed  as 
more  and  more  courts  are 
following  the  lead  of  New  York, 
California,  and  other  more  liberal 
courts  in  taking  emotional,  harder- 
to-estimate  factors  under 
consideration. 

“The  Supreme  Court  is  very 
liberal  in  allowing  juries  broad 
areas  of  consideration  in 
determining  worth,”  says 
Hempelman.  Now,  the  estimated 
costs  of  a victim’s  pain  and 


suffering,  emotional  loss  and  any 
humiliation  and  public  disgrace 
suffered  as  a result  of  the  injury, 
is  factored  in  with  such  things  as 
the  victim’s  value  as  a companion, 
wage-earner  and  all-around  human 
being. 

“Let’s  take  a look  at  the  case 
of  a minor  as  an  example,”  says 
Hempelman. 

“The  court  could  decide  that 
Johnnie  is  worth  $100.  Then,  they 
factor  in  $5000  a year  to  feed  and 
clothe  him.  But  Johnnie  has  a 


“The  Supreme 
Court  is  very  liberal 
in  allowing  juries 
broad  areas  of 
consideration  in 
determining  worth 
. . . but  there  is  no 
set  formula.’’ 


part-time  job,  so  they  deduct  the 
wages  he  is  capable  of  earning  for 
himself  from  his  net  worth.  Yet, 
the  fact  that  he  is  a wage-earner 
adds  to  his  general  value,  and  his 
net  worth  automatically 
increases.” 

It  gets  more  complicated. 

“The  jury  can  take  other  things 
into  consideration.  For  example, 
in  analyzing  his  potential  value  as 
a wage-earner,  they  will  look  at 
whether  or  not  Johnny  was  in 
college,  or  — if  the  accident 
happened  while  Johnny  was  in 
high  school  — they  determine 


whether  or  not  Johnnie  would 
have  been  college  material.  That 
would  make  him  a higher  wage- 
earner,  and,  hence,  more 
valuable.” 

It  could  be  described  as  hair- 
splitting at  its  best,  yet  when  faced 
with  the  enormity  of  the  task  of 
valuing  a human  life,  at  least  it  is 
something  to  go  on. 

“These  are  all  nails  for  jury 
members  to  hang  their  hats  on,” 
Hempelman  explains. 

“There  is  no  set  formula  in 
determining  the  amount  awarded 
in  malpractice  cases  — that  is 
solely  at  the  discretion  of  the  jury. 
Economists  are  sometimes  made 
available  to  jury  members  to  offer 
advice  on  various  computations, 
but  the  courts  allow  juries  to 
speculate  on  those  emotional 
factors  which  are  more  difficult  to 
calculate.” 

To  complicate  matters,  the  jury 
does  not  receive  much  in  the  way 
of  instruction  on  these  cases. 

“At  the  conclusion  of  a 
malpractice  trial,”  Hempelman 
explains,  “the  jury  is  given  a day 
off  while  both  lawyers  go  through 
the  process  of  requesting  jury 
instruction.  That  means  they  each 
tell  the  judge  how  they  would  like 
to  see  the  jury  instructed.” 

Normally,  these  instructions  are 
“canned”  — consistent  from  trial 
to  trial  — and  Hempelman  likens 
them  to  a computer  flow  chart. 

“Questions  are  posed  and  each 
question  must  be  answered  by  the 
jurors  and  a decision  made  before 
they  can  move  on  to  the  next 
question.  For  example,  the  jury 
might  be  asked  if  negligence  was 
involved.  Then,  if  so,  was  there 
negligence  on  the  part  of  the  other 
party?  After  all,  Dr.  Smith  may 
be  at  fault  for  prescribing  the 
wrong  medication,  but  if  patient 
Jones  failed  to  come  in  the  next 
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day  as  instructed  so  that  the 
doctor  could  check  out  the  results 
of  the  medication  he  prescribed, 
then  there  is  some  negligence  on 
the  part  of  the  patient  as  well. 
Once  negligence  has  been 
determined,  then  the  jury  must 
decide  how  much  the  victim  is 
entitled  to  as  a result  of  his 
injury,  emotional  distress,  and 
pain  and  suffering.  These  are  all 
rudimentary  steps,  but  they  must 
be  followed  through,  one  by  one.” 

Even  then,  things  don’t  always 
work  out. 

Hempelman  recalls  a case  in 
Florida,  where  a racetrack  was 
sued  for  negligent  design. 

Allegedly,  because  of  the  way  the 
paddock  area  had  been  designed 
(close  to  the  racetrack),  a horse 
veered  to  the  outside  during  a 
race,  and  caused  an  accident  in 
which  the  jockey  riding  the  horse 
was  thrown  and  killed.  The  jury 
was  asked  to  decide  if,  when  the 
horse  veered  to  the  outside,  it  was, 
in  fact,  heading  for  the  nearby 
paddock  area  (which  would  be  a 
design  fault),  then  to  go  on  to  the 
next  question  as  to  whether  or  not 
there  was  negligence  on  the  part 
of  the  other  party  — in  this  case, 
the  jockey. 

“The  jury  had  to  decide 
whether  or  not  the  jockey  had 
assumed  a known  risk  in  getting 
on  that  horse  and  riding  in  the 
race.  It  is  a widely  accepted  fact 
that  a jockey  assumes  one  of  the 
most  dangerous  occupations  in  the 
world.  It’s  a high-risk  profession. 
The  jury  had  to  decide  if  that 
entered  into  it.  If  they  decided  to 
answer  yes,  then  they  were  told 
not  to  go  on  to  the  next  question 
of  determining  compensatory 
damages.” 

Yet,  Hempelman  says,  when  the 
jury  gave  its  report,  they  said  that 
the  jockey  had  assumed  risk  in 
entering  the  race,  yet  they  awarded 


his  estate  x amount  of  dollars  in 
damages. 

“At  which  point  both  sides 
jumped  up  and  yelled  ‘we  won!’  ” 
Hempelman  laughs. 

Confusion  is  just  part  of  the 
problem  in  having  juries  determine 
a person’s  worth,  however. 

According  to  Hempelman,  one 
of  the  biggest  problems  is  the  fact 
that  jurors  bring  their  own 
emotional  views  to  the 
proceedings. 

“If  one  of  the  jurors  doesn’t 
like  doctors,  or  jockeys,  this  is  his 
chance  to  do  something  about  it,” 
he  says. 

And  it’s  a rare  juror  who  can 
listen  to  a tragic  tale  of  pain  and 
suffering  and  not  have  his/her 
judgment  clouded  by  emotional 
sympathy. 

In  fact,  in  many  cases,  that’s 
what  the  victim’s  attorney  is 
banking  on. 

“They  deliberately  evoke  the 
jury’s  sympathy  when  asking  for  a 
substantial  award,”  Hempelman 
says. 

It  accounts  for  part  of  the 
reason  malpractice  awards  are 
reaching  such  astronomical  limits, 
he  says. 

“A  good  defense  attorney  will 
face  the  jurors  and  attempt  to 
quantify  pain  and  suffering  for 
them,”  Hempelman  says.  “He  will 
ask  them  to  imagine  how  his  client 
must  feel,  spending  every  minute 
of  every  day  of  every  year  in 
excruciating  pain.  ‘How  much 
should  that  be  worth?’  he’ll  ask. 
Then,  he’ll  put  a price  on  it 
himself.  ‘Let’s  say  its  worth  10 
cents  an  hour.’  Multiply  that  by 
24  hours  a day,  seven  days  a 
week,  52  weeks  a year,  and  we’re 
already  talking  about  $52,000  just 
for  pain  and  suffering.  But  what 
person  can  believe  that  living 
through  that  kind  of  excruciating 
pain  is  only  worth  10  cents  an 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Louis  A.  Flaherty,  Vernon  Manor,  Suite  C 
400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 

JohnE.  Hansel,  Timothy  D.  Harrison,  Suite  535 
Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 


Robert  E.  Stallter,  Suite  H,  P.O.  Box  331, 

1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 

Stuart  Mitchelson,  Robert  Dowdy,  Suite  111,  1 Commerce  Building 
23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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hour?  The  defense  attorney  then 
inflates  the  price  by  asking  the 
jury  what  they  think  it  is  worth  — 
$5  an  hour,  $10  an  hour? 

“Jury  members  read  the  same 
papers  you  do.  They’ve  seen  the 
cases  where  $5  million  and  $10 
million  has  been  awarded  an 
unfortunate  victim.  They  may  say 
to  themselves,  ‘Well,  we  don’t 
really  know  about  the  pain  and 
suffering  involved  in  that  case,  but 
this  case  must  be  at  least  as  bad, 
and  is  probably  worse,’  so  the 
figures  on  malpractice  awards 
continue  to  climb. 

“We  live  in  an  inflationary 
society,  and  unless  that  changes,  I 
don’t  think  that  the  values  which 
juries  are  currently  assigning  to 
human  life  will  go  down.” 

But  should  juries  even  be 
attempting  to  assign  values  to 
human  existence? 

“As  all  of  us  live  out  our  lives, 
we  have  things  happen  to  us  that 
we  have  to  learn  to  live  with.  I 
don’t  know  whether  it  would  be 
possible  to  compensate  everybody 
every  time  that  something  goes 
wrong,  but  it  seems  that’s  the 
general  direction  in  which  we’re 
headed.” 

If  these  matters  seem  difficult 
and  thorny  to  answer  at  the  case- 
by-case  level  with  which 
Hempelman  and  other  malpractice 
attorneys  must  deal,  imagine  the 
ethical  nightmare  that  presents 
itself  when  a Bhopal,  India  occurs. 
What  happens  then? 

Strangely  enough,  precedent  has 
already  been  set  for  such  mass 
tragedy  by  a case  that  occurred 
not  too  long  ago,  just  outside 
Ohio. 

It  was  on  May  28,  1977  — 
when  thoughts  were  turning  to 
proms,  graduations,  and  the  long, 
lazy  Memorial  Day  weekend  ahead 
— that  a raging  fire  began  in  the 
posh  Beverly  Hills  Supper  Club  in 


Southgate,  Kentucky  — just 
outside  Cincinnati,  across  the 
Ohio-Kentucky  border. 

Before  the  night  was  out,  167 
persons,  including  two  unborn 
children,  were  killed  in  that  fire 
and  116  persons  were  injured. 

As  in  the  present  Bhopal,  India 
case,  a suit  first  came  through  the 
U.S.  District  Court.  But  in  the 
year  following  the  fire,  more  than 
90  lawsuits  were  eventually  filed, 
both  in  federal  and  state  courts; 

75  attorneys  were  retained  by  the 
victims  or  their  estates;  and  about 
$3  billion  in  damage  suits  were 
filed. 


“We  live  in  an 
inflationary  society. 
Unless  that 
changes,  I don’t 
think  the  values 
which  juries  are 
currently  assigning 
will  go  down.’’ 


At  that  time,  the  amount  of 
litigation  involved  was 
unprecedented.  After  much  legal 
work,  it  was  finally  decided  to 
merge  the  lawsuits  into  class 
actions,  and  judges  from  both  the 
federal  and  state  courts,  sharing 
parallel  jurisdiction,  began  hearing 
the  cases. 

When  the  first  property  and 
money  settlements  began  to  come 
in  — as  a result  of  numerous  out- 
of-court  agreements  negotiated  by 
defendants  and  a team  of  lead 
counsel  for  the  plaintiffs  — U.S. 
District  Judge  Carl  Rubin 
appointed  attorney  Lawrence 


Kane,  Jr.,  co-trustee  (along  with  a 
local  bank)  of  the  rapidly  growing 
Beverly  Hills  fund. 

One  year  later,  Kane  was  asked 
to  mastermind  a plan  which  would 
award  damages  to  the  victims  on 
an  equitable  basis.  That  meant 
that  someone  had  to  decide  how 
to  place  a price  on  human  life, 
and  how  to  do  so  on  a massive 
scale. 

It  was  economist  Harvey  S. 
Rosen,  an  associate  professor  at 
Cleveland  State  University,  to 
whom  Kane  turned  to  for  help. 

Rosen  developed  a ten-page 
questionnaire  — approved  by  the 
judges  — for  every  victim  or 
estate  to  complete  accurately, 
under  penalty  or  perjury. 

The  complex  questionnaire 
asked  for  the  following: 

— information  on  the  victim’s 
health  before  the  fire 

— the  parents’  medical  history 

— an  itemized  accounting,  with 
documentation,  of  medical 
expenses  incurred  as  a result  of 
the  fire 

— educational  background, 
including  degrees  received  and 
overall  grade  point  average 

— military  service,  including 
honors  and  decorations  and  special 
skills  acquired 

— a 10-year  employment  and 
salary  history:  Rosen  got 
information  from  the  employer  of 
each  of  the  victims  on  how 
retirement  benefits  are  calculated, 
the  company’s  expense  account 
reimbursement  policy,  profit 
sharing,  bonus  or  commission 
arrangements,  the  amount  of 
overtime  available  in  the  victim’s 
classification  over  the  past  three 
years,  and  the  likelihood  of  the 
victim  being  laid-off  at  some  point 
in  the  future.  He  also  asked  for 
the  victim’s  master  employment 
record  for  the  prior  10  years, 
union  contracts  and  cost  of  living 
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agreements. 

— a list  of  all  the  victim’s 
sources  of  income,  the  names  of 
all  banks  where  a savings  or 
checking  account  was  maintained, 
and  the  balance  in  the  account  at 
the  time  of  fire 

— a listing  of  any  non- 
compensated  services  the  victim 
regularly  performed,  such  as 
volunteer  services,  services 
performed  for  the  spouse’s 
business,  and  services  performed 
at  home,  such  as  babysitting, 
housecleaning  and  cooking 

If  the  victim  was  a housewife  at 
the  time  of  the  fire,  the 
questionnaire  asked  if  she  was 
employed,  either  full  or  part  time, 
the  size  of  the  house,  the  number 
of  rooms,  and  a diagram  and 
floor  layout  of  each  story  of  the 
house.  The  questionnaire  also 
asked  for  a list  of  the  types  of 
appliances  in  the  house,  a list  of 
special  abilities  such  as  baking  or 
sewing,  a list  of  all  organizations 
she  belonged  to  and  if  the  family 
planned  any  additional  children. 
The  respondent  was  also  asked  for 
a written  diary  of  a typical  day  in 
the  life  of  the  victim. 

If  the  victim  was  one  of  the 
injured,  the  questionnaire  sought 
the  kinds  of  injuries,  the  medical 
treatment,  the  permanency  of  the 
injury,  activities  the  injured  could 
no  longer  perform,  medical 
equipment  now  required,  any 
modifications  in  the  home  required 
as  a result  of  the  injury,  and 
copies  of  all  medical  records. 

For  the  deceased,  the 
questionnaire  wanted  to  know: 

— professional,  business  and 
social  background 

— a list  of  honors  and  awards 
received 

— unusual  talents  and  skills 

— a list  of  investments,  such  as 
equity  in  real  estate,  cars,  art, 
antiques,  coins,  stocks  and  bonds 


— an  estimate  of  amount  spent 
on  hobbies,  travel  and  work- 
related  expenses 

— copies  of  federal  income  tax 
returns  for  the  past  five  years  — 
ten,  if  available 

Once  all  the  questionnaires  were 
returned,  they  were  fed  into  a 
computer,  along  with  the 
appropriate  medical,  tax  and 
employment  information.  Six 
months  later,  a lifetime  economic 
value  of  each  of  the  281  victims 
had  been  determined. 

An  outright  cash  settlement  was 
immediately  paid  for  the  two 
unborn  children  — but 
unanswered  questions  remained  on 
30  injury  claims,  and  these  had  to 
be  reviewed  before  any  other  move 
could  be  made  to  disperse  the 
funds. 

So,  attorney  Lawrence  Kane 
assembled  a panel  of  medical 
experts  — four  Cincinnati 
physicians  whose  specialties 
included  burns,  voice  and  lungs, 
and  psychiatry,  and  one  Cincinnati 
psychologist  to  study  each  claim. 

Once  their  evaluation  was 
complete,  the  lawyers  went  to 
work,  translating  the  medical 
expenses  determined  by  the 
medical  panel  and  Rosen’s 
sophisticated  economic  profile  into 
hard,  fast  dollars-and-cents  reality 
for  each  victim.  There  were  $24.5 
million  dollars  to  disperse,  and  it 
was  up  to  them  — not  a jury  — 
to  disperse  it. 

For  three  days  in  mid- July  1981, 
decisions  were  tossed  and  turned 
as  the  litigation  team  worked  its 
way  through  the  stacks  of  claims. 
Each  file  was  read  aloud  and  a 
money  recommendation  was 
compiled  for  each.  All  medical 
claims  were  paid  in  full  — 
regardless  of  whether  or  not  the 
victim  had  any  medical  insurance. 

A scientific  point  system  to 
quantify  pain  and  suffering  soon 
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became  too  cumbersome  for  the 
team,  so  they  used  a formula  — 
three  to  four  times  the  amount  of 
medical  bills  — to  determine  the 
dollar  amounts  due  victims  in  this 
area. 

The  team  further  determined 
that: 

— almost  87  percent  of  the  fund 
be  awarded  to  death  claims,  and 
13  percent  to  injury  claims. 

— the  death  claims  be  divided 
in  the  following  manner  — .4 
percent  of  the  money  for  medical 
bills,  2 percent  for  pain  and 
suffering,  and  96.8  percent  for 
economic  loss. 

— of  the  injury  claims,  10 
percent  be  for  medical  bills,  52.9 
percent  for  pain  and  suffering, 
and  37  percent  for  economic  loss. 

— 16  claimants  would  receive 
no  money. 

— 22  victims  will  receive  a one- 
time payment  of  $1000.  (These 
were  patrons  of  the  club  who  were 
not  hospitalized  overnight,  or  who 
had  minimal  damage.) 

— 31  victims  who  suffered 
smoke  inhalation  would  receive  an 
additional  money  award  for 
possible  future  medical  expenses, 
and  that 

— no  individual  award  will 
reach  $1  million. 

Perhaps  the  most  astonishing 
feature  about  this  whole 
precedent-setting  case  is  the  record 
time  in  which  it  was  settled. 

In  an  article  that  appeared  in 
the  Cincinnati  Post  during  this 
period,  Kane  was  quoted  as 
saying,  “It  would  have  been  very 
easy  for  this  case  to  stay  in  the 
courts  for  ten  years  before  the 
victims  saw  a penny.” 

But,  instead,  he  continued, 

Judge  Rubin  showed  extraordinary 
talent  in  taking  the  initiative  to 
create  a process  that  would  allow 
these  damage  award 
recommendations.  As  a result, 


“We  get  a process  that  brings 
justice  promptly  and  efficiently  to 
the  victims.” 

Since  this  is  the  direction  in 
which  society  is  apparently  headed 
— extracting  justice  for  death, 
compensating  those  who  die  or  are 
injured  as  a result  of  an  accident, 
a mass  tragedy,  or  human  error  — 
then  it  probably  is  best  that  justice 
is  swift. 


Whether  or  not  justice  is  truly 
served  when  value  is  assigned  to 
human  life,  however,  is  a matter 
that  will  no  doubt  be  open  for 
debate  — by  those  both  inside  and 
outside  the  medical  profession  — 
for  years  to  come.  OSMA 


Karen  S.  Edwards  is  Executive  Editor 

of  the  Ohio  State  Medical  Journal. 


Building  ownership . . . 
an  attractive,  affordable 
option  for  today’s  physician 

The  crushing  burden  of  overhead  is  no  news  to 
today’s  physician.  Some  overhead  costs  are  beyond 
your  control.  But  the  cost  of  office  space  js  something 
you  can  control. 

Rather  than  leasing,  you  could  own  your  medical 
building.  Ownership  not  only  builds  equity  but  also 
allows  you  greater  flexibility  in  caring  for  your  patienta 
Market  Group  One  and  its  affiliates  have  put 
together  a team  experienced  in  medical  building  site 
selection,  architecture,  long-term  project  financing, 
marketing,  promotion  and  equity  syndication. 

We  would  be  happy  to  show  you  how  ownership 
can  be  attractive  and  affordable.  Please  call  us  at  (614) 
464-0853.  > , 

Rebecca  J.  Doll 
Vice  President 
Market  Group  One,  Inc. 

(614)  464-0853 
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Ethics  and  the  Elderly 
— Care  at  What  Cost? 


The  case  involved  an  80-year- 
old  man  who  had  been  bedridden 
with  arthritis  for  years.  Although 
his  heartbeat  was  strong  and  his 
kidneys  were  functioning  properly, 
the  man  was  experiencing  some 
internal  bleeding  and  so  a surgeon 
was  called  in  on  the  case.  Given 
the  best  prognosis  with  treatment, 
the  man  might  have  lived  another 
10  years.  But  the  surgeon, 


By  Susan  Porter 

observing  the  man’s  painful  and 
debilitating  condition,  decided 
surgery  was  not  in  order.  The  man 
died  shortly  thereafter. 

Many,  including  K.  Danner 
Clouser,  a professor  of  philosophy 
at  the  Pennsylvania  State  College 
of  Medicine  who  tells  the  story  at 
lectures  throughout  the  country, 
are  shocked  and  dismayed  by  the 
decision  not  to  treat  the  patient. 


“Physicians,  like  everyone  else, 
‘are  notoriously  bad  judges  of  the 
quality  of  life  of  someone  else,’  ” 
Clouser  is  quoted  as  saying  in  an 
article  in  the  Columbus  Dispatch. 

Others,  however,  view  the 
alternative  — an  invasive 
procedure  followed  by  a long 
recovery  period  — a worse 
scenario  for  a patient  already  in 
great  discomfort;  particularly  if 
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the  patient  would  prefer  death  to 
another  decade  of  suffering  and 
dependency. 

Add  other  hypothetical  factors 
— such  as  severe  dementia,  a lack 
of  living  relatives  or  limited 
resources  for  long-term  care  — 
and  the  question  “to  treat”  or 
“not  to  treat”  becomes  even  more 
difficult  to  answer. 

The  result  is  a new  emphasis  on 
the  “ethics”  of  practicing 
medicine,  with  consideration  given 
not  only  to  the  physical 
implications  of  a decision  like  the 
above,  but  also  to  the  social,  legal 
and  moral  aspects  of  such 
decisions.  And  nowhere  are  such 
ethical  decisions  more  frequently 
considered  or  more  complex  than 
in  the  area  of  geriatrics,  where, 
due  to  major  advances  in  science 
and  technology,  the  lives  of  even 
some  terminally  ill  patients  can  be 
extended  indefinitely. 

On  a regular  basis,  doctors 
involved  in  the  care  of  such 
elderly  patients  have  to  make 
critical  choices:  to  resuscitate  or 
not  to  resuscitate  — to  treat  or 
not  to  treat  — to  hospitalize  or 
not  to  hospitalize  — for  those 
terminally  ill  patients  who  stand 
no  chance  of  a full  recovery.  And 
while  a decision  not  to  treat  a 
patient  may  carry  serious 
ramifications,  including  a law  suit, 
the  physician  who  chooses  to  use 
every  means  possible  to  keep  a 
patient  alive  risks  being  called  an 
extremist  and  an  experimenter. 

“Today  in  medicine,  there  are  a 
lot  of  gray  areas  — a number  of 
situations  — that  don’t  clearly  fall 
into  a ‘yes’  or  ‘no’  category,” 
points  out  Roy  L.  Donnerberg, 
MD,  co-director  of  the  Office  of 
Geriatrics/Gerontology  at  the 
Ohio  State  University,  and  head  of 
the  OSMA’s  Committee  on 
Geriatric  Medicine.  “This  is  where 


ethics  comes  into  play.” 

The  problem  is  not  new  to 
medicine,  but  it  has  taken  on  new 
dimensions  in  recent  years  as  more 
and  more  Americans  live  well  into 
old  age  — and,  as  more  and  more 
advances  are  made  to  prolong  the 
lives  of  the  sick  and  aging. 

“Up  until  recently  in  medicine,” 
says  Dr.  Donnerberg,  “nature  was 
so  dominant  that  these  issues  did 
not  confront  us  very  often.  For 
the  most  part,  physicians  were 
largely  observers  of  nature.  We 
could  say,  ‘This  is  consumption,’ 
or  ‘This  is  TB,’  but  we  couldn’t 
do  that  much  about  it.” 

“The  events  of 
science  have  really 
broadened  what  we 
are  able  to  do  for 
our  patients.  But 
the  tough  part  now 
is  just  how  much 
should  we  do?  This 
is  the  problem  we 
must  deal  with.’’ 


Today,  however,  “We  can 
prolong  life  without  intelligence  or 
function  — the  events  of  science 
have  really  broadened  what  we  are 
able  to  do  for  our  patients,”  Dr. 
Donnerberg  continues.  “But  the 
tough  part  now  is  just  how  much 
should  we  do?  This  is  the  problem 
we  must  deal  with  as  professionals 
today.” 

Often  the  question  “to  treat”  or 
“not  to  treat”  hinges  on  the  so- 
called  “quality  of  life”  the  patient 
will  experience  as  a result  of  the 
procedure.  “If  the  procedure 


makes  the  patient’s  life  better, 
then  yes,  do  it,”  says  Joseph  M. 
Foley,  MD  of  the  Department  of 
Neurology,  University  Hospitals  in 
Cleveland,  and  a professor  of 
neurology  at  Case  Western  Reserve 
University.  “We  must  never  deny 
treatment  simply  on  the  basis  of 
age  — that  would  be  immoral. 

“On  the  other  hand,”  he 
continues,  “you  don’t  want  to 
inflict  an  intense,  invasive  workup 
or  treatment  on  an  82-year-old 
patient  unless  the  benefits 
outweigh  the  discomfort  the 
patient  will  suffer.” 

But  as  Donnerberg  points  out  — 
along  with  the  philosopher  at  the 
beginning  of  the  article  — just 
who  determines  the  benefits;  who 
defines  the  “quality  of  life”  is  a 
difficult  matter.  “A  22-year-old 
looking  at  a 65-year-old  with 
severe  arthritis  would  find  that 
quality  of  life  unacceptable,”  Dr. 
Donnerberg  says.  “But  to  that 
person  with  arthritis  who  has 
fought  a hard  battle  to  get  where 
he  is,  it’s  a different  matter.  It’s 
not  just  the  style  of  life,  but  what 
the  style  has  meant  to  the 
patient.” 

One  alternative  is  to  let  the 
patient  decide  whether  or  not  a 
particular  treatment  should  be 
rendered  — to  let  him  or  her 
decide  if  the  benefits  of  a 
procedure  outweigh  the  risks  and 
discomfort.  But  often  — 
particularly  where  a terminally  ill 
or  aged  patient  is  involved  — the 
individual  is  no  longer  capable  of 
making  that  kind  of  choice.  “I’ve 
seen  case  after  case  where  the 
families  didn’t  want  to  upset  the 
patient,  so  they  put  off  talking 
about  it  until  the  patient  reached 
the  end  stages  of  the  disease  — 
and  then  it  was  too  late,”  says  the 
Reverend  Roland  Hornbostle,  a 
Cleveland  nursing  home 
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ombudsman. 

And  who  decides  a patient’s 
level  of  competence  — and  by 
what  criteria  — is  still  another 
ethical  issue  facing  medicine 
today.  “A  patient  may  be 
competent  enough  to  decide  what 
to  put  on  in  the  morning,”  says 
the  Rev.  Hornbostle,  “but  not 
competent  enough  to  decide 
whether  or  not  he  should  have 
dialysis.” 

One  suggested  solution  to  the 
dilemma  is  “the  living  will,” 
which  is  written  at  a point  when 
the  patient  is  still  of  sound  mind; 
generally  before  any  kind  of  illness 
or  crisis  occurs.  Ohio  currently  has 
a living  will  bill  pending  before  its 
state  legislature  which,  if 
approved,  would  allow  an 
individual  to  specify  his  or  her 
wishes  regarding  heroic  measures 
and  extraordinary  treatment  in 
writing. 

But  the  living  will  also  has  some 
negative  aspects,  says  Bruce  H. 
Bosmann,  MD,  director  of 
geriatrics  and  gerontology  for  the 
University  of  Cincinnati  College  of 
Medicine.  “The  problem  with 
living  wills,”  he  says,  “is  that 
they’re  generally  written  when  the 
individual  is  younger,  robust  and 
healthy.  The  feeling  at  the  time  is, 
‘It  will  never  happen  to  me.’  Quite 
often,  however,  when  it  does,  they 
change  their  minds  dramatically.” 

On  the  other  hand,  Dr. 

Bosmann  has  seen  cases  where  a 
painful  or  uncomfortable 
procedure  is  involved  and  “the 
patient  has  literally  begged  to  be 
allowed  to  die.  Yet  three  weeks 
later,  when  the  cancer  has  gone 
into  remission  or  they’re 
recovering  from  the  heart  surgery 
— they  wouldn’t  dream  of  asking 
to  die.” 

It  is  for  this  reason  that  some 
hospitals  have  formed  or  are 


considering  forming  special  ethics 
committees  or  review  boards. 

These  generally  involve  not  only 
physicians,  but  also  lawyers, 
theologians,  hospital 
administrators  and  even  family 
members  in  the  decision-making 
process  — along  with  other 
hospital  personnel  involved  in  the 
care  and  treatment  of  the  patient. 

But  while  an  interprofessional 
approach  to  decision  making  is 
becoming  more  and  more  common 

“The  problem  with 
living  wills  is  that 
they’re  written 
when  the  feeling  is 
‘it  won’t  happen  to 
me.’  When  it  does, 
they  change  their 
minds 

dramatically.’’ 

in  the  hospital  setting,  no 
counterpart  exists  outside  the 
hospital  — in  the  nursing  home 
setting,  where  many  chronically  ill 
elderly  patients  are  treated. 

“We  need  to  bring  the  hospital 
ethics  review  team  concept  into  the 
nursing  home  setting,”  says  the 
Rev.  Hornbostle,  who  is  currently 
serving  on  a state  committee  to 
review  nursing  home  licensing 
requirements.  “Medical  personnel, 
along  with  clergy  and  the  families 
of  these  elderly  patients,  have  to 
make  a concerted  effort  to  reach 
decisions  on  behalf  of  these 
patients.” 

As  it  stands  now,  the  Rev.  Mr. 
Hornbostle  points  out,  when  a 
question  arises,  the  courts  offer 
the  only  legal  recourse  for 
deciding  such  dilemmas.  But  this 


takes  a considerable  amount  of 
time,  and  often  action  must  be 
taken  in  seconds.  Therefore, 
caretakers  are  sometimes  forced  to 
make  quick  decisions,  using  their 
best  judgment  at  the  moment  — 
occasionally  leaving  them  open  to 
potential  liability  problems. 

Dr.  Bosmann,  who  has  done 
extensive  research  in  the  area  of 
euthanasia,  goes  one  step  further. 
“Our  studies  show  that  euthanasia 
of  the  elderly  is  occurring  right 
now  — today  — in  Ohio  and  the 
United  States,  on  a daily  basis,” 
he  says. 

He  is  careful  to  point  out, 
however,  that  most  euthanasia 
takes  a passive  form,  and  involves 
a decision  NOT  to  take  action  that 
might  keep  the  patient  alive,  as 
opposed  to  active  euthanasia,  such 
as  giving  a patient  a lethal 
injection. 

“Most  people  are  more 
comfortable  holding  back  fluids  or 
deciding  not  to  resuscitate  a 
patient,”  Dr.  Bosmann  comments. 
“But  ethically  speaking,  I’m  not 
sure  there’s  a difference.  It  is 
perhaps  cruder,  less  humane,  to 
withhold  fluids  from  patients  than 
it  is  to  hand  them  suicide  tablets.” 

The  problem  has  no  simple 
solutions,  Dr.  Bosmann  and  others 
agree.  It  is  perhaps  just  one  aspect 
of  living  in  a society  that  has 
made  major  advances  in  science 
and  technology  in  recent  years  — 
without  having  stopped  to  deal 
with  the  social  ramifications  of 
such  advancements.  And 
practitioners  aren’t  the  only  ones 
concerned  with  the  problem. 

Dr.  David  Cornwell,  Associate 
Dean  for  Research  at  the  OSU 
College  of  Medicine,  points  out 
that  the  results  of  research 
projects  aimed  at  extending  the 
human  lifespan  carry  major 
economic  and  social  implications, 
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along  with  the  biological  ones.  “In 
my  own  research,  for  example,  if  I 
find  ways  to  allow  human  life  to 
continue  to  120  years,  or  give  a 
90-year-old  man  the  vitality  of  a 
70-year-old,  that  would  probably 
destroy  our  society  as  we  know  it 
today,”  Cornwell  is  quoted  as 
saying  in  a Columbus  Dispatch 
article. 

“Even  if  we  were  to  increase  the 
retirement  age  past  age  75,  think 
of  what  that  would  do  to  the 
newest  generation  of  job  seekers,” 
he  says. 

Cornwell,  whose  own  research  is 
involved  largely  in  the  study  of 
aging  cells,  continues,  “There  is  a 
natural  biological  process  that  all 
of  us  go  through.  We’re  born,  we 
grow,  we  mature,  we  age  — and 
then  we  wear  out  and  die.  There  is 
a certain  rhythm  to  this  cycle.  If 
we  disturb  it,  we  may  lose  control. 
A cell  that  is  out  of  control  — 
that  does  not  progress  through  the 
natural  process  and  die  — is 
cancer.” 

Thus,  an  even  larger  ethical 
issue,  says  Cornwell,  is  “Should 
we  have  it  as  our  goal  to  increase 
the  average  lifespan  to  — say  120 
years?  Or  should  we  be 
concentrating  more  of  our 
resources  on  improving  the  quality 
of  life  for  the  elderly?  One  thing 
we  haven’t  done  is  to  make  life 
more  worthwhile  and  meaningful 
for  the  older  person.  I’m  not  sure 
we’re  doing  that  simply  by  trying 
to  prolong  life.” 

While  the  critical  life-and-death 
situations  facing  physicians  and 
other  health  care  providers  are 
those  most  likely  to  get  the 
attention  of  the  courts,  the 
hospital  review  committees,  and 
the  public-at-large,  they  are  by  no 
means  the  only  ethical  dilemmas 
surrounding  the  care  of  the  elderly 
patient.  In  fact,  a major  one 


revolves  around  the  willingness 
and  ability  of  physicians  and 
hospitals  to  treat  elderly  patients 
suffering  from  even  minor 
disorders. 

One  such  issue  involves  a 
physician’s  decision  to  accept  or 
not  to  accept  Medicare 
Assignment.  A related  one  is, 
what  percentage  of  the  health  care 
bill  should  be  paid  by  the  older 
patient?  Where  originally  Medicare 
paid  over  50%  of  the  health  care 
bill  for  the  elderly,  today  that 
figure  is  less  than  45%,  points  out 
Robert  Atchley,  a gerontology 
professor  at  Miami  University  in 
Oxford.  Thus,  those  physicians 
who  refuse  to  accept  assignment 
may  inadvertently  be  turning  their 
elderly  patients  away,  he  says. 

Diagnosis  Related  Groups,  the 
current  system  used  to  reimburse 
hospitals  of  Medicare  patients, 
pose  similar  ethical  problems, 
Atchley  continues.  “If  a physician 
is  faced  with  a Medicare  patient 
whose  condition  requires  he  or  she 
be  hospitalized  longer  than  the 
DRGs  allow,  what  does  he  do?” 
he  asks.  “Any  time  you  create  a 
standard  in  health  care  services, 
you  do  a lot  of  violence  to  the 
reality  of  the  situation  — because 
the  reality  is  that  every  case  is 
different.” 

And  a third  ethical  issue 
involves  the  complexity  of  the 
Medicare  system.  “Elderly  patients 
are  much  less  able  to  deal  with  the 
economics  of  their  health  care 
than  most  younger  patients,”  says 
Leon  Speroff,  MD,  a Cleveland 
obstetrician/gynecologist  who  also 
is  involved  in  the  Midlife  Center 
at  University  Hospitals,  Case 
Western  Reserve  University, 
Cleveland.  “I,  as  a physician,  can 
barely  figure  out  the  paperwork 
(involved  in  Medicare),  much  less 
my  patient,  who  is  seriously  ill. 


photo  taken  by  Eric  Shinn 


We  need  to  simplify  the  payment 
system  for  the  older  patient  and 
involve  him  or  her  in  it  as  little  as 
possible.” 
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With  so  many  life  insurance 
companies  in  the  marketplace 
today,  sometimes  it’s  difficult  to 
choose  the  one  that  is  best  for 
you. 

At  American  Physicians  Life, 
we  offer  a comprehensive  range 
of  competitively  priced  insurance 
products  designed  with  the 
successful  professional  in  mind 
including  an  innovative  universal 


life  plan,  individual  and  group 
term  life  coverages,  qualified 
pension  programs,  high-yielding 
annuity  plans,  and  attractive 
disability  income  programs. 

APL  is  represented  by  the 
most  knowledgeable  and 
professional  insurance  agents  in 
the  industry  in  addition  to  being 
staffed  by  home  office  personnel 
who  are  dedicated  to  providing 


the  quality  of  service  a 
successful  professional  expects 
and  deserves. 

When  you  are  thinking  about 
life  insurance  protection  or 
planning  for  a secure  future,  why 
not  choose  a company  who 
understands  your  particular 
protection  needs — why  not 
choose  the  best? 
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Because  many  elderly  people  live 
at  or  near  the  poverty  level,  they 
often  have  little  or  no  money  to 
pay  for  the  health  care  costs  that 
Medicare  doesn’t  cover.  “Given  a 
choice  of  food,  heat  or  medicine, 
they  may  not  be  able  to  afford  all 
three,”  says  Dr.  Foley. 

Yet  physicians  in  private 
practice  who  chose  to  treat  elderly 
patients  at  little  or  no  cost  will 
soon  be  out  of  business,  Dr. 

Foley,  who  is  also  the  staff 
neurologist  at  the  Center  for  the 
Assessment  and  Care  of  the 
Elderly,  admits. 

Just  who,  then,  is  to  pay  the 
full  cost  of  health  care  for  the 
elderly  is  a problem  of  multiple 
dimension  — particularly  as  that 
segment  of  the  population  which 
uses  the  greatest  portion  of  the 
health  care  dollar  grows  larger. 
And  given  the  highest  ideals  and 
the  greatest  degree  of  self-sacrifice, 
it  is  not  a problem  that  physicians 
can  handle  alone. 

Rather,  it  is  the  society-at-large 
that  has  to  decide  how  much  it  is 
willing  to  pay  for  this  kind  of 
care,  Dr.  Foley  and  others  point 
out. 

“One  of  our  major  ethical 
issues  regarding  the  care  of  the 
elderly  today  revolves  around  our 
state  and  national  policies 
regarding  payment  of  care  for  the 
elderly,”  says  Atchley,  who  is  also 
the  director  of  the  Scripps 
Foundation  Gerontology  Center  at 
Miami  University. 

“We  seem  to  feel  that  whether 
or  not  we  continue  to  fund  these 
programs  is  a pragmatic  issue, 
rather  than  a moral  one.  We  tend 
to  forget  that  we’ve  promised 
these  people  that  in  exchange  for 
their  40  years  of  work,  we  will 
take  care  of  them  in  their 
retirement,”  he  continues.  “On 
what  moral  grounds  can  we  renege 


on  that  promise? 

“Society  has  a moral  obligation 
to  provide  quality  care  for  the 
elderly,”  Dr.  Foley  adds.  “Yet  its 
willingness  to  pay  for  this  care  has 
been  variable.” 

Dr.  Foley  and  other  physicians 
involved  in  the  care  of  the  elderly 
feel  a whole  new  approach  to 
health  care  is  necessary  in  order  to 
adequately  meet  the  needs  of  the 
elderly  today  and  to  avert  a major 
crisis  in  the  future.  For  instance, 


“Society  has  a 
moral  obligation  to 
provide  quality  care 
for  the  elderly.  Yet 
its  willingness  to 
pay  for  this  care 
has  been  variable.’’ 


at  the  Center  for  the  Assessment 
and  Care  of  the  Elderly  in 
Cleveland,  each  patient  is  assessed 
by  a team  of  health  care  workers 
— including  an  internist,  a family 
practitioner,  a psychiatrist,  a 
neurologist,  a nurse  practitioner 
and  a social  worker.  The  team 
looks  not  only  at  the  physical 
problems,  but  also  the  family, 
social  and  environmental 
conditions  that  might  be  affecting 
the  health  of  the  patient.  Dr. 

Foley  explains,  “We  look  at  the 
multiple  and  complex  problems  of 
the  elderly  — not  just  the 
symptoms  in  the  emergency 
situation.” 

He  continues,  “Many  physicians 
fail  to  concern  themselves  with  the 
total  situation  surrounding  the 
elderly  patient’s  condition.  But  a 


general  assessment  has  to  include 
this.  Unless  the  other  aspects  of 
the  person’s  environment  are 
functioning  properly,  what  you 
prescribe  may  not  do  that  patient 
a whole  lot  of  good.” 

A total  assessment  of  an  elderly 
patient’s  condition  also  includes 
looking  at  the  abilities  of  the 
individual,  along  with  his  or  her 
disabilities.  “Traditional  medicine 
looks  only  at  what  is  wrong  with 
the  patient,”  Dr.  Foley  says.  “But 
in  dealing  with  the  older  patient, 
you  also  have  to  consider  what  is 
right.” 

In  this  way,  it  can  be 
determined  before  a life-and-death 
situation  arises  just  how  capable  a 
patient  is  of  making  his/her  own 
health  care  decisions.  It  can  also 
be  determined  what  other 
responsibilities  and  choices  the 
individual  is  capable  of  handling, 
allowing  him  or  her  the  maximum 
amount  of  independence  and 
autonomy.  And  to  those  in  the 
field  of  gerontology,  autonomy  or 
self-sufficiency  make  up  an 
integral  part  of  the  “dignity”  or 
“quality  of  life”the  older  person 
can  maintain.  “Taking  away  the 
power  to  make  decisions  — when 
a person  is  still  capable  of  making 
these  decisions  — is  the  worst 
thing  you  can  do  to  an  adult,” 
Atchley  says.  “Not  even  a 
person’s  offspring  should  have  a 
right  to  do  this.” 

Whether  or  not  physicians 
should  concern  themselves  with 
these  aspects  of  their  older 
patients’  health  is  still  another 
moral  or  ethical  question,  Dr. 
Foley  believes.  And  it’s  not  an 
easy  one  to  answer  — particularly 
since  Medicare  and  other  forms  of 
reimbursement  are  not  geared 
toward  this  kind  of  assessment. 

“Traditionally  and  historically 
in  medicine,”  says  Dr.  Foley, 
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“technique  is  rewarded;  thought  is 
not.  Action  is  reimbursable,  but 
restraint  isn’t.” 

Thus,  another  ethical  question  is 
how  much  time  and  attention 
should  a physician  be  willing  to 
give  to  an  elderly  patient  whose 
complex  needs  go  far  beyond  the 
traditional  time  and  fee  allotted  an 
office  call.  “If  a physician  has  a 
wide  mix  of  patients,  this  may  not 
be  a problem,”  says  Dr.  Foley. 

But  if  most  of  his  patients  are 
elderly,  it  could  make  it  very 
difficult  to  earn  a living.” 

One  part  of  the  solution  is  for 
more  physicians  to  become 
involved  in  the  care  of  the  elderly. 
And  with  the  U.S.  population 
aging,  this  is  bound  to  happen, 
regardless  of  whether  or  not  an 
individual  doctor  is  prepared  to 
deal  with  this  age  group,  says  Dr. 
Speroff,  who  predicts  that  by  the 
year  2000,  a high  percentage  of 
most  physicians’  time  will  be  spent 
dealing  with  older  patients. 

Even  specialists,  therefore,  need 
to  start  looking  at  their  practices 
in  a different  way,  says  Dr. 
Speroff,  and  begin  emphasizing 
more  preventive  medicine  so  that 
problems  can  be  averted  in  the 
later  years.  “We  need  to  change 
our  attitudes,”  says  Dr.  Speroff. 
“Too  many  of  us  view  the 
problems  associated  with  old  age 
as  diseases  or  conditions  that  need 
to  be  treated.  But  there  is  no  cure 
for  old  age.” 

Some  70%  of  patients  over  the 
age  of  75  are  widowed  females, 

Dr.  Speroff  points  out.  “And  this 
presents  some  special  problems  for 
the  gynecologist.  Physicians  who 
plan  on  treating  the  older  patient 
in  the  future  need  to  place  more 
emphasis  on  primary  care  — 
including  specialists,  such  as 
gynecologists.  And  we  need  to 
place  a lot  more  emphasis  on 
prevention.” 


Atchley  regularly  warns  his 
Miami  University  College  students 
that,  “A  lifetime  of  poor  health 
habits  can  contribute  to  illness  and 
disability  in  later  years.  You  can’t 
turn  a whole  lifetime  of  bad  habits 
around  when  you  reach  65.” 

Dr.  Foley  concurs:  “I  would 
like  to  see  a major  public  health 
measure  to  teach  young  and 
middle-aged  people  how  to  grow 
old  — to  prepare  them  to  grow 
old  properly.  And  another 
important  ethical  question  is:  what 
is  the  responsibility  of  the  patient 
to  do  the  best  he  or  she  can  to 

“Ageism,  next  only 
to  racism,  is  our 
second  most 
common  prejudice. 
Ethically  and 
morally  in  our 
actions,  we  treat 
the  older  individual 
as  a burden  to 
society.” 

grow  into  old  age  free  of  illness? 

“Preventive  measures,”  Dr. 
Foley  continues,  “require  that 
people  be  made  aware  of  the  fact 
that  they’re  growing  older.  And 
they  should  make  some  efforts  to 
find  out  what  aging  is  about,  so 
that  they  can  be  prepared  for  it. 
This  is  not  entirely  the  physician’s 
responsibility.  A good  part  of  it 
has  to  fall  on  the  patient 
himself.” 

Physicians’  responsibilities  in 
treating  the  elderly  patient, 
perhaps,  revolve  more  around 
tuning  themselves  into  the  special 
needs  of  older  individuals,  being 
more  aware  of  the  circumstances 
surrounding  their  illnesses,  and 


taking  these  needs  and 
circumstances  into  consideration. 
“You  can’t  treat  an  elderly  person 
like  you  can  a 25 -year-old,”  says 
Dr.  Speroff.  “You  can’t  send 
them  off  to  five  different  consults 
every  time  you  have  a question. 
They  may  not  have  the 
transportation  or  the  money  to 
follow  through  with  them.” 

Robert  Atchley  even  goes  so  far 
as  to  place  housecalls  on  the  list 
of  ethical  responsibilities  facing 
doctors.  “How  ethical  is  it  to  tell 
your  sick  and  elderly  patients  that 
you  will  not  see  them  in  their 
homes?”  he  asks.  “Home  care 
services  can  take  care  of  this 
problem  to  a degree,  but  if 
physicians  refuse  to  visit  their 
patients  at  home,  they  may  be 
forcing  them  to  accept  a lesser 
degree  of  expertise  and  care  — 
and  this  definitely  affects  the 
quality  of  care  for  the  patient.” 
And  finally,  there  are  those 
physicians  who  have  simply  not 
geared  themselves  to  treating  the 
elderly.  Says  Dr.  Speroff:  “Older 
people  feel  younger  doctors  — and 
younger  people  in  general  — turn 
them  away  with  their  attitudes. 
They  feel  the  younger  doctor 
doesn’t  like  or  understand  them. 
And  often  they  don’t  because  they 
haven’t  developed  the  patience  or 
tolerance  to  deal  with  them.” 
“Ageism,”  says  Dr.  Bosmann, 
“next  only  to  racism,  is  our 
second  most  common  prejudice. 
Ethically  and  morally  in  our 
actions,  we  treat  the  older 
individual  as  a burden  to  society 
rather  than  looking  to  them  as 
people  with  a vast  amount  of 
wisdom  and  experience  to 
contribute  to  society.” 

Dr.  Foley  concurs.  “From  an 
ethical  point  of  view,  we  tend  to 
view  the  elderly  as  troublesome. 
Consciously,  and  subconsciously, 
caretakers,  including  doctors,  seem 
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to  feel  that,  ‘after  all,  this  person 
is  going  to  die  soon  anyway,  so 
my  younger  patients  are  more 
important.’  ” 

And,  whether  it’s  for  the 
purpose  of  helping  an  older  person 
through  a minor  illness  or  a major 
crisis,  society  has  a tendency  to 
judge  an  individual’s  worth  — and 
worthiness  — “according  to  their 
productivity,  how  much  they 
contribute  to  the  gross  national 
product,”  says  Dr.  Foley. 

“We  tend  to  value  people  not 
by  their  wisdom,  values  and 
experiences,  but  by  their  economic 
productivity,”  the  Rev.  Mr. 
Hornbostle  concurs.  “And  this  has 
a tendency  to  hurt  the  elderly  in 
our  decision  making.” 

Says  Dr.  Speroff,  “We’ve 
become  so  autocratic  in  these 
matters.  I,  as  an  obstetrician,  for 
instance,  may  spend  a lot  of 
money  on  a pregnant  woman  in 
order  to  save  her  unborn  baby 
because  I know,  that  in  saving 
that  child,  I am  potentially  saving 
70  years  of  life.  But  does  that 
mean  I should  view  the  70-year- 
old  patient  who  needs  a $100,000 
cardiac  procedure  but  may  die  a 
year  later  any  differently? 

“Should  we  look  at  issues  like 
productivity  and  future 
productivity  in  deciding  who  gets 
care  — or  is  life  itself  most 
important,  regardless  of  the 
chronological,  physical  or 
pathological  age  of  the  patient?” 
asks  Dr.  Bosmann. 

There  are  no  easy  answers  to 
any  of  these  concerns,  all  agree. 

But  still,  some  answers  must  be 
found,  if  society  plans  to  continue 
to  grow  older,  and  if  the  moral, 
social  and  philosophical  aspects  of 
health  care  are  ever  to  catch  up 
with  the  scientific  and 
technological  advances. 

“One  ethical  consideration  is 
that  too  much  of  this  discussion  is 


taking  place  behind  closed  doors,” 
says  Dr.  Bosmann,  — “on  the 
telephone,  in  the  emergency  room, 
in  the  intensive  care  unit.  We  need 
to  start  discussing  these  issues  out 
in  the  open  so  that  we  can  come 
up  with  some  new  laws  and  some 
new  solutions  to  these  dilemmas. 
We  need  to  decide  as  a state,  as  a 
nation,  as  human  beings,  how  we 
really  feel  about  these  issues  so  we 
can  begin  to  devise  a better 
manner  to  deal  with  them.” 

It’s  the  only  just  and  moral  way 
to  handle  it,  he  concludes.  0SMA 


Susan  Porter  is  the  Associate  Editor 
of  the  Ohio  State  Medical  Journal. 


Tournament  Scheduled 

The  1985  Ohio  State  Medical 
Golfers  Association  tournament 
has  been  scheduled  for  Friday, 

June  14,  at  the  Westbrook 
Country  Club  in  Mansfield. 

Preregistration  forms  and  other 
materials  will  be  mailed  to  all 
OSMGA  members  by  mid-April, 
according  to  the  organizers  of  the 
tournament. 

Any  OSMA  physician  interested  in 
becoming  a member  of  OSMGA 
should  contact  Robert  D.  Clinger, 
OSMGA,  600  S.  High  St., 
Columbus,  Ohio  43215  or  call 
(614)  228-6971. 
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An  Important 
Question  for 
Ohio  Physicians . 


WHEN  YOG  HAVE 
A PROFESSIONAL 
LIABILITY  CLAIM, 

HOW  DOES 
YOUR  INSURANCE 
COMPANY  RESPOND? 

DOES  YOUR  I Use  the  most  highly-qualified,  eminent  defense 
COMPANY:  counsel  available  in  your  area? 

■ Have  a physician’s  consent  clause  for  claims  set- 
tlements? 

■ Make  it  a practice  never  to  surcharge  you  next 
year  for  this  year’s  claims? 

■ Have  a proven  track  record  of  skilled  claims 
handling? 

■ Have  a claims  review  committee  consisting  of 
doctors? 

Find  out  why  more  and  more  physicians  are  switching  to  PICO. 
Call  or  write  for  more  information;  or  contact  your  local  PICO  agency. 

fofco 

Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 

(614)  864-7100  or  toll  free  in  Ohio,  1-800-282-7515. 


IF  YOU  CAN 
ANSWER  YES 
TO  THESE 
QUESTIONS, 
YOUR  COMPANY 
IS  PROBABLY 
PICO! 


408 


The  Ohio  State  Medical  Journal 


flco  

Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

S tolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 
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Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  15238 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


opinions,  they  look  to  you 
for  direction. 


Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 
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Medicine’s  Morals 


World  Health 

Who  Is  Responsible? 

By  Karen  S.  Edwards 


A 

JTm.  woman,  so  thin  and  fragile 
she  looks  as  though  she  might 
melt  in  the  hot  African  sun,  sits 
under  a makeshift  tent,  cradling 
two  children  in  her  arms.  Neither 
child  sleeps  — yet  they  do  not  cry 
out  or  play  like  normal  children. 
Instead,  they  lie  quietly  in  their 
mother’s  arms,  their  gaunt  faces 
and  extended  bellies  testament  to 
the  fact  that  famine  and  starvation 
are  not  just  dictionary  words. 

They  are  harsh  realities  in  this 
part  of  the  globe. 

Perhaps  nowhere  else  on  earth 
are  the  problems  of  world  health 
more  pronounced  than  in  the 
famine-plagued  country  of 
Ethiopia.  Each  day,  men,  women, 
children  and  infants  die  of 
starvation  or  the  effects  of 
starvation  — a medical  problem 
that,  fortunately,  not  many  Ohio 
physicians  have  had  to  diagnose. 
But  are  the  problems  of  Ethiopia 
our  problems?  Should  Ohio 
physicians  feel  morally  obligated 
to  shoulder  the  health  care 
problems  of  the  world  and  do 
something  about  the  ills  that 
plague  mankind  outside  of  Ohio 
and  the  U.S.? 


Ethiopia  is  not  at  the  top  of 
most  people’s  “must  see”  list.  It 
sits  on  Central  Africa’s  east  coast, 
bordered  by  Sudan  on  the  west 
and  Kenya  on  the  south.  A pie- 
shaped wedge  of  the  country  cuts 
into  the  Somali  Republic  on  the 
east,  and  to  the  north,  its  border 
tumbles  off  into  the  Red  Sea. 


What’s  done  is 
done.  But  whatever 
the  cause  of 
Ethiopia’s  famine, 
the  reality  remains, 
and  someone, 
somewhere,  must 
deal  with  that. 


By  and  large,  Ethiopia  is  a 
mountainous  region,  with  some 
peaks  reaching  over  15,000  feet. 
The  Great  Rift  Valley,  however, 
cuts  through  the  country’s  middle, 
accommodating  a small  string  of 
lakes,  with  names  like  Zwai, 


Shala,  Abaya  and  Chamo.  The 
larger  lake  — Lake  Tana,  with  its 
Tesissat  Falls  — lies  farther  north, 
above  Addis  Ababa,  the  capital 
city,  where  Ethiopia’s  Marxist- 
cum-Communist  government  sits 
in  power. 

Some  blame-givers  have  been 
quick  to  point  accusing  fingers  at 
the  country’s  leaders,  saying  it  was 
their  purchase  of  Soviet  weaponry 
— in  an  ambitious  effort  to 
expand  the  country’s  army  — that 
drained  an  economy  already 
sagging  from  a several-years 
drought.  The  massive  arms 
spending  simply  made  a bad 
situation  worse,  these  critics  say. 

The  argument  is  a political  one, 
at  best  — of  some  import, 
perhaps,  to  politicians  and 
diplomats,  but  of  little  significance 
to  the  people  of  Ethiopia,  who  are 
struggling  to  survive  in  a hand-to- 
mouth  existence.  After  all,  what’s 
done  is  done,  but  — whatever  the 
cause  — the  reality  remains,  and 
someone,  somewhere,  must  deal 
with  that. 

Earlier  this  year,  Charles 
Dillard,  MD,  a Cincinnati 
internist,  decided  to  be  that 
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World  Health 

continued 


Charles  Dillard,  MD,  pictured  at 
right,  and  below,  recently  spent 
time  in  Ethiopia,  caring  for 
famine  victims  and  others  in  need. 
In  addition  to  providing  medical 
skills,  he  took  with  him  six  tons 
of  drugs,  vaccines  and  medical 
supplies. 
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someone. 

He  and  Robert  Valentine,  a 
local  pharmacist,  co-own  a 
medical  supply  company,  and 
decided  that  “since  we  are  in 
contact  with  the  drug  companies 
all  the  time,  we  thought  we  would 
ask  them  for  donations  of  drugs 
and  medical  supplies  to  send  to 
Ethiopia,”  Dr.  Dillard  explains. 

The  response  was  incredible. 

The  small  shipment  which  Dr. 
Dillard  and  his  partner  had 
envisioned  sending  to  the  famine- 
wracked  nation,  eventually  ended 
up  weighing  six  tons.  According  to 
Dr.  Dillard,  the  top  priority  drugs 
were  rehydration  solutions  and 
antibiotics,  but  the  two  also 
managed  to  obtain  drugs  used  to 
treat  tuberculosis  and  malaria  after 
learning  from  CARE,  a relief 
organization,  that  these  drugs  are 
desperately  needed. 

“There  are  a number  of  drugs 
whose  expiration  date  is  not  yet 
up,  but  they  are  close  to  expiring, 
so  they  are  returned  to  the 
manufacturer,”  Dr.  Dillard 
explains.  Much  of  the  donated 
supply  the  two  collected  for 
Ethiopia  was  composed  of  these 
not-quite-expired  medications. 

Other  drugs  — vaccines  for 
measles,  influenza,  diphtheria, 
pertussis  and  tetanus  — also  badly 
needed,  were  too  costly  to  be 
collected  gratis,  so  Dr.  Dillard  and 
his  partner  began  to  seek  the 
necessary  funds  to  purchase  these 
drugs. 

“Bethesda  Hospital  in 
Cincinnati  kicked  off  the  drive 
with  a $7,000  donation,”  he  says 
— and  the  total  figure  collected 
amounted  to  over  $30,000  — 
enough  to  buy  an  impressive 
supply  of  vaccines. 

Once  the  two  had  seen  the 
quantity  and  had  quickly  estimated 
the  value  of  the  shipment,  which 
included  not  only  the  needed 
drugs,  but  non-narcotic  drugs, 
vitamins,  hypodermic  needles, 
bandages  and  nutritional 


supplements,  they  decided  to 
accompany  it  to  its  destination. 
The  reasons  were  partly  to 
discourage  the  practice  of  pirating 
food  and  medical  shipments  for 
later,  high-profit  sales  on  the 
black  market,  and  partly  because 
they  wanted  to  do  some  “hands- 
on”  helping. 

“We  wanted  to  do  something 
more,”  Dr.  Dillard  says  simply. 

But  getting  into  Ethiopia  is  not 
an  easy  process. 

Miles  of  red  tape  clutter  the 


Other  drugs  — 
vaccines  for 
measles,  influenza 
diphtheria, 
pertussis  and 
tetanus  — were  too 
costly  to  be 
collected  gratis,  so 
Dr.  Dillard  and  his 
partner  began  to 
seek  the  funds  to 
purchase  them. 


way,  and  obtaining  the  necessary 
visas  from  an  obstinate,  publicity- 
shy  government  proved  to  be  a 
frustrating  experience. 

“We  went  to  see  Dave  Jackson 
(David  Jackson,  MD,  Director  of 
the  Ohio  Department  of  Health) 
for  his  blessing,  and  to  see  if  he 
could  give  us  any  assistance,  and 
he  ended  up  coming  along,”  says 
Dr.  Dillard. 

But  it  was  down  to  the  wire  on 
the  visas.  The  Marxist  leaders  had 
shown  no  cooperation  to  the 
group,  and  it  wasn’t  until  the 
afternoon  before  the  flight  was 


scheduled  to  leave  that  the 
necessary  visitor  permits  arrived. 

Once  everything  was  in  place, 
however,  things  moved  quickly. 
The  supplies  were  loaded  aboard 
an  Emergy  Worldwide  plane  (the 
company  had  agreed  to  fly  the 
supplies  gratis),  and  a party  — 
consisting  of  Dr.  Dillard,  his 
partner  Bob  Valentine,  Dr. 
Jackson,  two  state  senators,  three 
television  personnel  from  a local 
Cincinnati  station  and  one  private 
citizen  — took  off  for  the  starving 
African  nation. 

Once  there,  they  were  greeted 
with  reservation. 

“The  government  handled  us 
with  kid  gloves,”  Dr.  Dillard  says. 

Surveillance  of  the  party  was 
constant,  he  claims,  and  while 
there  were  people  there  who  were 
glad  to  see  them,  those  feelings 
were  never  expressed  openly. 

“Once,  after  a group  of  people 
had  left  our  room,  one  person 
came  back  to  tell  us  how  glad  he 
was  we  were  here.  It  was 
something  he  said  he  couldn’t  tell 
us  in  a room  full  of  people,  since 
someone  might  be  listening,  and 
the  government  had  spies 
everywhere,”  Dr.  Dillard  recalls. 

It  was  an  uncomfortable  period 
for  everyone,  he  says.  “It  took  us 
two  days  to  get  the  visas  that 
would  enable  us  to  leave  the 
capital  and  go  out  into  the 
countryside,”  Dr.  Dillard  says, 
then  adds,  “but  once  we  had 
them,  they  never  checked  them  — 
or  us.” 

Unlike  the  government,  the 
people  in  the  surrounding 
countryside  were  overjoyed  to  see 
the  travelers  — and  especially  the 
supply  of  medicine  they  brought. 

“We  went  to  the  southern  part 
of  Ethiopia,  which  was  the  first 
time  any  outside  help  has  gone  to 
this  area,”  Dr.  Dillard  says. 

Ironically,  the  southern  part  of 
Ethiopia  is  known  as  the  country’s 
“Bread  Basket,”  as  the  steep, 
sharp  terrain  of  the  north  softens 
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to  gentle  curves  in  its  move  south 
— leaving  behind  a countryside 
that  is  rich  in  agricultural 
possibilities. 

It  is  here  that  much  of  the 
coffee,  which  accounts  for  two- 
thirds  of  Ethiopia’s  exported 
goods,  was  grown  — before  the 
drought.  Now  nothing  grows  in 
this  wasteland. 


Another  ironic  twist  is  that  85% 
of  Ethiopia’s  workforce  is  engaged 
in  agriculture  and  it  is  here,  in  the 
countryside  that  the  majority  of 
Ethiopia’s  population  (some  90%) 
lives. 

“The  people  are  by  and  large 
uneducated,  and,  technologically, 
they’re  about  200  years  behind 
us,”  Dr.  Dillard  says. 


Taking  Responsibility ... 


Dr.  Charles  Dillard  isn’t  the  on- 
ly Ohio  physician  to  help  preserve 
world  health  by  providing  aid  to 
Ethiopia. 

Late  this  spring,  thirty  volunteer 
physicians  — students  and  faculty 
members  from  Ohio  State  Univer- 
sity’s College  of  Medicine  — left 
on  a two-week  medical  mission, 
similar  to  the  one  undertaken  by 
Dr.  Dillard. 

According  to  an  article  that  ran 
in  the  Columbus  Dispatch,  Eastern 
Airlines  offered  30  free  seats  on 
one  of  its  Ethiopia-bound  flights 
to  medical  personnel  as  a result  of 
a successful  airlift  of  43  tons  of 
Ohio  food  and  farm  supplies  to 
Upper  Volta  in  February. 

Tony  Logan,  deputy  director  of 
the  Ohio  Department  of 
Agriculture  and  the  man  responsi- 
ble for  coordinating  the  project, 
turned  to  OSU’s  College  of 
Medicine  Dean  Manuel  Tzagour- 
nis,  MD,  for  help  in  filling  the 
proffered  seats. 

The  call  for  volunteers  went  out 
from  Dr.  Tzagournis’s  office,  and 
at  least  fifty  OSU  faculty 
members,  residents  and  senior 
medical  students  responded  — 
many  more  than  were  expected. 

To  help  out,  OSU’s  University 
Hospital  followed  up  with  a dona- 
tion of  four  tons  of  medical 
equipment  and  supplies  for  the 


team  to  use,  since  the  lack  of 
equipment  often  prohibits  physi- 
cians from  helping  out  where  they 
are  needed. 

Finally,  this  past  April,  once  the 
group’s  number  was  whittled  down 
to  accommodate  the  donated 
number  of  seats,  they  flew  to  Ad- 
dis Ababa,  Ethiopia’s  capital,  for 
assignment  to  refugee  camps  in 
northern  and  western  Ethiopia. 

Before  leaving,  one  of  the 
volunteer  physicians,  OSU  staff 
member  Tom  O’Dorisio,  MD, 
said,  “If  we  can  be  effective,  then 
just  going  for  two  weeks  would  be 
justifiable,”  and  his  wife  Sue,  a 
senior  medical  student  added: 

“I  think  it’s  important  that  we 
provide  the  medical  assistance,  and 
help  the  Ethiopians  to  set  up  their 
own  medical  program.” 

Ohio  physicians,  like  the 
O’Dorisios  and  Dr.  Dillard  who 
lend  their  time,  talent  and  skills, 
and  take  responsibility  for  the 
health  of  others  — even  when 
those  others  are  well  beyond  the 
boundaries  of  their  home  practices 
— have  answered  the  question  of 
“Who  is  responsible  for  world 
health?”  for  themselves. 

Maybe  because  of  their  efforts 
now,  it  is  a question  that  won’t 
have  to  be  raised  nearly  as  often 
in  the  future.  — Karen  S. 

Edwards 


There  is  no  sanitation  and  no 
plumbing.  Water  is  still  drawn 
from  wells  — though  there  is 
precious  little  of  it  to  draw  these 
days. 

“The  drought  has  really 
devastated  the  country,”  Dr. 
Dillard  says. 

And  its  effect  on  the  people  is 
obvious. 

“The  adults  are  thin,”  Dr. 
Dillard  confirms,  “but  it’s  the 
children  who  show  all  the  classic 
effects  of  starvation.”  And,  he 
adds,  they  saw  no  old  people  at 
all  “since  the  average  life 
expectancy  in  Ethiopia  is  only  40 
years.” 

Famine  isn’t  the  only  reason  for 
this.  Illness  is  everywhere  — 
especially  tuberculosis. 

“Even  the  cows  are  affected  by 
TB,  and  since  there  is  no 
pasteurization,  it  is  passed  on  to 
the  people  through  the  milk,”  Dr. 
Dillard  explains. 

Disease  is  simply  accepted  as  a 
part  of  life,  and  no  one  seems  to 
think  twice  about  walking  for  days 
to  reach  a place  where  treatment  is 
available. 

“We  saw  the  worst  cases,”  Dr. 
Dillard  recalls.  “We  were  only 
there  10  days,  and  there  was  no 
way  we  could  treat  all  the  people 
who  needed  our  help.  It  made  you 
feel  so  helpless.” 

Is  it  worth  it  then  — the  time 
away  from  practice,  the  annoying 
layers  of  bureaucracy,  the  miles  of 
travel,  the  ungrateful,  suspicious 
government  — all  to  help  out 
what  amounts  to  maybe  1/1000  of 
a population-in-need? 

Definitely  yes,  Dr.  Dillard 
replies,  and  he  believes  more  U.S. 
physicians  should  become  involved 
with  the  problems  of  maintaining 
a healthy  world  population. 

“We  are  our  brother’s  keeper. 
We  need  to  be  concerned  about 
everyone,”  he  says.  “If  we  don’t 
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help,  our  image  as  a world  power 
will  tarnish.  This  is  a real 
opportunity  for  us  to  practice 
what  we  preach.” 

Yet,  based  on  his  own 
experience,  Dr.  Dillard  doesn’t 
believe  America  has  been  well- 
represented  during  Ethiopia’s 
crisis. 

“When  we  were  over  there,  we 
saw  doctors  from  all  over  Europe, 
but  no  U.S.  doctors  at  all.” 

Dr.  Dillard  admits  that  the 
difficulty  in  obtaining  visas  and 
the  time  away  from  practice  can 
deter  even  those  physicians  with 
the  best  of  intentions. 

“But  there  is  always  the  need 
for  food  and  medicine,  and  that’s 
one  way  physicians  can  be 


involved  if  they  are  unable  to 
make  any  personal  time 
commitments,”  Dr.  Dillard  says. 

It’s  possible  that  Dr.  Dillard’s 
own  commitment  will  spur  other 
physicians  to  action,  however. 

“There  has  been  a great  deal  of 
interest  in  my  trip,”  Dr.  Dillard 
says,  adding  that  colleagues  often 
stop  him  on  hospital  rounds  and 
at  medical  meetings  to 
congratulate  him  on  his 
involvement,  or  simply  to  ask 
questions. 

“They  hear  so  many  conflicting 
reports  as  to  what  is  going  on 
over  there  that  they’re  eager  to 
hear  a firsthand  account  from 
someone.” 

Whether  or  not  world  health  is 


every  physician’s  responsibility  is  a 
question  each  physician  must 
answer  for  himself  or  herself. 

As  for  Dr.  Dillard,  he  and  his 
partner  will  make  the  collection  of 
medicine  for  Ethiopia  an  ongoing 
project,  and  “before  the  year  is 
out,”  he  hopes  to  return  to  that 
section  of  Africa  to  do  what  he 
can  to  help  the  world  health 
problem  there. 

“This  time  I’ll  go  for  three 
months  — if  my  practice 
permits,”  he  says. 

And  somehow,  you  just  know 
he’s  counting  the  days.  . . . OSMA 


Karen  S.  Edwards  is  executive  editor 

of  The  Ohio  State  Medical  Journal. 
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Essay 


Reflections  on  a 
Teaching  Experience 

By  Theodor  T.  Herwig 

Editor’s  Note:  In  response  to  the  article  that 
ran  in  the  April  Journal,  “Can  a Teaching  Experience 
Make  a Better  MD?”,  this  University  of  Cincinnati 
medical  student  reflects  on  his  own  experiences  in 
the  classroom  as  a high  school  Latin  teacher. 


“Can  Teaching  Make  a Better 
MD?”  — after  teaching  high 
school  Latin  before  entering 
medical  school,  this  med  student 
answers  an  enthusiastic  “YES!”, 
though  not  entirely  for  the  same 
set  of  reasons  Jerome  Debruin 
cites  in  his  April  OMJ  article. 

Debruin  writes  about  Howard,  a 
premed  student  who  student- 
taught  because  he  “felt  that 
teaching  would  expand  his 
horizons  and  make  him  a well- 
rounded  premed  student”  (p. 

239).  Howard  found  that  teaching 
led  him  to  a better  understanding 
of  his  textual  material,  built  his 
confidence  and  poise  before 
groups,  as  well  as  helped  develop 
facility  in  expressing  his  opinions 
and  values;  he  enjoyed  working 
with  students  and  helping  them 
learn.  While  these  qualities  will  be 
assets  for  Howard,  they  do  not 
include  the  “lessons”  I learned 
while  teaching  — lessons  which,  I 
suspect,  will  be  of  utmost 


advantage  in  my  future  career  as  a 
physician. 

Teaching  able  students  is  a 
pleasure,  and  rather  less 
demanding  than  teaching  the  less 
gifted,  but  it  was  from  these  “less 
gifted”  students  that  I learned  the 
most  about  learning  — and  these 
lessons  eventually  kept  me  from 
failing  out  of  medical  school. 

They  taught  me  that  using  as 
many  senses  as  possible  and 
making  as  many  associations 
between  the  item  to  be  learned 
and  other  things  already  known 
maximizes  both  the  speed  of 
learning  and  the  amount  retained. 
They  reinforced  the  need  for  a 
calm  and  orderly  approach  to  a 
seemingly  incomprehensible 
paragraph  of  Caesar:  the 
overwhelming  task  had  to  be 
divided  into  a series  of 
manageable  subroutines  which 
were  proceeded  through  until  the 
original  task  stood  solved.  (It  was 
a thrill  to  help  my  students 


through  this  process  and  watch 
their  confidence  grow  explosively 
and  exponentially;  it  was  amazing 
to  observe  what  the  difference 
between  panic  and  confidence 
would  lead  to  in  two  students  who 
had  the  same  basic  factual 
knowledge.)  And,  perhaps  most 
importantly,  my  students  taught 
me  that  studying  is  work,  and 
hard  work  at  that.  I had  never 
realized  that:  learning  had  always 
been  more  fun  than  work  for  me. 
Well,  surely  none  of  these 
discoveries  are  anything  new  to  the 
world  of  professional  education, 
but  they  were  revelations  to  me. 

Ironically,  I forgot  all  these 
newly  learned  lessons  as  soon  as  I 
entered  medical  school  and  began 
feeling  overwhelmed.  I was  having 
spectacular  academic  difficulties 
and  I felt  as  flustered  as  a 
freshman  facing  Cicero;  I had 
forgotten  all  the  lessons  my 
students  taught  me.  Figuring  this 
out  was  a turning  point;  I began 
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continued 


applying  my  precepts.  Rule  #1: 

Use  as  many  senses  as  possible.  In 
gross  anatomy,  read  before  lab, 
discuss  the  day’s  work  and  goals 
with  partners  before  starting,  list 
important  structures  to  be  found, 
watch  and  do  the  dissection,  ask 
partners  “What’s  that?”  and 
answer  their  similar  queries,  review 
the  day’s  work  while  in  the  lab, 
go  home  and  draw  quick 
diagrams,  redraw  and  label  the 
diagrams  without  looking  at  the 
original.  Thus  we  did  and 
reviewed  the  day’s  work  seven 
times  over  in  little  more  time  than 
it  normally  took  to  do  it  once;  we 
used  our  time  more  effectively  and 
we  learned  more  aggressively.  I 
began  studying  with  a friend  and 
we  applied  the  same  techniques; 
we  accepted  100%  responsibility 
for  learning  the  material  no  matter 
if  the  lecturer  was  bad  or  the  text 
unclear.  I stopped  failing  and 
started  doing  rather  well;  my  study 
partner  flourished  too.  Without 
the  lessons  I learned  teaching,  I 
might  well  not  have  survived  first 
year. 

Teaching  in  a boarding  school 
can  be  like  living  next  to  the 
chimpanzees  at  the  zoo,  but  I feel 
that  this  year  of  “anthropology” 
will  be  invaluable  when  I deal  with 
teenagers  as  a physician.  Such 
close  contact  teaching  them, 
coaching  them,  playing  with  them, 
and  studying  them  has  shown  me 
how  teenagers  think  (or  seem  not 
to!)  and  behave;  this  is  valuable 
experience  which  I will  not  have  to 
spend  years  doctoring  and 
parenting  to  obtain. 

I also  learned  about  one  of  a 
physician’s  greatest  problems  — 
compliance.  The  doctor  can 
prescribe  and  the  teacher  can 
suggest,  but  if  those 
recommendations  are  not 
followed,  there  can  be  no  cure. 
Even  after  only  two  years  of  med 
school,  I suspect  teachers  have  a 


worse  compliance  problem  than 
doctors  do! 

Teamwork  and  the  professional 
relationship  both  have  close 
parallels  in  medicine  and 
education.  When  our  students  had 
problems,  an  entire  team  was 
assembled:  instructors  from 
appropriate  courses,  the  dormitory 
master,  the  student’s  coaches,  and 
often  the  dean  of  students  or 
another  administrator.  The 
number  of  people  involved  in 
working  with  (for  example)  an 
indigent,  chronically  ill  alcoholic 
or  diabetic  (such  as  seen  so 
frequently  in  the  urban  general 
hospital)  is  no  less:  attending 
physicians,  residents,  med 
students,  nurses,  nurses’  assistants, 
dieticians,  social  workers,  special 
therapists,  unit  clerks,  and  more. 
Learning  one’s  role  in  such  a team 
is  as  important  for  the  med 
student  as  for  the  teacher. 
Furthermore,  these  roles  vary  with 
each  individual  situation:  perhaps 
an  authoritarian  role  in  the  ER,  a 
facilitator’s  role  with  the 
chronically  ill,  a helpful  peer’s  role 
when  dealing  with  an  adult  with 
hypertension  or  diabetes  — so  too 
a teacher’s  role  varies  with  each 
individual  student  and  his/her  set 
of  circumstances.  Learning  this 
early  can  certainly  ease  one’s  entry 
into  effective  teamwork,  both  for 
the  med  student  and  for  the 
educator.  Finally,  dealing  with 
students’  parents  and  conducting 
parent-teacher  conferences  can 
serve  as,  an  introduction  to  dealing 
with  patients’  families  as  a 
professional,  yet  without  letting 
one’s  professional  status  hinder 
communication.  I believe  that 
teaching  began  preparing  me  to 
assume  these  myriad,  multifaceted 
roles. 

Despite  all  these  enumerated 
benefits  of  my  teaching  experience, 
I would  be  less  than  honest  if  I 
did  not  admit  to  the  “bottom 


line”  — teaching  is  fun;  I enjoyed 
teaching  so  much  that  I considered 
making  a permanent  career  of  it. 
Learning  how  kids  think  is 
fascinating,  watching  them  learn  is 
exciting,  working  with  them  is 
very  rewarding  (and  yes, 
occasionally  very  frustrating),  and 
helping  them  learn  is  good  for  the 
soul  — but  the  fact  remains  that 
it’s  just  plain  fun.  Establishing  a 
rapport  which  allowed  everyone  to 
get  their  work  done  and  to  enjoy 
one  another  was  surely  among  my 
chief  accomplishments  as  a 
teacher. 

I was  lucky:  I taught  in  a small 
school  with  a dedicated  faculty 
who  loved  teaching  and  their 
students  and  who  helped  me 
survive  my  first  weeks  in  a new 
career;  the  administration  and 
parents  were  supportive;  the 
students  were  uniformly 
personable  and  friendly.  There  can 
be  no  better  place  on  earth  to 
teach  — of  that  I’m  sure. 

Can  teaching  experience  make  a 
better  MD?  YES!,  without  a 
doubt;  I have  only  benefitted  from 
mine.  Medicine  and  teaching  are 
closely  linked;  to  be  a good  doctor 
one  must  be  a good  teacher  — 
especially  to  be  a good  primary 
care  specialist.  A physician’s 
training  and  knowledge  are 
handicapped  and  hindered  if  the 
physician  cannot  share  them  with 
his  patients.  To  practice  medicine 
is  to  teach;  to  learn  how  to  teach 
before  or  during  medical  school 
can  only  lead  to  better  doctors. 

When  30  or  35  years  have 
passed  and  it  comes  time  for  me 
to  cease  practicing  medicine  full- 
time, I can  only  hope  there  will  be 
some  small  school  somewhere 
which  needs  a school  doctor  . . . 
and  somebody  to  teach  Latin!  OSMA 

Theodor  T.  Herwig  is  a second-year 

medical  student  at  the  University  of 

Cincinnati  College  of  Medicine. 
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Ask  the  Ombudsman 


Q.  My  partner  wishes  to  join  a 
newly-formed  preferred  provider 
organization,  and  I do  not.  We 
bill  patients  under  one  statement, 
and  I think  he  is  placing  me  in  an 
untenable  position.  Your  advice  is 
appreciated. 

MD 

Dayton  area 

A.  The  Blue  Cross-Blue  Shield 
General  Motors  PPO  will  require 
both  physicians  who  use  the  same 
federal  identification  number  in 
claims  filing  to  join  this  PPO. 
Also  required  is  a contract  in  the 
Blue  Shield  “Advance”  Plan. 
According  to  Blue  Shield,  if  you 
do  not  join  with  your  partner, 
then  you  should  obtain  separate 
claims  filing  numbers,  and  file 


claims  only  for  your  services.  Only 
the  physician  who  joins  the  PPO 
will  be  listed  in  any  roster  of 
participants. 

Q.  We  frequently  do  not  receive 
Medicare  reimbursement  on 
assigned  claims,  some  of  which  are 
over  three  months  old.  We 
complete  the  HCFA-1500  claim 
form  correctly,  and  almost  always 
send  completed  forms  to  Medicare 
the  same  week  services  are 
performed.  Is  there  something  we 
can  do  short  of  refiling  each 
claim? 

Medical  Assistant 
Sandusky 

A.  After  review  of  the  claims 
examples  you  provided  with 


Medicare’s  Charles  Gausepohl,  we 
believe  most  of  your  delays  are 
due  to  the  entry  you  place  in 
Block  #9  of  the  HCFA  1500  Claim 
Form.  The  “other  insurance” 
information  is  no  longer  required 
for  Medicare  claims  because  the 
Deficit  Reduction  Act  made 
Medicare  secondary  payor  to  all 
other  health  insurance,  with  the 
exception  of  carve-out  or 
supplemental  coverages.  The  best 
method  is  to  not  complete  Block 
#9  at  all  for  Medicare  claims,  and 
hopefully,  your  problems  will  end. 

Address  any  inquiries  you  may 
have  to:  OSMA  Ombudsman , 600 
South  High  Street,  Columbus, 

Ohio  43215. 


$100,000  + guarantee 

Plus  other  incentives  for  approved 
physicians  in  the  following  specialties 
in  Mid-Michigan  community 

— Obstetrician-gynecologist  — Urologist 

— Orthopedic  surgeon  — Family  practitioners 

— General  surgeon  — Pediatrician 

— ENT  — Internists 

Contact:  Vice  President  of  Professional  Services 
(517)  723-5211,  Ext.  1823 
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Obituaries^ 


STEVEN  N.  BECKER,  MD, 

Cleveland;  Indiana  University  School 
of  Medicine,  Indianapolis,  Indiana, 
1967;  age  43;  died  January  15,  1985; 
member  OSMA  and  AMA. 

WILLIAM  BRUEGGEMANN,  MD, 

Mainesville;  University  of  Cincinnati 
College  of  Medicine,  1929;  age  86; 
died  February  25,  1985;  member 
OSMA  and  AMA. 

ALFRED  L.  COLES,  MD, 

Statesville,  North  Carolina;  Meharry 
Medical  College  of  Medicine, 

Nashville,  Tennessee,  1948;  age  74; 
died  March  4,  1985;  member  OSMA 
and  AMA. 

EARL  DELBERT  CUMMING, 

MD,  Gates  Mills;  Case  Western 
Reserve  University  School  of 
Medicine,  1919;  age  91;  died  March  4, 
1985;  member  OSMA  and  AMA. 

CHARLES  J.  DINARDO,  MD, 

Cleveland;  Ohio  State  University 
College  of  Medicine,  1932;  age  77; 
died  March  20,  1985;  member  OSMA 
and  AMA. 

PHILIP  H.  ELLIOTT,  MD, 

Zanesville;  University  of  Cincinnati 
College  of  Medicine,  1933;  age  78; 
died  March  11,  1985;  member  OSMA 
and  AMA. 

CLARENCE  G.  FAUE,  MD, 

Newark;  University  of  Minnesota 
Medical  School,  Minneapolis, 
Minnesota,  1932;  age  82;  died  April  6, 
1985;  member  OSMA  and  AMA. 

LEONA  VAN  GORDER  GLOVER, 

MD,  Cleveland;  Case  Western  Reserve 
University  School  of  Medicine,  1924; 
age  87;  died  February  16,  1985; 
member  OSMA  and  AMA. 

GRANT  M.  HAWK,  MD,  Delray 
Beach,  Florida;  Case  Western  Reserve 
University  School  of  Medicine,  1926; 
age  84;  died  February  5,  1985; 
member  OSMA  and  AMA. 

ROBERT  D.  HOCHSTETLER, 

MD,  Willoughby;  Ohio  State 
University  College  of  Medicine,  1959; 


age  55;  died  March  6,  1985;  member 
OSMA  and  AMA. 

EDWARD  KENNEWEG,  DO, 

Orrville;  Chicago  College  of 
Osteopathy,  Chicago,  Illinois,  1956; 
age  58;  died  March  21,  1985;  member 
OSMA  and  AMA. 

DAVID  L.  LERNER,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1933;  age  78; 
died  March  6,  1985;  member  OSMA 
and  AMA. 

GEORGE  H.  McILROY,  MD, 

Celina;  University  of  Cincinnati 
College  of  Medicine,  1942;  age  70; 
died  March  4,  1985;  member  OSMA 
and  AMA. 


HECTOR  C.  McKNEW,  MD, 

Newark;  University  of  Maryland 
School  of  Medicine,  Baltimore, 
Maryland,  1936;  age  71;  died  January 
30,  1985;  member  OSMA  and  AMA. 

JACOB  J.  MEISTER,  MD, 

Cleveland;  Medizinisch  Fakultat  der 
Universitat  Kohn,  Nordrhein- 
Westfalen,  Germany,  1934;  age  84; 
died  March  4,  1985;  member  OSMA 
and  AMA. 

JOSEPH  B.  PIZZINO,  MD, 

Akron;  Facolta  di  Medicina  e 
Chiyrgua/University/Messina, 

Messina,  Italy,  1950;  age  61;  died 
January  18,  1985;  member  OSMA  and 
AMA. 
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Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we're  able  to 
expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us,  the  oriental  rug  professionals.  And  you'll  love  your  new  rug,  and 
Menendian,  for  a lifetime. 


Menendian 


1090  W.  Fifth  Ave.  • 294-3345 

Mon.-Fri.  9 a m. -5:30  p.m. 

Thurs.  9 a m. -9  p.m.,  Sat.  10  a.m.-4:30  p.m. 
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Central  Ohio  Medical  Group 

is  growing! 

As  the  largest  multi-specialty 
group  practice  in  the  Columbus  area, 
we  are  proud  of  our  record: 

■ Serving  Columbus  for  over  30  years 

■ Three  Columbus-area  offices,  and 
soon  to  be  expanding  further 

■ Now  the  exclusive  medical  services 
providers  for  PruCare  of  Central  Ohio 

Central  Ohio  Medical  Group  anticipates  growth 


in  the  following  areas: 

■ Family  practice 

■ Dermatology 

■ Pediatrics 

■ Mental  health 

■ Ob/gyn 

■ Psychiatrist 

■ Ophthalmology 

■ Psychologist 

■ Optometry 

■ M.S.W. 

■ General  surgery 

■ Internal  medicine 

■ Pulmonary 

■ Invasive  cardiology 

■ Orthopedics 

■ ENT 

■ Neurology 

■ Rheumatology 

■ Allergy 

■ Occupational  health 

Physicians/health  professionals  interested  in 
discussing  a possible  affiliation  with 
Central  Ohio  Medical  Group  should  contact 
MarkS.  Fisher,  Executive  Director,  at  222-3300. 


<v»1* 

Central  Ohio  Medical  Group 

497  E.  Town  Street 
Columbus,  Ohio  4321 5 
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NORMAN  O.  ROTHERMICH,  , 

MD,  Columbus;  St.  Louis  University 
School  of  Medicine,  St.  Louis, 
Missouri,  1936;  age  72;  died  April  5, 
1985;  member  OSMA  and  AMA. 

JOSEPH  H.  SHEPARD,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1936;  age  73; 
died  April  5,  1985;  member  OSMA 
and  AMA. 

CARTER  R.  STRAUB,  MD, 

Toledo;  Ohio  State  University  College 
of  Medicine,  1936;  age  73;  died  April 
5,  1985;  member  OSMA  and  AMA. 

JACK  D.  VOEHRINGER,  MD, 

Dayton;  Ohio  State  University  College 
of  Medicine,  1954;  age  60,  died  March 
19,  1985;  member  OSMA  and  AMA. 

CALVIN  F.  WARNER,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1938;  age  71; 
died  February  24,  1985;  member 
OSMA  and  AMA. 


MEDICAL  DIRECTORS 

NEEMA  MEDICAL  SERVICES  announces  unique  opportunities  for 
physicians  who  are  board  eligible  or  certified  in  a primary  care 
specialty,  with  clinical  background  or  expertise  in  developmental 
disabilities/chronic  care  medicine  and  who  have  supervisory/ad- 
ministrative experience.  Join  a creative,  growing  professional  or- 
ganization in  a Medical  Director's  position  that  offers: 

• Competitive  compensation 

• Regular  week-day  hours  with  largely  optional  call/coverage 

• Paid  malpractice 

• Paid  vacation,  holidays  and  continuing  medical  education 
leave 

• Opportunity  to  initiate  and  direct  a comprehensive  health  care 
program 

Positions  are  or  will  be  available  in  New  Hampshire,  New  Jersey, 
Pennsylvania  and  other  areas  throughout  the  United  States.  Some 
staff  positions  are  also  available  in  these  practices. 

For  additional  information,  please  mail  inquiries  to  NEEMA  Medi- 
cal Services,  399  Market  Street,  Suite  400,  Philadelphia,  Pennsyl- 
vania 19106,  or  contact  Mr.  Robinson  on  1-800-523-0776  (outside 
Pennsylvania)  or  1 -215-925-351 1 (in  Pennsylvania  or  outside  the 
United  States). 
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“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.” 


m 


MD,  AK 


0TC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  ihio  HERPECIN-L  is  available  at  all  Gray , Kroger,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 

The  Ohio  State  Medical 


Clinical  Corner 


Lyme  Disease  — 

A New  Rheumatologic 

Disorder 


By  Seth  M. 

Introduction 

In  November  of  1975  a mother  living  in  Old  Lyme, 
Connecticut  called  the  State  Health  Department  to  report 
an  outbreak  of  “juvenile  rheumatoid  arthritis.”  She  knew 
of  several  children  in  Old  Lyme  who  had  been  newly  diag- 
nosed, four  of  whom  lived  on  the  same  road.  That  same 
month  another  mother  called  Yale  University  to  report 
that  four  members  of  her  immediate  family  and  several 
neighbors  had  been  recently  diagnosed  as  having  arthritis. 
These  two  chance  observations  followed  by  an  intense 
clinical,  epidemiologic  and  laboratory  investigation  have 
led  to  the  description  and  delineation  of  a new  entity: 
Lyme  disease. 

Erythema  chronicum  migrans  (ECM),  the  characteris- 
tic skin  rash  of  Lyme  disease,  has  been  described  in 
Europe  since  1910.  Investigators  there  recognized  ECM 
as  a tick-borne  entity  often  with  accompanied  “meningo- 
polyneuritis.”  Interestingly,  the  first  case  of  ECM  was 
not  described  in  the  United  States  until  1970.  The  geo- 
graphic clustering  of  “juvenile  arthritis,”  in  1975  led  to 
the  description  of  a new  disease  “Lyme  arthritis,”  when 
ECM  was  recognized  as  part  of  the  syndrome.  From  1978 
to  1983  intense  effort  led  to  the  delineation  of  Lyme 
disease  as  a unique  rheumatologic  disorder  characterized 
by  skin,  joint,  CNS  and  cardiac  involvement.  Ultimately 
it  was  discovered  that  the  true  etiology  of  this  apparent 
immune  complex  disease  was  a spirochete  infection  in- 
duced by  a tick  bite.  By  1983  there  have  been  about  450 
cases  of  Lyme  disease  in  the  Old  Lyme  area,  a cumulative 
disease  frequency  of  4%  of  the  population.  This  epidemic 
may  prove  useful  as  a role  model  for  other  rheumatic 
diseases  and  has  public  health  implications  for  the  rest 
of  the  country  as  well. 


Kant  or,  MD 

Ticks  and  Spirochetes 

After  ECM  became  recognized  as  part  of  this  dis- 
order, the  Yale  investigators  looked  into  the  possible  role 
of  arthropod  vectors.  Field  studies  of  ticks  indicated  that 
the  organism  Ixodes  dammini  was  found  in  areas  east  of 
the  Connecticut  River  where  the  case  load  was  heaviest. 
Ultimately,  about  30%  of  patients  will  recall  a tick  bite 
prior  to  the  onset  of  disease.  Fortunately,  several  patients 
early  on  saved  the  tick  which  was  subsequently  identified 
as  Ixodes  dammini.  This  tick  is  a member  of  the  Ixodes 
ricinus  family.  Other  ticks  in  this  family  include  the 
Ixodes  pacificus  found  on  the  West  Coast  and  Ixodes 
scapularis  found  in  Southeastern  United  States,  Indiana 
and  Ohio. 

To  date,  most  of  the  over  1,000  cases  of  Lyme  disease 
have  been  described  from  the  East  Coast.  However,  cases 
have  been  described  in  Minnesota  and  Wisconsin  where 
the  Ixodes  dammini  tick  is  also  found.  On  the  West  Coast 
in  California  and  Oregon,  cases  have  been  described  in 
areas  where  the  Ixodes  pacificus  tick  is  endemic.  Though 
no  cases  have  yet  been  described  in  Ohio,  the  Ixodes 
scapularis  tick  is  found  in  the  Midwest.  Whether  this  tick 
can  or  does  harbor  the  causative  spirochete  is  as  yet  not 
determined. 

In  1983,  after  intensive  microbiological  investigation 
had  not  been  fruitful,  a spirochete  was  finally  isolated 
from  the  blood  of  two  patients  and  from  the  blood,  CSF, 
and  periphery  of  a skin  lesion  in  three  other  patients.  By 
electron  microscopy  this  spirochete  was  morphologically 
identical  to  spirochetes  isolated  from  /.  dammini  ticks. 
In  addition,  these  spirochetes  induced  ECM-like  lesions 
when  injected  into  rabbits  — thereby  satisfying  three  of 
Koch’s  postulates.  Finally,  investigators  were  able  to 
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Lyme  Disease 

continued 


demonstrate  a rise  in  paired  specimens  of  IgM  and  then 
IgG  specific  antispirochetal  antibodies.  These  findings 
have  confirmed  that  the  etiologic  agent  of  Lyme  disease 
is  a spirochete  transported  by  the  Ixodes  tick.  It  is  felt 
that  white-tailed  deer  and  white-footed  mice  act  as  a reser- 
voir of  disease  and  an  overwintering  host  for  both  spiro- 
chetes and  ticks.  As  would  be  expected,  Lyme  disease 
occurs  mostly  in  the  summer  with  80%  of  cases  starting 
in  June  or  July. 

Clinical  Manifestations 

Dermatologic 

The  hallmark  of  Lyme  disease  is  erythema  chronicum 
migrans,  a skin  rash  with  a quite  characteristic  appear- 
ance. It  generally  begins  four  to  20  days  after  the  tick 
bite  as  an  erythematous  macule  or  papule.  It  then  expands 
in  an  annular  fashion  with  central  clearing.  The  lesion 
can  become  as  large  as  52  cm.,  though  the  average 
diameter  is  16  cm.  The  lesion  is  warm  to  the  touch.  Pa- 
tients describe  it  as  burning,  and  rarely  as  pruritic  or 
painful. 

ECM  generally  occurs  on  the  trunk  or  proximal 
extremity.  About  50%  of  patients  have  multiple  annular 
lesions,  often  as  many  as  20.  Untreated,  the  skin  rash  will 
last  about  four  weeks  and  recur  in  10%  of  patients.  Other 
skin  manifestations  of  Lyme  disease  include  malar  or 
urticarial  rash,  conjunctivitis  and  periorbital  edema,  all 
seen  in  10-13%  of  patients. 

Early  Signs  and  Symptoms 

Accompanying  the  characteristic  skin  rash  are  many 
nonspecific  signs  and  symptoms.  Most  patients  will  com- 
plain of  malaise,  fatigue  and  lethargy,  which  often  can 
be  disabling.  The  majority  of  patients  will  also  complain 
of  headache,  fever,  chills  and  stiff  neck.  Arthralgias  and 
myalgias  are  reported  by  about  half  the  patients.  Back- 
ache, anorexia,  sore  throat,  nausea  and  vomiting  are  also 
seen,  but  in  a minority  of  patients. 

Other  than  the  ECM  rash,  the  physical  findings  are 
not  striking  early  in  the  disease  process.  Lymphadenopa- 
thy,  either  regional  or  generalized,  is  described  in  20-40% 
of  patients.  Pain  on  neck  flexion,  malar  rash,  conjunctivi- 
tis and  splenomegaly  are  also  seen  in  a minority  of  pa- 
tients. Except  for  fatigue  and  lethargy,  which  are  general- 
ly constant,  the  early  signs  and  symptoms  of  Lyme  disease 
are  characteristically  intermittent.  The  patient’s  com- 
plaints will  typically  change  every  several  days  during  a 
period  of  several  weeks. 

Other  than  skin  disease,  the  major  organs  involved 
in  Lyme  disease  are  the  joints,  CNS,  and  heart.  The 
clinical  descriptions  of  organ  involvement  were  delineated 
prior  to  the  recognition  of  the  spirochete  and  systematic 
antibiotic  therapy.  It  now  appears  that  early  therapy 
might  prevent  the  late  major  organ  involvement. 


Arthritis 

About  50%  of  untreated  patients  will  develop 
arthropathy  1-12  months  after  the  onset  of  ECM  or  in 
a few  cases  in  the  absence  of  ECM.  The  arthritis  may 
be  monarticular,  oligoarticular  or  polyarticular.  The  knee 
is  the  most  common  joint  involved.  Joint  fluid  is  typically 
inflammatory  with  WBC  cell  counts  between  two  and  70 
thousand.  Synovial  biopsy  done  in  a few  cases  shows  a 
nonspecific  synovitis  with  synovial  hypertrophy  and 
mononuclear  cell  infiltration. 

The  arthropathy  is  highly  variable  with  the  severity, 
duration  and  interval  of  attacks  differing  in  individual 
patients.  Typically  it  is  migratory  in  nature  and  resolves 
in  a particular  joint  within  a week,  and  overall  within 
weeks.  Some  patients  are  subject  to  recurrent  attacks  that 
ultimately  resolve  completely.  About  10%  of  patients 
have  persistent  disease,  some  of  who  develop  a chronic 
synovitis.  If  the  knee  is  involved,  a Baker’s  cyst  may 
develop. 

Neurologic  Manifestations 

After  the  initial  symptoms  of  stiff  neck  and  headache 
subside,  about  20%  of  untreated  patients  develop  major 
neurologic  disease.  The  abnormalities  described  include 
asceptic  meningitis,  encephalitis,  cranial  neuropathy 
(usually  Bell’s  palsy),  radicular  neuritis,  and  rarely,  mye- 
litis. The  usual  pattern  has  been  one  of  a fluctuating 
meningoencephalitis  with  superimposed  cranial  and 
peripheral  neuropathy  or  radiculopathy.  A patient  may 
have  several  episodes  before  the  symptoms  resolve  over 
two  weeks  to  three  months. 

In  patients  with  meningitis,  the  CSF  is  abnormal  with 
25-450  WBC  predominantly  lymphocytes.  The  glucose 
and  protein  are  normal.  CT  scans  and  brain  scans  are 
normal  in  patients  who  have  been  studied.  The  neurologic 
abnormalities  may  occur  while  ECM  is  present  or  after 
it  has  faded. 

Cardiac 

Cardiac  abnormalities  have  been  noted  in  a minority 
of  patients  (10%),  occurring  weeks  to  months  after  the 
skin  lesion.  The  characteristic  abnormality  is  that  of  A- 
V block  fluctuating  rapidly  in  degree.  Patients  have  suf- 
fered syncope  due  to  complete  heart  block.  Other  patients 
have  had  EKG  abnormalities  consistent  with  myoperi- 
carditis.  Typically  the  cardiac  abnormalities  resolve  in 
days  to  weeks. 

Treatment  of  Lyme  Disease 

Initially  Lyme  disease  was  thought  to  have  a viral 
etiology  so  there  was  not  great  enthusiasm  for  antibiotic 
therapy.  However,  the  results  of  early  trials  suggested  that 
penicillin  and  tetracycline  did  attenuate  disease  manifesta- 
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tions,  so  systematic  studies  were  undertaken.  With  the 
discovery  of  the  spirochete,  the  rationale  for  antibiotic 
therapy  became  solidified. 

Current  recommendations  are  to  treat  Lyme  disease 
as  early  as  possible  in  adults  with  tetracycline  250  mg. 
Q.I.D.,  and  in  children  with  phenoxymethyl  penicillin  50 
mg. /kg.  These  regimens  have  been  shown  to  shorten  the 
duration  of  ECM  and  prevent  recurrence  of  skin  disease. 
In  addition,  in  patients  treated  early  with  tetracycline, 
none  have  developed  major  late  complications  (myocar- 
ditis, meningoencephalitis  or  recurrent  arthritis).  For 
major  neurologic  abnormalities,  high  dose  (20  million 
units)  intravenous  penicillin  therapy  is  recommended. 

Future  Study 

The  delineation  of  Lyme  disease  is  a direct  result  of 
the  successful  collaborative  efforts  of  patients,  primary 
care  physicians,  epidemiologists  and  academicians.  In 
eight  short  years,  an  outbreak  of  juvenile  rheumatoid 
arthritis  has  evolved  into  a new  rheumatologic  disease 
with  a spirochetal  etiology.  As  such,  it  represents  a good 
role  model  for  rheumatic  disorders  where  one  event  (in 
this  case  a tick  bite)  can  cause  a mystifying  array  of  multi- 
system disease. 

Several  questions  remain  to  be  answered.  We  need  to 
study  the  biology  and  life  cycle  of  the  spirochete  to  know 
whether  the  disease  may  spread  to  other  areas  (e.g.  Ohio) 
where  the  tick  is  endemic.  The  genetics  of  the  immune 


response  and  optimal  antibiotic  therapies  need  to  be 
evaluated.  Physicians  in  all  states  need  to  be  aware  of 
the  disease  so  that  it  can  be  promptly  recognized  and 
properly  treated. 


Seth  M.  Kantor,  MD,  is  assistant  professor  of  Medicine , 
Division  of  Immunology,  The  Ohio  State  University 
School  of  Medicine. 
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PERICARDITIS  ASSOCIATED  WITH  CROHN'S  DISEASE 
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Pericarditis  complicating  inflammatory  bowel  disease  is 
an  infrequently  encountered  extracolonic  manifestation. 
To  date,  18  documented  cases  have  been  reported  in  the 
literature.  These  cases  have  striking  similarities:  a peri- 
cardial rub,  fever,  cardiomegaly  on  chest  x-rays,  and  char- 
acteristic electrocardiogram  changes  were  present  in  most 
cases.  Pericarditis  tended  to  occur  most  frequently  in  pa- 
tients with  other  extracolonic  manifestations.  It  also  tended 
to  have  a relapsing  nature,  but  Prednisone  therapy  seems 
to  be  an  adequate  treatment  if  not  tapered  too  quickly.  The 
authors  present  a case  of  pericarditis  associated  with 
Crohn’s  disease  and  review  the  literature. 


Introduction 

Extracolonic  manifestations  of  inflammatory  bowel  disease 
are  common  and  diverse,  affecting  a wide  range  of  organ  sys- 
tems. These  unusual  clinical  manifestations  occur  with  both  ac- 
tive and  chronic  disease  and  are  not  necessarily  related  to  the 
severity  of  the  disease.  An  immune  mechanism  has  been  sus- 
pected for  some  of  these  manifestations  but  the  exact  etiology 
has  not  yet  been  established. 

Pericarditis  is  a rare,  but  important  manifestation  of  inflam- 
matory bowel  disease.  To  date,  18  documented  cases  of  pericar- 
ditis associated  with  inflammatory  bowel  disease  have  been  re- 
ported1'10; three  associated  with  Crohn's  disease,  and  15  as- 
sociated with  ulcerative  colitis.  We  report  a case  of  pericarditis 
associated  with  Crohn's  disease  and  a review  of  the  literature. 

Report  Of  A Case 

A 64-year-old  white  female  with  a known  history  of  Crohn's 
disease  was  admitted  to  the  St.  Elizabeth  Hospital  Medical 
Center  complaining  of  chest  pain  of  approximately  four  days 
duration  across  her  upper  chest  with  radiation  into  both  should- 
ers. The  pain  increased  with  inspiration  and  would  also  radiate 
behind  her  ears  upon  exertion.  She  described  the  quality  of  pain 
as  varying  between  sharp  and  dull.  During  this  same  time  she 
also  noted  an  increased  feeling  of  shortness  of  breath. 

Her  past  medical  history  was  remarkable  for  her  35  year 
history  of  Crohn's  disease  for  which  she  received  an  ileostomy 
shortly  after  the  time  of  the  discovery  of  the  disease.  She  also 
had  a right  nephrectomy  for  a staghorn  calculus  and  has  a 


history  of  chronic  pyelonephritis.  Electrocardiogram  on  admis- 
sion revealed  ST  elevation  in  leads  II,  III,  and  AVF.  Chest  x- 
rays  showed  a slight  increase  in  the  transverse  diameter  of  the 
heart  as  compared  with  previous  films.  Physical  exam  was  unre- 
markable except  for  a grade  II/ VI  parasystolic  murmur  best 
heard  at  the  apex  with  radiation  to  the  axilla.  There  was  no 
pericardial  rub. 

Laboratory  tests  revealed  a hemoglobin  of  12.2  grams,  a 
hematocrit  of  37.3%  with  a red  blood  cell  count  of  4.09  x 
106/mm3.  White  blood  cell  count  was  10,900  with  a differential 
of  87%  segmented  neutrophils,  11%  lymphocytes  and  2% 
monocytes.  The  erythrocyte  sedimentation  rate  was  46  mm. /hr. 
Serum  electrolytes,  liver  function  and  glucose  were  all  within 
normal  limits.  Blood  urea  nitrogen  was  36  mg.  per  100  ml.  with 
a creatinine  of  2.9  mg./ 100  ml.  The  urinalysis  was  normal.  Urine 
culture  and  three  blood  cultures  were  all  negative.  Results  of 
tests  on  acute  phase  and  convalescent  phase  sera  for  Coxsackie 
virus  and  adenovirus  were  negative  as  were  results  of  an  LE 
prep,  ANA,  and  RA  latex  fixation  test. 

The  patient  was  started  on  20  mg.  of  Prednisone  twice  daily. 
Her  symptoms  rapidly  cleared  and  her  fever  ceased.  A two-di- 
mensional echo  taken  a day  after  institution  of  therapy  revealed 
a moderate  size  pericardial  effusion.  Three  days  after  therapy 
was  started  a repeat  electrocardiogram  was  normal.  The  patient 
was  gradually  tapered  from  the  Prednisone  over  two  and  one 
half  weeks  and  continued  to  do  well  and  was  discharged. 

Approximately  two  weeks  following  discharge,  she  was 
readmitted  with  similar  complaints.  A two-dimensional  echocar- 
diogram taken  at  this  time  revealed  a large  pericardial  effusion. 
A pericardial  window  was  performed  due  to  the  patient's  rapidly 
deteriorating  condition  and  500  cc.  of  serosanguineous  fluid  was 
removed.  Cultures  of  the  pericardial  fluid  were  negative  as  were 
blood  cultures.  A pericardial  biopsy  revealed  extensive  organiz- 
ing fibrinohemorrhagic  pericarditis. 

The  patient  was  again  placed  on  Prednisone  20  mg.  twice 
daily  and  improved.  She  continued  to  do  well  and  the  Predni- 
sone was  again  slowly  withdrawn  over  three  weeks  and  she  was 
discharged  in  good  health.  Now,  approximately  nine  months 
after  the  initial  episode,  the  patient  has  continued  to  do  well 
with  no  further  relapse. 

Discussion 

Inflammatory  bowel  disease  (IBD)  has  been  associated  with 
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Authors 

Patient 

Sex 

Type  of  IBD 

Extraintestinal 

Manifestations 

Activity  or 
Colitis 

Treatment 

Young1 

1 

unknown 

ulcerative  colitis 

unknown 

unknown 

unknown 

Mukhopodyay,  et  al2 

2 

M 

ulcerative  colitis 

+ 

pericarditis 
preceded  colitis 
by  2 yrs. 

prednisone 

3 

M 

Crohn's  disease 

+ 

active 

prednisone 

4 

F 

ulcerative  colitis 

+ 

unknown 

spontaneous 

Mowat,  et  al3 

5 

M 

ulcerative  colitis 

+ 

active 

increase  steroids 

Breitenstein,  et  al4 

6 

M 

ulcerative  colitis 

+ 

unknown 

pericardial  drain, 
steroids,  nafcillin 

Rheingold5 

7 

F 

ulcerative  colitis 

None 

active 

pericardial  drain 
proctectomy 

Goodman,  et  al6 

8 

F 

Crohn's  disease 

+ 

active 

increase  steroids 

9 

M 

ulcerative  colitis 

+ 

active 

prednisolone 

Mihas,  Dasher7 

10 

F 

Crohn's  disease 

+ 

active 

steroids 

Thompson,  et  al8 

11 

M 

ulcerative  colitis 

+ 

active 

increase 

prednisolone 

12 

F 

ulcerative  colitis 

+ 

active 

increase 

prednisolone 

13 

M 

ulcerative  colitis 

+ 

active 

prednisolone 

14 

F 

ulcerative  colitis 

+ 

active 

prednisolone 

15 

M 

ulcerative  colitis 

none 

active 

increase 

prednisolone 

Levin,  et  al9 

16 

F 

ulcerative  colitis 

none 

active 

prednisone 

17 

M 

ulcerative 

none 

active 

prednisone 

Becker,  et  al10 

18 

M 

ulcerative 

none 

active 

prednisone 

Present  case 

19 

F 

Crohn's  disease 

+ 

chronic 

prednisone 

Table  1:  Review  of  19  cases  of  pericarditis  associated  with  IBD. 


numerous  extraintestinal  manifestations,  including11  involve- 
ment of  the  skin  (such  as  erythema  nodosum,  pyoderma  gangre- 
nosum and  stomatitis);  the  eyes  (conjuctivitis,  uveitis  and 
episcleritis);  the  joints  (sacroileitis,  ankylosing  spondylitis  and 
peripheral  arthritis);  the  hepatobiliary  system  (fatty  liver,  peri- 
cholangitis and  hepatitis);  and  the  kidneys  (urinary  calculi, 
pyelonephritis  and  ureteral  obstruction).  Now  with  the  recogni- 
tion of  pericarditis  as  another  extraintestinal  manifestation  of 
inflammatory  bowel  disease,  the  cardiovascular  system  can  be 
added  to  the  line  of  organ  systems  affected  by  this  multisystem 
disease. 

The  resemblance  of  IBD  to  other  multisystem  autoimmune 
diseases,  such  as  systemic  lupus  erythematosus  (SLE)  and 
rheumatoid  arthritis,  is  quite  striking  and  has  added  much  to 
the  understanding  of  inflammatory  bowel  disease.  Recent  re- 
search12'14 implicates  an  autoimmune  mechanism  as  the 
etiology  of  inflammatory  bowel  disease.  If  the  preceding  is  true, 
then  it  seems  likely  that  the  same  autoimmune  mechanism  may 
be  responsible  for  pericarditis  seen  with  inflammatory  bowel 
disease. 

In  reviewing  the  literature  (See  Table  1),  there  appears  to 
be  no  single  distinguishing  feature  of  the  pericarditis  associated 
with  inflammatory  bowel  disease.  Pericardial  rub,  fever, 
cardiomegaly  on  chest  x-ray,  characteristic  electrocardiogram 


changes  seen  with  pericarditis  and  an  elevated  erythrocyte 
sedimentation  rate  were  present  in  almost  all  the  patients;  while 
a leukocytosis  occurred  in  the  majority  of  the  patients  (See 
Table  2).  None  of  the  previous  case  reports  had  a positive  RA 
latex,  LE  prep,  ANA  or  ASO  titer. 

Also  evident  is  that  most  of  the  cases  of  pericarditis  occurred 
in  patients  with  active  disease,  the  exceptions  being  Mukho- 
podyay,  et  al2;  where  pericarditis  preceded  the  development  of 
IBD  by  two  years  and  our  case  where  pericarditis  occurred  in 
a patient  with  chronic  disease.  One  other  case  of  pericarditis 
occurring  in  a patient  with  chronic  disease  was  reported  by 
Levin,  et  al9,  but  no  details  of  the  case  were  available  for  analy- 
sis. 

Perhaps  the  most  striking  and  most  notable  feature  is  the 
relationship  of  pericarditis  to  other  extraintestinal  manifesta- 
tions. Pericarditis  occurred  in  patients  with  extraintestinal  mani- 
festations approximately  three  times  more  often  than  in  those 
without  extraintestinal  manifestations.  This  again  seems  to  im- 
plicate an  autoimmune  phenomenon. 

Another  important  feature  of  pericarditis  associated  with 
IBD  is  the  relapsing  nature  of  the  disease.  Of  the  19  cases  re- 
ported in  the  literature,  six  noted  relapse  (case  2,  5,  11,  12,  16, 
and  18).  This  demonstrates  the  necessity  of  careful  followup 
of  the  patient  throughout  the  treatment  period.  High  dose 
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Patient 

Pericardial 

rub 

Fever 

Pleural 

effusion 

Pericardial 

effusion 

RA  latex,  LE  ASO 

CXR's  ECG's  prep  &/or  ANA  titer 

leucocytosis 

ESR 

1. 

u 

u 

u 

u 

u 

u 

U 

u 

u 

u 

2. 

+ 

+ 

+ 

u 

+ 

+ 

— 

u 

u 

u 

3. 

+ 

u 

u 

u 

— 

+ 

U 

u 

u 

u 

4. 

+ 

u 

u 

u 

+ 

+ 

— 

u 

u 

u 

5. 

+ 

+ 

u 

u 

u 

+ 

— 

u 

u 

+ 

6. 

+ 

+ 

+ 

+ 

+ 

u 

u 

u 

u 

u 

7. 

u 

+ 

— 

+ 

+ 

+ 

— 

— 

— 

+ 

8. 

+ 

+ 

+ 

u 

+ 

+ 

— 

— 

+ 

+ 

9. 

+ 

— 

— 

u 

+ 

+ 

— 

u 

— 

+ 

10. 

u 

+ 

— 

+ 

+ 

+ 

— 

— 

— 

+ 

11. 

+ 

+ 

+ 

+ 

+ 

+ 

— 

— 

— 

+ 

12. 

+ 

+ 

— 

+ 

+ 

+ 

— 

— 

+ 

+ 

13. 

u 

+ 

+ 

— 

— 

+ 

— 

— 

+ 

+ 

14. 

+ 

u 

— 

— 

— 

+ 

— 

— 

+ 

+ 

15. 

+ 

u 

— 

— 

— 

+ 

— 

— 

+ 

+ 

16. 

+ 

+ 

+ 

— 

+ 

+ 

— 

u 

u 

u 

17. 

+ 

u 

— 

+ 

+ 

u 

— 

u 

u 

u 

18. 

— 

+ 

— 

+ 

+ 

+ 

— 

— 

+ 

+ 

19. 

— 

+ 

— 

+ 

+ 

+ 

— 

u 

+ 

+ 

u= 

unknown 

+ = 

present 

— = 

absent 

Table  2:  Signs  and  symptoms  of  pericarditis  associated  with  IBD. 


steroids  seem  to  be  the  treatment  of  choice  of  pericarditis  asso- 
ciated with  inflammatory  bowel  disease.  Steroids  were  all  that 
were  necessary  for  relieving  the  symptoms  with  the  exception 
of  two  cases4-5  in  which  cardiac  tamponade  occurred  neces- 
sitating the  use  of  a temporary  pacemaker  and  pericardial 
drains. 

Pericarditis  complicating  inflammatory  bowel  disease  is  an 
important,  but  infrequently  recognized  extraintestinal  manifesta- 
tion. The  diagnosis  of  pericarditis  should  be  considered  in  all 
patients  with  Crohn's  disease  or  ulcerative  colitis  who  complain 
of  chest  pain  or  unexplained  dyspnea.  Hopefully,  as  more  cases 
are  reported  in  the  literature,  physicians  will  be  more  aware 
of  the  relationship  of  pericarditis  as  a complicating  feature  of 
inflammatory  bowel  disease. 
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We’re  Looking  for  Contributors... 

There  are  a number  of  ways  in  which  you  can  make  the 
Ohio  State  Medical  Journal  a more  meaningful  and  useful 
publication  — both  for  yourself  and  your  colleagues. 

For  example,  do  you  have  an  opinion  you  would  like  to 
express?  Our  “Second  Opinion”  column  is  always  looking 
for  authors  who  are  willing  to  take  a stand  on  an  issue  — 
any  issue. 

Or  maybe  you  agree  or  disagree  with  something  you’ve 
read  recently  in  our  publication.  Our  “Letters  to  the  Editor” 
section  would  be  a good  place  to  state  your  own  ideas  on 
the  subject. 

Have  you  recently  completed  a new  research  project  or 
finished  a scientific  study?  Maybe  your  colleagues  would  like 
to  know  about  it.  Our  editorial  advisory  board  welcomes 
clinical  and  scientific  submissions  — especially  those  which 
would  appeal  to  our  broad  range  of  physician  readers. 

Or  maybe  you  have  expertise  in  one  of  our  socioeconomic 
topics  for  1985,  and  would  like  to  submit  a relevant  article, 
or  discuss  an  idea  for  one  with  our  editor.  We’d  be  happy 
to  listen.  This  year’s  topics  are: 

September  — Surgery.  What’s  New? 

October  — DRGs.  Two  Years  Later  . . . 

November  — Women  in  Medicine 
December  — Nutrition 

And  if  you  just  want  to  write  about  something  that  is 
meaningful  to  you,  and  probably  your  colleagues  — that’s 
what  our  “Essay”  section  is  all  about. 

So,  this  year,  why  not  become  a contributor  as  well  as 
a reader  of  the  Ohio  State  Medical  Journal?  We’re  looking 
forward  to  hearing  from  you.  . . . 
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CARBON  DIOXIDE  LASER  TREATMENT 
OF  CERVICAL  INTRAEPITHELIAL  NEOPLASIA 

Jack  M.  Lomano,  MD 


Because  of  the  increased  incidence  of  preinvasive  cer- 
vical cancer  in  a young  adult  population,  there  is  a need 
for  conservative  treatment  of  this  disease.  The  C02  laser 
can  be  used  to  treat  CIN  with  a 95%-97%  success  rate. 
The  procedure  is  performed  in  an  office  setting  without 
anesthesia.  A total  of  50  patients  are  reported  with  a mini- 
mum of  operative  and  postoperative  complications.  The 
patients  have  been  followed  for  an  average  of  11.2  months. 
Only  one  patient  has  had  persistent  disease.  The  C02  laser 
has  the  advantage  of  constant  visual  control,  preservation 
of  normal  cervical  tissue,  rapid  healing,  and  regeneration 
of  a squamocolumnar  junction  which  is  accessible  to  sub- 
sequent cytologic  evaluation. 


Changes  in  the  sexual  activity  of  women  have  resulted  in 
an  increased  incidence  of  preinvasive  carcinoma  of  the  cervix 
in  recent  years.  Because  this  occurrence  coincides  with  many 
women’s  desire  to  delay  childbirth,  hysterectomy  is  no  longer 
a viable  treatment  modality,  and  a need  exists  for  an  effective 
conservative  therapy  for  cervical  intraepithelial  neoplasi  (CIN). 
The  introduction  of  colposcopy,  with  selective  cervical  biopsy 
for  the  evaluation  of  an  abnormal  Pap  smear,  has  led  clinicians 
to  seek  an  effective  outpatient  treatment  for  CIN. 

Cryotherapy  and  laser  vaporization  are  two  such  modalities 
that  can  destroy  this  premalignant  tissue  in  an  outpatient  setting. 
The  carbon  dioxide  laser  has  the  following  advantages:  constant 
visual  control  of  the  depth  of  destruction;  preservation  of  nor- 
mal cervical  tissue;  rapid  healing  with  minimal  postoperative 
scarring;  and  regeneration  of  the  squamocolumnar  junction, 
which  is  accessible  to  follow-up  with  cytologic  evaluation. 

From  February  1983  to  September  1984,  50  patients  were 
treated  at  the  Grant  Hospital  Laser  Center  with  a Monitor  C02 
laser  (manufactured  by  Cooper  Medical  Systems).  The  following 
report  summarizes  the  results  of  this  therapy. 

Materials  and  Methods 

Patients  with  abnormal  cervical  cytology  were  colposcoped 
and  biopsied.  Fifty  patients  with  biopsy-proven  preinvasive  cer- 
vical carcinoma  underwent  laser  vaporization  of  the  cervix  with 
no  anesthesia  in  an  office  setting.  A laser  excision  with  general 
anesthesia  was  done  if:  1)  the  cytology  was  inconsistent  with 
the  histology;  2)  the  upper  extent  of  the  lesion  could  not  be  vis- 


From  the  Grant  Hospital  Laser  Center,  Jack  M.  Lomano,  M.D. 
Chairman,  Dept,  of  OB-GYN,  Grant  Medical  Center,  Clinical 
Assistant  Professor,  OSU. 


ualized;  or  3)  if  the  patients  had  undergone  previous  treatment 
for  CIN. 

Seventeen  patients  (34%)  had  CIN  I,  12  (24%)  had  CIN  II, 
and  21  (42%)  had  CIN  III.  Their  ages  ranged  from  19  to  62 
years.  Thirty-two  percent  were  less  than  25  years  old,  and  80% 
were  less  than  35  years  old  (Table  1).  Forty-four  patients  (88%) 
reported  previous  known  vaginal  or  cervical  “infections.” 
Twelve  patients  (24%)  reported  previous  condyloma  infection, 
and  two  (4%)  reported  previous  herpes  infection.  Another  two 
patients  (4%)  reported  both  previous  condyloma  and  herpes  in- 
fections (Table  2).  Twenty-four  (48%)  had  not  had  a child,  while 
34  (68%)  had  delivered  one  child  or  more.  Nineteen  patients 
(38%)  were  using  oral  contraceptives. 

All  50  patients  underwent  cervical  vaporization  with  10  to 
15  W using  a spot  diameter  of  1.5  mm.  The  procedures  were 
performed  without  anesthesia  in  an  office  setting.  An  area  was 
outlined  5 mm  beyond  the  squamocolumnar  junction,  and  any 
abnormal  epithelium  was  identified  with  colopscopic  magnifica- 
tion. The  outlined  area  was  divided  into  four  quadrants  and 
vaporized  to  a depth  of  7 mm.  A microcalliper  was  used  to 
measure  the  precise  extent  of  destruction  of  cervical  tissue.  The 
procedure  was  completed  within  five  to  20  minutes.  Small  areas 
of  bleeding  were  controlled  by  circling  the  bleeding  point  with 
the  laser  beam.  Patients  were  told  to  use  one  applicator  of 
Betadine  vaginal  gel  prior  to  bedtime  for  one  week. 

Results 

All  patients  reported  a minimum  of  pain  despite  the  lack 
of  anesthesia.  Some  patients  reported  mild  cramping  or  a sensa- 
tion of  heat.  Their  symptoms  were  relieved  by  moving  the  laser 
beam  more  rapidly  or  by  using  a pulsed  mode.  Forty-seven  pa- 
tients (94%)  had  blood  loss  of  less  than  5 cc,  and  only  2 (4%) 
had  bleeding  of  5 to  10  cc.  Two  patients  reported  pain  during 
the  first  24  hours  after  treatment,  which  was  controlled  easily 
with  one  Darvocet  N-100  taken  every  four  hours.  Four  patients 
(8%)  had  postoperative  bleeding  exceeding  the  flow  of  a normal 
menstrual  period.  None  of  the  patients  required  suture  or  hos- 
pitalization. The  bleeding  occurred  between  the  seventh  and 
tenth  postoperative  day.  One  patient  reported  moderate  watery 
vaginal  discharge  from  the  first  to  the  second  postoperative 
week. 

All  patients  were  followed  at  six  weeks  and  every  three 
months  for  two  years.  Pap  smears  were  done  at  each  visit.  The 
time  of  follow-up  ranges  from  six  weeks  to  25  months  with  a 
mean  of  11.2  months.  Two  abnormal  Pap  smears  have  been 
recorded  during  this  period.  One  was  a Class  II  Pap  smear  with 
inflammation  but  no  abnormal  colposcopic  change.  The  patient 
was  treated  with  local  vaginal  antibiotics,  and  a subsequent  Pap 
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See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10,  20,  30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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smear  reverted  to  Class  I.  A second  patient  had  a Class  III  Pap 
smear  with  dysplastic  change  and  aceto  white  epithelium  with 
punctuation.  As  an  outpatient,  she  underwent  laser  cylinder  ex- 
cision of  her  cervix.  The  pathologic  examination  revealed  recur- 
rent cervical  intraepithelial  neoplasia,  Grade  III,  with  “borders 
free”  of  dysplastic  change.  Subsequent  Pap  smears  have  all  been 
normal.  Six  patients  have  become  pregnant  after  laser  vaporiza- 
tion. Two  of  these  women  have  had  normal  deliveries  and  four 
currently  antepartum  with  no  complications. 

Discussion 

In  our  series  of  50  patients  diagnosed  with  CIN,  40  (80%) 
were  less  than  35  years  old.  This  increased  incidence  of  CIN 
in  young  women,  many  of  whom  wish  to  preserve  their  repro- 
ductive capacity,  has  enhanced  the  need  for  an  effective  conser- 
vative therapy. 

Cryosurgery  has  proven  to  be  an  effective  modality  to  treat 
CIN  I and  II.  It  is  less  effective  in  the  treatment  of  CIN  III, 
however,  because  it  is  difficult  to  control  precisely  the  depth 
of  “tissue  death”  with  the  freezing  technique.  Consequently, 
the  abnormal  epithelium  is  not  destroyed  completely,  and  a 
failure  rate  ranging  from  9%  to  19%  has  been  reported.1'4 

Other  problems  exist  with  cryotherapy  as  well.  Eighty  per- 
cent of  patients  treated  with  this  modality  report  profuse  watery 
vaginal  discharge,  compared  to  only  9%  of  patients  treated  with 
laser  therapy.5  Forty-seven  percent  of  patients  treated  with  cryo- 
therapy are  healed  at  the  six  week  postoperative  examination, 
whereas  90%  of  patients  treated  with  laser  are  healed  at  this 
time.5  Moreover,  Baggish5’6  reported  that  frequently  the 
squamocolumnar  junction  is  relocated  into  the  cervical  canal 
following  cryosurgery,  making  subsequent  cytologic  surveillance 
less  reliable. 

Early  reports  of  treatment  failure  with  the  laser  were  due 
to  inappropriate  technique.5'7  Since  Anderson8  described  the 
anatomy  of  cervical  crypt  involvement,  most  laser  surgeons  have 
carried  the  vaporization  process  3 to  5 mm  wide  and  5 to  7 mm 
deep.  Baggish9  and  Beilina2  have  reported  a 95%  to  97%  success 
rate  using  this  more  extensive  laser  vaporization  technique. 

The  major  disadvantage  of  the  laser  has  been  the  high  cost 
of  equipment  and  additional  training  required  for  the  physician 
who  performs  the  surgery.  However,  the  increasing  use  of  laser 
equipment  by  all  specialties  is  rapidly  decreasing  the  cost  on 
a per  unit  basis,  and  laser  training  programs  now  are  readily 
available  to  the  gynecologist  who  wishes  to  develop  these  skills. 
Indeed,  laser  surgical  skills  recently  have  become  part  of  the 
major  gynecologic  residency  programs  in  the  United  States.  Cer- 
tainly, the  advantages  of  the  laser  should  outweigh  the  potential 
disadvantages  of  added  physician  training  and  cost. 


Table  1: 

Patient  Age 

Range 

No.  Patients 

19-24 

16  (32%) 

25-34 

24  (48%) 

35-44 

5 (10%) 

44-62 

5 (10%) 

Summary 

Fifty  patients  with  CIN  were  treated  in  an  office  setting  with 
the  C02  laser.  The  procedure  was  performed  without  anesthesia, 
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and  the  patients  experienced  a minimum  of  operative  and  post- 
operative complications.  Patients  have  been  followed  for  an 
average  of  11.2  months,  and  only  one  has  had  persistent  disease. 
The  increasing  frequency  of  CIN  in  a young  population  of 
women  wanting  to  preserve  reproductive  function  makes  this 
conservative  treatment  particularly  attractive.  The  only  real 
drawbacks,  equipment  cost  and  lack  of  physician  training,  are 
disappearing  rapidly  as  laser  surgery  becomes  more  prevalent 
and  part  of  the  regular  gynecologic  training  program. 


Table  2:  Previous  Vaginal  Infections 

Type  Infection  No.  Patients 

Condyloma  12  (24%) 

Herpes  2 ( 4%) 

Condyloma  + Herpes  2 ( 4%) 

Unspecified  Infection  28  (56%) 

None  6 (12%) 
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THE  OHIO  PAIN  AND  STRESS 
TREATMENT  CENTER 


Chronic  pain  and  stress  assessment:  total 
person  evaluation;  pre-admission 
screening  from  medical  and 
neuropsychiatric  perspectives. 

Intensive,  multimodal  and  coordinated 
treatment  for  individuals  with  chronic 
pain,  stress  and  stress-related  disorders 
(e.g.  headaches,  idiopathic  hypertension, 
colitis,  etc.).  Special  emphasis  given  to 
chronic  neck  and  low  back  syndromes. 

Treatment  conducted  on  a two-week 
(90-hour)  outpatient  basis  at  the  Center, 
with  six-month  follow-up. 


Ivan  G.  Podobnikar,  M.D. 
Founder  & Director 


1460  West  Lane  Avenue 
Columbus,  Ohio  43221  614/488-6044 
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Classified  Advertising 


Employment 

Opportunities 

ANTERIOR  SEGMENT  FELLOWSHIP 

in  busy  private  practice  associated  with 
Medical  College.  Intraocular  Lens  Im- 
plantation, including  posterior  chamber 
and  anterior  chamber  lenses.  Extracapsu- 
lar  and  Phacoemulsification  techniques. 
Argon  & Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objec- 
tives to  Box  No.  37,  c/o  Ohio  State  Medi- 
cal Journal,  600  S.  High  St.,  Columbus, 
OH  43215. 

EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 
caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 


“G.P.  Wanted”:  Associate  or  take  over 
practice  in  fast  growing  S.  Central  Ohio 
community  with  JCAH  open  staff  hos- 
pital. Terms  negotiable.  Reply  to  box 
number  64,  Ohio  State  Medical  Journal, 
600  S.  High  St.,  Columbus,  Ohio  43215. 


EXCEPTIONAL  OPPORTUNITY  FOR 
BOARD  ELIGIBLE/BOARD  CERTI- 
FIED EMERGENCY  PHYSICIAN  with 
top  credentials,  clinical  skills,  and  person- 
ality. Must  be  willing  to  relocate.  Stable, 
independent  group  offers  starting  salary 
of  $120,000  plus  benefits.  Please  submit 
CV  to  Box  No.  52,  c/o  Ohio  State  Medi- 
cal Journal,  600  South  High  Street,  Co- 
lumbus, OH  43215. 

FAMILY  PRACTITIONER/BCBE  to 

join  medical  clinic  in  northeastern  Ohio 
community.  Attractive  salary,  fringe 
benefits.  Send  C.V.  to:  Niles  Medical 
Clinic,  423  Robbins  Avenue,  Niles,  OH 
44446  (216-3990-7850). 

FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 

FLORIDA,  Tampa  Bay/St.  Petersburg: 

U.S.  medical  school  and  residency  trained 
desirable.  Minimum  two  year  emergency 
department  experience.  Salary  $90,000/ 
year  (48-hour  week)  and  up.  Bonus  based 
on  productivity.  Administrative  skills  de- 
sirable. No  llpm-7am  shifts.  Four  clinics 
operating  and  expanding.  A full-  or  part- 
time  physician  to  join  MD-owned  and 
MD-managed  ambulatory  care  center  or- 
ganization. Call  (813)  875-2091,  Kenneth 
Kreye,  MD,  F.A.C.E.P. 

HOLISTIC  DOCTOR.  Compensation 
$25-$30  per  hour  plus  percentage.  Solo 
practice.  All  equipment,  personnel  fur- 
nished. No  start-up  fees.  Excellent  growth 
potential.  Send  CV  and  recent  photo  to: 
MLG  Health  Care  Corporation,  1100 
Wilmington  Ave.,  Dayton,  OH  45420. 

INTERNIST  — Board  certified  to  join 
busy  practice  in  Northeastern  Ohio. 


Excellent  opportunity  for  ambitious  inter- 
nist. Competitive  salary  and  fringe  bene- 
fits. Position  available  7/85.  Call  216/ 
282-4530. 

OBSTETRICIAN/GYNECOLOGIST 

Group  Health  Associates,  Inc.,  a thirty- 
five  physician  multi-specialty  medical 
group,  is  searching  for  a full-time  B.E./ 
B.C.  obstetrician/gynecologist  for  our 
Clifton  office.  We  offer  an  excellent  com- 
pensation package,  flexibility  in  practice 
style  and  the  stimulation  of  the  multi-spe- 
cialty environment.  Please  forward  C.V. 
and  inquiry  to:  Search  Committee,  GHA, 
2915  Clifton  Avenue,  Cincinnati,  Ohio 
45220. 

OHIO:  Emergency  medicine  positions 
ranging  from  part-time  placements  to 
full-time  directorships.  Low  to  moderate 
volume  hospitals,  rural  to  urban  loca- 
tions. Guaranteed  hourly  rate  plus  mal- 
practice insurance.  Contact:  Emergency 
Consultants,  Inc.,  2240  South  Airport 
Road,  Room  26,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan, 
1-800-632-3496. 

ORTHOPEDIC  SURGEON 

An  excellent  opportunity  is  available  for 
two  orthopedic  surgeons  to  join  a pro- 
gressive medical  group  in  Central  Min- 
nesota. The  community  serves  a popula- 
tion base  of  225,000  individuals  and  is  an 
excellent  base  for  an  orthopedic  surgeon. 
St.  Cloud,  Minnesota  is  the  hub  of  the 
state  and  is  home  to  three  major  colleges. 
It  is  geographically  located  to  provide 
quick  access  to  the  metropolitan  Twin 
Cities  area.  The  St.  Cloud  Community 
has  a 500-bed  hospital  with  all  the  latest 
medical  and  technological  advancements 
to  assist  the  practicing  orthopedic  sur- 
geon. 

If  interested  in  this  excellent  opportu- 
nity, please  call  collect  either  Dr.  LaRue 
Dahlquist,  President,  and/or  Daryl 
Mathews,  Administrator,  at  612/251- 
8181  and/or  send  curriculum  vitae  to  St. 
Cloud  Medical  Group,  1301  West  St. 
Germain  Street,  St.  Cloud,  Minnesota 
56301. 
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Advertising  Representative 
Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


PARTNERS  WANTED 

General  surgeon-BE/BC  to  share  in  busy, 
private,  established  practice  in  Cleveland, 
Ohio.  Please  send  curriculum  vitae  to  Box 
278,  15519  Detroit  Avenue,  Cleveland, 
Ohio  44107. 


PHYSICIAN/MEDICAL  DIRECTOR 

needed  for  freestanding  urgent  care  center 
in  the  Akron  area.  Would  prefer  family 
practice,  emergency  medicine  or  internal 
medicine  specialists  with  Emergency 
Room  Training.  Send  CV  to  Box  No.  58, 
c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio 
43215. 


POSITION  AVAILABLE  FOR  A 
BOARD  CERTIFIED  FAMILY  PHYSI- 
CIAN to  serve  as  clinical  associate  direc- 
tor. Obstetrical  skills  preferred.  Progres- 
sive family  practice  residency  program  in 
existence  for  14  years.  507  bed  commun- 
ity hospital  associated  with  Northeastern 
Ohio  Universities  College  of  Medicine. 
Competitive  salary  and  benefits.  Contact 
Mrs.  Carla  Kachmar,  Director,  Medical 
Staff  Relations,  Akron  General  Medical 
Center,  400  Wabash  Avenue,  Akron, 
Ohio  44307  (216)  384-6553. 


PRACTICE  FOR  SALE:  Orthopedic 
practice  in  a growing  area  of  Northwest 
Ohio,  well  established  with  own  large  of- 
fice, physio-therapy  and  x-ray.  Excellent 
records.  Owner  planning  to  retire.  Land 
contract  or  other  flexible  financing.  Reply 
to  Box  No.  56,  c/o  Ohio  State  Medical 
Journal,  600  S.  High  St.,  Columbus,  OH 
43215. 


PSYCHIATRIC  PRACTICE  WITH  OF- 
FICE CONDO  in  medical  complex  priced 
for  quick  sale.  Located  in  a medium  size 
city  in  Central  Ohio.  Send  replies  to  Box 
No.  60,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  OH 
43215. 


SOUTHERN  CALIFORNIA 

Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for 
our  facilities  in  Los  Angeles  and  Orange 
Counties.  Located  in  close  proximity  to 
major  teaching  centers,  we  offer  the 
opportunity  for  continued  professional 
development  and  rewarding  clinical  prac- 
tice. Excellent  compensation  and  benefits 
including  paid  malpractice,  life,  disabil- 
ity, medical  and  dental  coverage,  paid 
vacations,  sick  leave,  educational  leave 
and  retirement  plan.  Please  send  C.V.  to: 
Director/Physician  Recruitment 
CIGNA  Healthplans  of  California 
700  N.  Brand  Blvd.,  Suite  500-40 
Glendale,  CA  91203 


Equipment 


MEDICAL  OFFICE  EQUIPMENT 
FOR  SALE  includes:  standard  medical 
furniture  and  instruments,  Enzac  Analy- 
zer, Chemiclave  5000,  Triac  Centrifuge, 
Schuco-Vac.  Some  items  never  used, 
others  rarely  used. 

FOR  SALE:  Two  Hewlett-Packard  Elec- 
trocardiograph Units.  Excellent  condi- 
tion. (Models  1517A  and  1500B).  For  de- 
tails write  to:  IFS,  249  S.  Paint  St.,  Chilli- 
cothe,  OH  45601. 


TOLEDO:  Family  physician  to  assume 
practice  at  hospital-affiliated  clinic  in 
southeastern  suburban  community.  Ex- 
cellent guaranteed  start-up  salary  and 
lease  arrangement.  Contact:  Emergency 
Consultants,  Inc.,  2240  South  Airport 
Road,  Room  26,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan, 
1-800-632-3496. 

THE  TROY -MIAMI  COUNTY  DE- 
PARTMENT OF  HEALTH  will  be  in 
need  of  a health  commissioner  to  start  on 
or  before  July  1,  1985.  A physician  is  pre- 
ferred. Replies  may  be  sent  to  Charles  M. 
Oxley,  MD,  Health  Commissioner,  Troy- 
Miami  County  Department  of  Health, 
P.O.  Box  677,  Troy,  Ohio  45373. 

WANTED:  Position  as  full-time  staff 
physician  in  a Hospice  Unit.  Previous  ex- 
perience as  medical  director  for  several 
years  in  another  unit.  Send  replies  to  Box 
No.  61,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  OH 
43215. 

WANTED:  Board  certified  thoracic  and 
vascular  surgeon  seeks  association  with  a 
younger  surgeon.  Work  to  include  assist- 
ing in  surgery  (non-cardiac),  pre-  and 
post-op  care,  night  calls,  etc.  Reply  to 
Box  No.  61,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
OH  43215. 


CARDIOVASCULAR 
SURGICAL  HOUSE 
PHYSICIAN 


Saint  Vincent  Charity  Hospital 
and  Health  Center  is  seeking  a 
Licensed  Physician  with  surgical 
background  to  work  with  one  of 
the  most  active  Cardiovascular 
and  Thoracic  Surgery  Programs 
in  Ohio.  Serving  the  Cleveland 
metropolitan  area,  our  492-bed 
general  surgical,  acute  care 
teaching  facility  offers  the  finest 
in  modern  state-of-the-art  health 
care. 


As  a member  of  our  highly  skilled 
team  of  professionals,  this  posi- 
tion offers  an  outstanding  salary 
and  excellent  opportunity  for  per- 
sonal and  professional  growth. 

Please  respond  with  curriculum 
vitae  to: 

Thomas  P.  O’Neal 

Senior  Vice  President,  Operations 


Saint  Vincent 

Charity  Hospital 

& Health  Center 

2351  E.  22nd  Street 
Cleveland,  OH  44115 

-An  Equal  Opportunity  Employer  M/F/H 
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The  magnificent  Cape  Cod  seaside  architecture  features  a striking  collec- 
tion of  individual  unit  designs,  combining  the  unmistakable  quality  of 
wood  siding  with  a wood  shake  shingle  roof  — All  with  a view  of  Lake 
Erie.  Each  condominium  home  features  hand-crafted  naturally  finished 
wood  work,  wood  burning  fireplace  and  2Vi  baths.  All  master  bedroom 
suites  have  private  elevated  deck,  cathedral  ceiling,  walk-in  closet,  and 
full  bath.  There  is  plenty  of  additional  storage  with  full  basements  in  each 
unit  with  optional  third  bedroom.  Units  available  for  immediate  occupancy 
OR  reserve  a new  lakeside  unit  now  for  occupancy  summer  of  ’85. 


The  Most  Unique  Lakefront  Condominium  on  Catawba  Island 


DESIGNED,  CONSTRUCTED  AND  MARKETED  BY 


Newtowne 


Catawaba:  (41 9)  797-6043 
Columbus:  (614)  766-5501 

The  Newtowne  Group,  Inc. 

5890  Sawmill  Road,  Columbus  43017 

Please  tell  me  more  about  Catawba  Shores  at  pre-construction,  under 
construction,  and  finished  prices. 

Name Phone(  ) 


Furnished  model  open  daily 
1 -6  p.m.  at  GEM  BEACH. 


Address 


City/State/Zip 


Actual  photographs  of  the  community. 


Classified  advertising 

continued 


Practice  for  Sale  Services 


FOR  SALE:  Internal  medicine  practice. 
North  Central  Ohio.  Retiring.  Will  intro- 
duce. Marvelous  opportunity.  Reply  to 
Box  No.  54,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
Ohio  43215. 


Real  Estate 


PRIME  LOCATION  FOR  DOCTORS 
OR  INVESTORS  AT  REASONABLE 
PRICE.  Next  to  Mt.  Carmel  West  Medi- 
cal Center  and  close  to  retirement  devel- 
opment. Commercial  building  plus  two 
singles  and  one  double.  Corner  lot.  Call 
John  J.  Morgan  — (614-870-6189). 

INTERESTED  IN  BUYING???  Flour- 
ishing, well-established,  independent  lab- 
oratory, S.W.  Ohio.  Send  credit  refer- 
ences with  inquiry;  please  reply  to  Box 
No.  62,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  OH 
43215. 


DOCTOR,  YOU  CAN’T  BEAT  THE 
QUALITY  OR  THE  PRICE! 
HOLTER  MONITOR  SCANNING 
SERVICE,  Physician  owned,  trained 
and  supervised.  Now  using  UP  Service 
for  faster  turnaround  time.  No  con- 
tracts to  sign.  We  can  arrange  for 
lease/purchase  of  Holter  equipment. 
New  dual  channel  recorders, 
$1,550.00.  DCG  Interpretation  (313) 
879-8860. 


HOLTER  MONITOR  SCAN  SERVICE 

Quality  holter  reports  produced  by 
qualified  technicians  and  certified  car- 
diologists. Scan  price  $35.  Purchase 
new  dual  channel  holter  recorders, 
$1,195,  one-year  warranty.  For  more 
information,  call  ADVANCE  MED- 
ICAL AND  RESEARCH  CENTER, 
1-800-552-6753. 


Next  month  in: 

THE  Ohio  STATE 

Medical 

Journal 

Violence  and  the 
Physician 

Violence  has  permeated 
every  aspect  of  our  society 
— including  healthcare. 
Next  month,  the  Journal 
takes  a look  at  this  issue  of 
violence  — and  how  you 
can  cope  with  it,  should  it 
enter  your  practice. 


Just  wait 
till  you  see 
the  changes 
we’re  making 


The  excellence  of  Harding’s  in-patient  treat- 
ment of  adolescents  and  adults  is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 


The  result  is  that  we’re  seeing  more  patients 
. . . sooner . . . more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding’s  crisis  stabiliza- 
tion and  short-term  program. 


Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 
Harding  is  here 


Contact: 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 


A Blue  Cross  Member  Hospital 
JCAH  Accredited 
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Colleagues  In  The  News 

Edited  by  Doug  Evans 


CHARLES  ARING,  MD,  CHARLES 
BARRETT,  MD,  BENJAMIN  FEL- 
SON,  MD,  HELEN  GLUECK,  MD, 
CLIFFORD  GRULEE,  MD,  RAY- 
MOND SUSKIND,  MD,  RICHARD 
VITLAR,  MD,  and  JOSEPH  WAR- 
KANY,  MD,  all  of  Cincinnati,  are  the 
first  recipients  of  the  Daniel  Drake  Medal 
presented  by  the  University  of  Cincinnati 
Medical  Center.  The  award,  commemo- 
rating the  founder  of  the  College  of  Medi- 
cine and  University  Hospital,  honors  liv- 
ing physicians  who  have  made  major  con- 
tributions to  the  UC  College  of  Medicine 
and  who  have  gained  national  or  interna- 
tional reputations  in  their  fields. 


LINDA  BAILEY,  MD,  Xenia,  won 
third  prize  in  the  Ohio  Chapter  of  the 
American  College  of  Surgeons  1984  Resi- 
dent Essay  Contest  with  her  essay  entitled 
“Acute  Appendicitis  During  Pregnancy.” 


FREDERIC  BISHKO,  MD,  Cleveland, 
has  received  the  1985  president’s  award 
from  the  Northeast  Ohio  Chapter  of  the 
Arthritis  Foundation. 


GENE  BUTCHER,  MD,  Youngstown, 
has  been  appointed  corporate  director  of 
Medical  Affairs  for  the  Youngstown  Hos- 
pital Association. 


REGINA  M.  CURTIS,  MD,  Moreland 
Hills,  has  been  made  a full  voting  member 
of  the  board  of  directors  of  the  National 
Resident  Matching  Program.  As  a mem- 
ber of  the  board,  Dr.  Curtis  will  review 
procedures  and  the  results  of  the  NRMP 
Match  1985  as  well  as  set  policy  for  the 
1986  Match.  Dr.  Curtis  will  serve  a two- 
year  term. 


NICHOLAS  G.  DePIERO,  MD,  Cleve- 
land, has  been  elected  president  of  the 
Great  Lakes  Chapter  of  the  American 
College  of  Utilization  Review  Physicians. 
The  chapter  supports  elevating  standards 
of  medical  colleges  and  post-graduate 
education  in  quality  assurance  and  utiliza- 
tion. 


RONALD  M.  FERGUSON,  MD,  has 

been  named  acting  chairperson  of  the  de- 
partment of  surgery  in  Ohio  State  Univer- 
sity’s College  of  Medicine.  Ferguson  is  as- 
sociate professor  of  surgery  and  director 
of  the  division  of  transplant  surgery  at 
Ohio  State. 


BARRY  GORDON,  MD,  Solon,  has 
been  appointed  consulting  physician  for 
the  Bedford/Walton  Hills  emergency 
squad.  Dr.  Gordon  will  oversee  the  medi- 
cal training  and  functioning  of  emergency 
squad  members. 


ROBERT  T.  GRAY,  MD,  Prospect,  has 
been  selected  as  “Teacher  of  the  Year” 
by  the  Mount  Carmel  Family  Practice 
Center  in  Columbus.  Dr.  Gray  has  been 
a preceptor  in  the  Mount  Carmel  residen- 
cy program  for  three  years. 


CHANDER  M.  KOHLI,  MD, 

Youngstown,  has  been  named  Man  of  the 
Community  for  1984  by  the  India  Associ- 
ation of  Greater  Youngstown.  Dr.  Kohli 
was  selected  because  of  his  service  and 
leadership  in  the  local  Indian  community. 


JOHN  LEACH,  MD,  Columbus,  has 
been  named  the  1985  Ironton  Sports  Day 
honoree.  Dr.  Leach,  an  Ironton  High 
School  graduate,  has  served  as  the  Iron- 
ton  Tigers  team  physician  since  the  early 
1970s. 


Wright  State  University  has  recently 
appointed  new  chairmen  for  the  depart- 
ments of  physiology  and  pathology. 
PETER  K.  LAUF,  MD,  will  head  WSU’s 
department  of  physiology  — a position 
held  jointly  in  the  School  of  Medicine  and 
the  College  of  Science  and  Engineering. 
AL  BATATA,  MD,  will  chair  the  School 
of  Medicine’s  pathology  department. 


STEVEN  LICHTBLAU,  MD,  Colum- 
bus, has  been  named  president  of  the  Up- 
per Arlington  Board  of  Education. 


JOHN  B.  McCOY,  MD,  Elyria,  has  been 
elected  to  the  Board  of  Directors  of  the 
LCB  Bancorp,  Inc.  and  the  Lorain  Coun- 
ty Bank. 


JORGE  MEDINA,  MD,  Willoughby, 
has  received  the  1985  Distinguished  Citi- 
zens Award  presented  by  the  Willoughby 
Chamber  of  Commerce. 


LEWIS  K.  REED,  MD,  Youngstown 
is  the  third  recipient  of  the  Arthur  Dobkin 
Fellowship  in  the  Treatment  of  Chemical 
Dependency.  Dr.  Reed  is  a member  of  the 
OSMA  Committee  on  Impaired  Physi- 
cians, and  has  served  for  25  years  as  sec- 
retary-treasurer of  International  Doctors 
in  Alcoholics  Anonymous. 


MARTIN  RESNICK,  MD,  Cleveland, 
is  the  recipient  of  the  1985  Gold  Cysto- 
scope  Award  for  his  contribution  to  the 
field  of  urology.  The  award  is  presented 
yearly  by  the  American  Urological  Asso- 
ciation to  a urologist  who  has  made  out- 
standing contributions  to  the  field  of  urol- 
ogy within  ten  years  of  completing  resi- 
dency training. 


ROBERT  S.  RHODES,  MD,  Cleve- 
land, has  been  elected  president  of  the  So- 
ciety of  University  Surgeons,  a national 
organization  of  full-time  university  facul- 
ty members  involved  in  research,  teaching 
and  clinical  surgery. 


JAMES  D.  RUFFNER,  MD,  Miamis- 
burg,  has  been  elected  as  a new  director 
of  the  F & M Bancorp  and  its  wholly 
owned  subsidiary  Farmers  and  Merchants 
Bank. 


FRANK  J.  WEINSTOCK,  MD,  Can- 
ton, has  been  re-elected  President  of  the 
Society  of  Geriatric  Ophthalmology. 
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Valium®  (diazepam/Roche)  @ Tablets 
Valrelease®  (diazepam/Roche)  (w 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  (£ 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures;  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  (1  ml)  given;  do  not 
use  small  veins,  i.e. , dorsum  of  hand  or 
wrist;  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest:  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e..  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2‘/2  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mg  b.i.d.  to  q.i.d.;  or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets.  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mg  b.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2>/2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2'/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml)  given.  Do  not  use 
small  veins,  i.e. , dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not  feasi- 
ble to  administer  Valium  directly  I.V.,  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  ana  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V.,  repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V.,  repeat  every  3 to  4 
hours  if  necessary:  in  children  5 years  or 
older,  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus,  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 
Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  "V"  design— 2 mg.  white:  5 mg,  yellow;  10  mg, 
blue— bottles  of  100  and  500:  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100,  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls,  2 ml.  boxes  of  10:  Vials. 

10  ml,  boxes  of  1 and  10  ; Tel-E-Ject®  (disposable 
syringes).  2 ml,  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


Valium  (diazepam/Roche)  I.V. 
bound  to  receptor  at  30  seconds 


Highest  concentrations  of 
occupied  binding  sites  after 
Valium  I.V.  administration 


Intermediate  concentrations 
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Receptors  not  occupied 
by  injected  Valium 
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The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 


Copyright  © 1984  by  Roche  Products  Inc. 
All  rights  reserved. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 
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The  cut  out  “V”  design  is  a 
trademark  of  Roche  Products  Inc. 
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Actually,  it’s  in  the  billions 

For  more  than  1 5 years,  you've  been  satisfied 
with  the  wide  margin  of  safety  provided  by 
Dalmane.1'3  And  your  patients  have  been 
satisfied  because  they  fall  asleep  quickly  and 
stay  asleep  till  morning.2'9  As  always,  caution 
patients  about  driving  or  drinking  alcohol. 
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Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults-.  30  mg  usual  dosage,  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients.  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Professional  INSTALLMENT  LOANS 

$1 5,000 

TO 

$90,000 

Decision  in  24  to  48  Hours! 

Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills,  California  91364 


JOURNAL  ADVERTISERS 


Annual  Peripheral  Vascular  Disease  Symposium 

Brown  Pharmaceuticals 

Campbell  Laboratories 

Crocker  Fels 

Daniels-Head 

Eli  Lilly  and  Company 

Harmarville  Rehabilitation  

Immke  Circle  Leasing 

Marion  Laboratories 

Medical  Data  Systems 

Medical  Protective  Company  

Memorial  Hospital 

Menendian  Carpets 

Newtowne  Group  

Obio  Medical  Indemnity  Mutual 

Patient  Billing  Service 

Physicians  Insurance  Company  of  Ohio  

PIE  Mutual  

Roche  Laboratories 

St.  Vincent  Charity  Hospital 

Stuart  Pharmaceuticals 

Turner  and  Shepard,  Inc 

Upjohn  Company 

U.S.  Air  Force 

Woodside  Capital  Corporation 


510 

454,  484 

509 

469 

450 

470 

474 

497 

insert 

446 

492 

517 

519 

512 

444 

451 

498,  499 

506 

cover  2,  441,  442,  Cover  3,  Cover  4 

510 

481,  482 

460 

514 

508 

442 


442 


The  Ohio  State  Medical  Journal 


PRESIDENTIAL  PERSPECTIVES= 


Herman  I.  Abromowitz,  MD 


1 1 is  time  to  speak  out. 

The  public  is  receiving  health 
care  information  from  everyone 
but  the  people  who  are  in  a 
position  to  best  know  what  is 
happening  in  health  care  — 
physicians. 

The  physicians  of  this  state  have 
told  me,  individually  and 
collectively,  that  they  are  disturbed 
about  our  rapidly  changing  health 
care  delivery  and  financing  system. 
They  have  expressed  doubt  that 
the  quality  of  care  we  have  come 
to  expect  in  medicine  will  be 
preserved.  They  have  stated  that 
they  are  beginning  to  think  that 
rationing  of  care  is  inevitable. 
Again  and  again  they  have  pointed 
out  that  cost  is  becoming  the  only 
criterion  against  which  new 
innovations  in  health  care  are 
judged. 

The  Ohio  State  Medical 
Association  will  not  stand  silent 
on  this  issue.  Although  we  have 
tackled  it  in  the  past,  our  efforts 
have  been  fragmented  and  low- 
key.  Frankly,  our  voice  has  been 
lost  in  the  confusion  created  by 
the  big-money  campaigns 
sponsored  by  insurance  companies, 
the  government  and  employers. 

We  can  no  longer  afford  to  let 
that  happen.  The  OSMA  has  a 


Time  To  Speak  Out 

By  Herman  I.  Abromowitz,  MD 


program  ready  which  can  help 
physicians  communicate  their 
concerns  about  the  changing 
health  care  system  to  their  patients 
and  the  public.  In  response  to 
Substitute  Resolution  29-84, 
approved  at  the  1984  OSMA 
Annual  Meeting,  the  OSMA 
Department  of  Communications 
has  developed  an  education 
campaign  designed  to  let  the 
public  know  how  health  care  is 
changing,  why  it  is  changing  and, 
most  important  of  all,  how  those 
changes  may  affect  them. 

The  backbone  of  this  campaign 
is  a 16-page  booklet  which 
describes  many  of  the  changes 
taking  place  in  health  care  and 
explains  some  of  the  concerns 
many  physicians  have  about  those 
changes.  Television,  radio  and 
newspaper  advertisements  have 
been  developed  which  describe  the 
changing  health  care  system  and 
which  direct  the  public  to  obtain  a 
copy  of  the  OSMA’s  booklet  by 
calling  a toll-free  number 
(1-800-MED-NEWS)  which  has 
been  established  at  the  OSMA.  In 
addition,  the  OSMA  has  printed 
poster-size  versions  of  the 
newspaper  advertisements  for 
display  in  physicians’  offices  and 
have  prepared  news  releases 
describing  the  campaign  which  can 
be  used  in  local  newspapers. 

All  of  these  materials  are 
available  free-of-charge  to  county 
medical  societies.  The  county 
society  is  only  responsible  for 
providing  the  money  to  purchase 
the  advertising  time  and  space. 

The  OSMA  will  work  closely 


with  each  society  to  determine 
how  best  to  utilize  the  campaign 
in  the  county.  The  OSMA 
essentially  views  this  as  a county- 
level  campaign.  The  radio  and 
newspaper  advertisements  will  bear 
the  name  of  each  sponsoring 
county  medical  society. 

That’s  because  the  OSMA  feels, 
and  I strongly  agree,  that  any 
effort  to  reach  the  people  of  our 
state  can  best  be  accomplished  on 
the  local  level.  Patients  need  to 
hear  from  physicians  both 
individually  and  as  a county 
medical  society.  Our  research 
shows  that  the  people  of  this  state 
still  look  to  physicians  for 
information  about  the  changing 
health  care  system.  The  goal  of 
this  program  is  to  educate  each 
and  every  citizen  of  our  state  to 
become  better  informed  in  our 
changing  health  care  environment. 

We  must  emphasize  to  the 
public,  that  as  always,  they  should 
turn  to  their  personal  physician  to 
help  them  understand  changes  in 
health  care. 

I urge  each  of  you  to  become 
an  active  participant  in  this 
campaign. 

This  is  the  beginning  of  a major 
effort  of  the  OSMA  and  its 
members.  Let  us  all  speak  out  so 
that  each  and  every  citizen  of  our 
state  is  better  informed  when 
confronted  with  making  health 
care  decisions  that  may  affect  their 
freedoms,  and  in  my  humble 
opinion,  may  even  affect  the 
quality  of  care  they  receive. 

The  people  of  this  state  need  to 
hear  from  you.  OSMA 
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As  an  Advance  Plan  physician,  you’ll  receive 
direct  payment  from  your  Blue  Cross  and  Blue 
Shield  Plan  every  week.  Plus,  you  have  the 
option  of  using  our  paperless  claims  process- 
ing and  direct  deposit  systems.  In  exchange, 
you  agree  to  accept  as  payment-in-full  our 
UCR  (Usual,  Customary,  Reasonable)  reim- 
bursement level  for  covered  services. 

Three  out  of  four  doctors  in  Ohio  have 
already  become  Advance  Plan  physicians. 
Why  not  call  your  local  Blue  Cross  and  Blue 
Shield  Professional  Relations  office  and  find 
out  why. 

Blue  Cross 
Blue  Shield  s 

® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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From  the  Editor’s  Desk= — 


Treating  Violence 


The  odds  are  improving  all  right 

— but  they’re  not  in  your  favor. 

According  to  the  latest  statistics 

from  the  Justice  Department,  the 
chance  that  you  will  die  by 
someone  else’s  hand  — in  other 
words,  by  murder  — has  increased 
to  one  in  133. 

And  the  odds  aren’t  much  better 
that  you’ll  be  able  to  escape  an 
assault,  a rape,  or  won’t  be 
touched  in  some  way  by  abuse  and 
suicide. 

This  month,  the  Journal  takes  a 
look  at  violence  in  our  society  and 
how  it  affects  you,  the  physician 

— both  as  a potential  victim,  and 
as  the  person  who  tends  others 
who  are  physically  and 
emotionally  traumatized  by 
violence. 

We  begin  the  issue  with  a 
disturbing  story  of  two  health  care 
professionals,  a physician  and  a 
nurse  — who  were,  themselves, 
victims  of  violent  attacks.  Their 
gripping,  first-person  accounts 
should  be  enough  to  convince  you 
that  no  one,  not  even  a health 
care  professional,  is  immune  from 
such  incidents.  In  fact,  because  of 
the  nature  of  your  profession, 
your  ever-present  wish  to  help 
others  in  need  — you  may  be  even 
more  susceptible. 

Nor  does  your  vulnerability  end 
there  on  the  street.  You  are  just  as 
likely  to  be  the  victim  of  an  attack 
in  your  office  — especially  as  the 
number  of  drug  and  alcohol 
abusers  continues  to  grow.  We’ve 
included  an  article  on  how  to 


manage  the  dangerous  patient,  and 
while  we  hope  you  never  need  it, 
it  may  be  something  you’ll  want 
to  read  — just  to  be  on  the  safe 
side. 

On  the  flip  side  of  the  coin  is 
your  professional  responsibility  to 
the  victims  of  violent  crimes.  How 
do  you  heal  the  emotional,  as  well 
as  the  physical  hurts  of  assault 
victims,  rape  victims,  and  victims 
of  abuse  — be  it  spouse,  child,  or 
the  growing  problem  of  abuse  of 
the  eldery?  One  of  our  articles 
delves  into  the  problem  — and 

This  month,  we 
take  a look  at 
violence  in  our 
society  and  how  it 
affects  you  — as  a 
potential  victim, 
and  as  one  who 
tends  victims. 

attempts  to  come  up  with  some 
informative  answers. 

And  on  the  subject  of  child 
abuse  — what  is  your  legal 
responsibility  in  that  matter?  Do 
you  report  every  incident  that 
looks  as  though  it  might  be  a case 
of  abuse  or  neglect,  or  are  you 
hesitant  to  join  what  many 
physicians  feel  is  a “witch  hunt”? 
An  appellate  court  judge  from 
Athens  County  offers  some  timely 


information  — and  advice. 

Finally,  we  take  a look  at  the 
poignant  problem  of  juvenile 
suicide,  and  what  you  might  be 
able  to  do  to  prevent  your 
younger  patients  from  becoming 
one  of  the  rapidly  increasing 
statistics  in  this  area. 

In  unrelated  issues  this  month, 
you’ll  want  to  read  the  latest 
information  about  the  public 
education  campaign  — and  don’t 
miss  the  four  print  ads  which 
compose  just  a part  of  it.  We’ve 
included  them  here  to  give  you  an 
idea  of  the  tone  and  intent  of  the 
whole  campaign,  which  is  designed 
to  give  the  public  a better 
understanding  of  the  changing  role 
of  health  care. 

And  you’ll  no  doubt  enjoy  the 
essay  by  retired  Cleveland 
physician  Ralph  Fried,  MD,  who 
writes  of  Greeks  — and  of  their 
place  in  clinical  papers. 

Which  brings  us,  in  a 
roundabout  way,  back  to  the  issue 
of  violence  — for  if  anyone  has 
lived  through  violent  times,  it  was 
the  Greeks.  Yet,  somehow,  they 
managed  to  pull  a whole 
civilization  out  of  the  fire,  and 
turn  it  into  a cradle  from  which 
all  other  civilizations  were 
purportedly  born.  Certainly,  in 
our  violent  times,  we  can  take 
some  comfort  in  the  fact  that,  at 
least  historically,  such  a possibility 
exists  for  us.  And  that’s  a hope 
we  can’t  lose  sight  of. 

— Karen  S.  Edwards 
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The  ultimate  in  Health-Care  Data  Management. . . 

“listen  to  the  experts.” 
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OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  J.  Lucas,  M.D. 

2905  Burnet  Avenue 
Cincinnati,  Ohio  45202 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Avenue 
Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

John  S.  Devany,  M.D. 

2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

/.  James  Anderson,  M.D. 
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Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


ABCs  of  Safe  Driving 

By  C.T.  Hu,  MD 


Editor's  Note:  A resolution  regarding  this  subject  was  approved 
during  the  1985  OSMA  Annual  Meeting. 


A few  weeks  ago,  I lost  five 
patients  to  a deadly  epidemic.  For 
a doctor,  that’s  a serious  loss. 
They  did  not  die  of  heart  disease 
or  cancer  or  Toxic  Shock 
Syndrome  or  AIDS  — things  that 
we  were  taught  in  medical  school 
or  read  about  in  current  medical 
journals.  They  died  in  two 
separate  fatal  auto  accidents,  30 
hours  apart,  involving  six 
fatalities.  In  the  first  case,  a 
young  mother  and  her  two 
children  were  passengers  in  the 
back  seat  of  a car  which  was  hit 
by  another  “ran-the-stop-sign” 
car.  The  second  case,  a couple, 
was  hit  head-on  in  a fiery  crash 
with  another  car  whose  teenage 
driver  was  drag  racing  with 
another  car  after  a drinking  party. 
None  of  these  victims  had  worn 
their  safety  belts.  These  are 
horrifying,  senseless  and  tragic  — 
but  preventable  deaths. 

Where  were  the  skills  that  were 
bestowed  upon  us  in  medical 
school  that  could  have  prevented 
these  tragedies?  We  give 
immunizations  to  prevent 
childhood  disease,  but  what  can 
we  give  to  prevent  these  accidental 
deaths  — the  number  one  killer 
for  people  under  40? 

The  number  of  Americans  who 
died  in  all  the  U.S.  wars  (1775  to 


1981)  totals  1,186,654.  This  is  far 
less  than  the  number  of  Americans 
who  have  died  in  U.S.  highway 
accidents  — 2,395,865.  At  the 
present  rate,  there  will  be  three 
million  traffic  fatalities  by  1990, 
five  times  more  deaths  than  all 
U.S.  war  casualties  — in  less  than 
half  the  time.  Our  nation  mourned 
following  the  Chicago  plane  crash. 
But  do  we  realize  that  our  annual 
death  toll  on  the  highway  is 


Our  annual  death 
toll  on  the  highway 
is  equivalent  to  a 
passenger  jet 
crashing  every  day 
for  a year. 


equivalent  to  a passenger  jet 
crashing  every  day  for  a year? 
Nationally,  an  auto  fatality  occurs 
every  eleven  minutes  and  one 
injury  every  19  seconds.  Your 
chances  of  becoming  involved  in 
an  accident  is  one  in  nine. 

In  consultation  with  our  local 
State  Highway  Patrol,  the  Clinton 


County  Medical  Society  is 
promoting  safe  driving.  We  can  no 
longer  wait  for  tragedy  to  happen. 
We  want  to  practice  preventive 
medicine,  like  our  immunization 
program,  to  prevent  auto  fatality 
through  our  public  education 
campaign.  This  includes  local 
radio,  TV  and  newspaper 
advertisements,  and  a door-to- 
door  drive  to  stress  the  proper 
driving  habits.  The  Mayor  of 
Wilmington  declared  December  as 
“Saved  by  the  Belt”  month  to 
help  promote  the  campaign.  Local 
businesses  are  passing  out  safe 
driving  pamphlets  to  their 
customers  and  employees.  Priests 
and  ministers  are  giving  them  out 
to  their  congregations.  Most 
important  of  all,  we  developed  an 
acronym  called  the  “ABCs  of  Safe 
Driving”  to  help  the  public 
understand  auto  fatality  and  serve 
as  a reminder  to  licensed  drivers. 

A.  Alcohol  and  driving  don’t 
mix.  Don’t  take  mind-altering 
drugs  and  drive. 

In  the  state  of  Ohio,  over  700 
deaths,  25,000  injuries  and  $200 
million  in  property  damage  occur 
each  year  as  a result  of  alcohol 
and  drug-related  traffic  accidents. 
Alcohol  is  a depressant.  Your 
abilities  to  drive  and  to  react  to 
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ABCs  of  Safe  Driving 

continued 

the  unexpected  situation  are 
impaired  under  the  influence  of 
alcohol.  Although  authorities  tell 
you  to  know  your  limit  of  alcohol 
intake  before  you  drive,  it  is  still 
not  safe  to  do  so.  Once  you  start 
drinking  alcohol,  it  will  be 
difficult  for  you  to  judge  what  is 
enough;  and  sometimes,  after  two 
or  three  drinks,  you  may  not 
remember  how  many  you  have 
had.  Besides,  I have  never  seen  a 
drunk  who  would  admit  that 
he/she  is  drunk!  We  suggest  that 
if  you  drink  alcohol,  don’t  drive. 
Have  someone  take  you  home.  If 
you  are  the  host  of  a party  serving 
alcohol,  make  sure  that  your 
guests  go  home  with  a driver  who 
has  not  been  drinking.  And  if  you 
are  a passenger,  don’t  get  into  a 
car  whose  driver  has  been  drinking 
because  you  may  not  make  it 
home  alive!  Other  mind-altering 
drugs  like  marijuana, 
hallucinogens,  stimulants, 
sedatives,  antihistamines  and 
narcotics  can  also  impair  your 
driving  ability.  One  of  every  six 
drivers  who  cause  fatal  accidents 
has  been  smoking  marijuana 
within  a few  hours  before  the 
crash.  Driving  performance 
actually  dropped  by  40%  after  one 
joint  and  by  more  than  60%  after 
two  joints.  Worst  of  all,  a mixture 
of  drugs  and  alcohol  means 
double  trouble.  They  combine  in 
your  blood  and  create  multiplying 
effects  of  both  substances.  Avoid 
them. 

B.  Buckle  up  your  safety  belt 
and  other  passengers’  safety  belts 
in  your  car.  Small  children  under 
four  years  old  or  less  than  forty 
pounds  must  be  in  children  car 
seats. 

It  is  mandatory  Ohio  state  law 
that  children  must  be  restrained. 
Children  who  are  properly 
restrained  survive  90%  of  all 
crashes  and  avoid  70%  of  serious 
injuries.  For  the  unbelted  occupant 
traveling  at  30  mph,  the  crash 
force  is  the  same  as  jumping  off  a 
three  story  building  — head  first. 

The  irony  is  while  100%  of 
you  wear  safety  belts  in 


serving 


ours. 


. Q outsis  bitting- 
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commercial  airplanes,  only  14%  of 
you  wear  safety  belts  in  cars  — a 
dismal  record.  Consider  that  the 
odds  of  a car  crash  are  20  times 
greater  than  that  of  a plane  crash 
. . . so  buckle  up.  New  York 
became  the  first  state  to  have  a 
mandatory  safety  belt  law.  Other 
countries,  e.g.  Canada,  have 
demonstrated  the  effectiveness  of 
such  a law  to  prevent  deaths  and 
injuries.  We  should  also  write  to 
our  state  senator  and  congressmen 
for  a passage  of  such  law  — and 
urge  our  patients  to  do  so  too. 

C.  Concentrate  on  your  driving 
and  observe  traffic  signs  and 
traffic  conditions  around  you. 

I have  to  confess  that  I am  not 
a saint  either.  During  my  final 
exam  week  in  my  second  year 
premed,  I had  an  accident.  I ran  a 
red  light  and  hit  another  car. 
Thankfully  no  one  was  hurt  and 
the  damage  was  light.  The  fact 
that  the  accident  occurred  was 
because  I was  not  concentrating 
on  my  driving.  I was  thinking 
about  my  exams  and  worrying 
about  my  grades.  Driving  requires 
100%  of  our  concentration.  A car 
is  a loaded  weapon  of  2000 
pounds  or  more  pointing  in  any 


direction  we  steer.  So  concentrate 
on  driving.  Driving  defensively  will 
save  your  life. 

As  family  physicians,  it  is  our 
job  to  promote  safe  driving  habits 
like  we  promote  immunizations.  I 
am  sure  we  all  have  patients  who 
have  died  from  auto  accidents,  but 
rarely  from  tetanus  or  polio.  We 
should  attack  this  deadly  epidemic 
— auto  fatality,  with  vigor  and 
personal  involvement.  It  is  easy  to 
have  a nurse  give  a shot,  but  it 
takes  more  of  our  time  to 
encourage  patients  about  the 
essentials  of  safe  driving  — time 
that  may  someday  save  lives.  The 
ABCs  of  cardiopulmonary 
resuscitation  has  helped  the  public 
in  saving  patients  with  cardiac 
arrest.  We  can  extend  this 
acronym  to  safe  driving. 

The  American  love  affair  with 
the  automobile  will  continue 
despite  these  tragedies.  But  we  can 
make  it  safer  by  following  these 
suggestions.  Driving  should  be  fun 
and  as  simple  as  ABC.  I hope 
these  ABCs  of  Safe  Driving  will 
save  more  lives. 


H.  Chung-Tai  Hu,  MD  is  a family 
practitioner  in  Wilmington. 
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—News  Digest^ 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


Ethical  considerations 


Medicare 
non-participants 
being  monitored 

Some  4.3 % or  13,000  of 
Medicare’s  non-participating 
physicians  are  being  intensely 
monitored  by  Medicare  carriers, 
according  to  recent  testimony 
before  the  Subcommittee  on 
Health  of  the  House  Ways  and 
Means  Committee. 

The  purpose  of  the  month-to- 
month  monitoring  is  to  determine 
if  physicians  are  in  violation  of 
the  fee  freeze  — approximately 
2%  of  non-participating  physicians 
have  received  letters  from 
Medicare  carriers  notifying  them 
that  they  may  be  in  violation. 

The  fee  freeze  was  imposed 
under  the  Deficit  Reduction  Act  of 
1984  and  will  continue  to  be 
subject  to  intensive  monitoring, 
according  to  the  American  Medical 
Association’s  Washington  office, 
which  is  closely  following  the 
situation. 


Ethics  committees  in  health  care 
institutions  should  be  voluntary, 
educational  and  advisory, 
according  to  an  AM  A Judicial 
Council  report  in  the  Journal  of 
the  American  Medical  Association. 

“Generally,  the  function  of  the 
ethics  committee  is  to  consider  and 
assist  in  resolving  unusual, 
complicated  problems  involving 
health  issues  that  affect  the  care 
and  treatment  of  patients  within 
the  health  care  institution,”  the 
report  said. 

Typical  issues  include  quality  of 
life,  terminal  illness,  and  use  of 
limited  health  care  resources. 

“The  committees  should  not 
interfere  with  the  primary 
responsibility  and  relationship 
between  physicians  and  their 
patients,”  the  report  advises. 
Committees  should  offer  written 


recommendations  to  the  executive 
committee  of  the  medical  staff  for 
consideration,  but  with  no  obligation 
for  acceptance. 


Ophthalmic 

oversupply? 

“Physician  oversupply”  has 
been  a topic  of  heated  discussion 
since  1979  when  the  Graduate 
Medical  Education  National 
Advisory  Committee  (GMENAC) 
first  issued  its  startling  projections 
that  physicians  in  nearly  all 
specialties  would  soon 
overpopulate  their  respective 
fields. 

Some  examples  of  their 
predictions:  between  the  years 
1978  and  1990,  the  number  of 
cardiologists  will  increase  by  94%; 
endocrinologists,  175%; 
rheumatologists,  200%;  and  those 


specializing  in  infectious  diseases, 
by  282%. 

The  GMENAC  report  also 
stated  that  the  number  of 
ophthalmologists  in  the  United 
States  would  increase  from  11,750 
in  1978  to  16,300  in  1990  — a 
39%  increase  over  that  12-year 
time  period. 

However,  the  number  of 
ophthalmologists  in  Japan  has 
already  reached  unexpected 
proportions.  There  are  currently 
6.3  ophthalmologists  per  100,000 
in  Japan,  as  compared  with  4.66 
in  the  United  States,  according  to 
a recent  report  in  Archives  of 
Ophthalmology. 

Surprisingly,  however,  the 
Japanese  do  not  view  the  situation 


as  one  of  oversupply;  in  fact  they 
feel  more  will  be  needed  to  handle 
the  estimated  11  million  eyeglasses 
ordered  in  that  country  each  year, 
says  Katsuyoshi  Mizuno,  MD,  of 
Sendai,  Japan. 

The  Japanese  also  are  hoping  to 
see  an  increase  in  physician  ratio 
in  order  to  help  alleviate  the  need 
in  under-served  areas,  to  handle 
the  growing  population  of  elderly, 
and  to  treat  previously  untreatable 
eye  disorders. 

According  to  the  report,  the 
average  income  of  Japanese 
ophthalmologists  is  the  equivalent 
of  $64,000  to  $100,000  per  year  in 
American  dollars. 
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Organ  transplants  — 

As  organ  transplants  become 
more  prevalent,  the  question 
naturally  arises  as  to  who  foots 
the  bill  for  these  costly 
operations? 

According  to  a recent  survey  by 
the  Health  Insurance  Association 
of  America,  most  private  health 
insurance  companies  are  routinely 
paying  for  heart,  liver,  bone, 
kidney  and  cornea  transplant 
operations.  However,  most  of 
them  stipulate  that  these 
operations  be  medically  necessary, 
and  some  companies  even  require 
medical  documentation  that  the 
patient’s  condition  is  life- 
threatening  or  that  conventional 
treatment  would  be  unsatisfactory 
before  they  will  reimburse  for 
expenses. 

If  the  treatment  is  experimental 
in  nature,  or  not  customarily 
recognized  as  appropriate 
treatment,  then  generally  the 
insurance  companies  will  not  pay. 

Ironically,  however,  the  federal 
government  has  picked  up  the  tab 
on  some  experimental  heart 
transplants  through  its  Medicare 
program,  although  it  is  not 
required  to  pay  for  transplant 
operations  at  all  — a position 
which  Health  and  Human  Services 
Secretary  Margaret  M.  Heckler 


who  should  pay? 

would  like  to  see  changed. 

News  reports  claim  that  Heckler 
wants  to  proceed  on  the  theory 
that  transplant  technology  is 
beginning  to  be  used  regularly, 
and  can  no  longer  be  considered 
experimental,  and  therefore,  such 
operations  should  be  routinely 
paid. 

The  stumbling  block  in  the 
argument,  however,  is  cost. 
Opponents  estimate  that  heart 
transplants  could  cost  Medicare 
hundreds  of  millions  of  dollars  in 
several  years,  but  proponents  are 
arguing  that  the  smaller  number  of 
available,  healthy  hearts,  puts  an 
automatic  brake  on  costs.  This 
becomes  especially  true,  they  say, 
if  Medicare  transplants  were 
restricted  to  those  who  were 
otherwise  healthy  — and  not 
extremely  old. 

Unofficial  studies,  however, 
show  that,  based  on  the  number 
of  people  who  might  have  been 
eligible  for  heart  transplants  under 
current  rigorous  medical 
standards,  86  Medicare  transplants 
would  have  been  performed  in 
1980.  That  figure  might  be  about 
100  transplants  a year  now,  at  an 
average  cost  of  $80,000  to  $90,000 
each,  putting  the  cost  to  Medicare 
at  about  $8-9  million. 


Decreasing 

tonsillectomies 

Appropriate  antibiotic  treatment 
could  reduce  the  number  of 
tonsillectomies  performed  in  the 
United  States  (approximately 
600,000  per  year)  by  75%, 
according  to  Itzhak  Brook,  MD, 
an  infectious  disease  specialist  with 
the  Uniformed  Services  University 


of  the  Health  Sciences,  Bethesda, 
Maryland. 

Based  on  10  years  of  research 
on  the  subject,  Dr.  Brook  reports 
that  Augmentin®,  a combination 
of  amoxicillin  and  clauvulanate 
potassium,  is  one  of  the  most 
promising  antibiotics  for 
combating  the  infections  that  often 
lead  to  tonsillectomies. 

“When  penicillin  fails  to 


eradicate  the  streptococcus 
bacteria,  physicians  and  patients 
must  understand  the  importance  of 
switching  to  an  effective  antibiotic 
before  choosing  surgery,’’  says  Dr. 
Brook. 
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Ohio  medi-scene 


The  confusion  regarding  Medicare  screening  ...  a personal 
experience 


The  Medicare  screening  criteria 
for  transfer  of  patients  to  an 
extended-care  unit  has  been  the 
source  of  much  confusion  lately. 

Misunderstandings  — at  least  at 
the  hospital  where  I am  affiliated 

— seem  to  have  begun  when  the 
Medicare  Intermediary  changed 
from  Blue  Cross  of  Central  Ohio 
to  Hospital  Care  Corporation  in 
Cincinnati,  now  a corporation 
called  Community  Mutual 
Insurance  Company  (CMIC). 

The  October  1984  criteria  — 
which  were  actually  Level  I of  a 
three-tiered  reimbursement  process 

— imposed  more  restrictions  on 
not  only  types  and  numbers  of 
patients  eligible  for  skilled 
services,  but  also  the  length  of 
stay,  and  subsequently  the  quality 
of  patient  care. 

In  fact,  our  hospital  was  led  to 
believe  that  these  were  the  only 
admission  criteria  we  could  use 
into  our  extended-care  unit.  The 
Utilization  Review  (UR) 

Committee  therefore  issued  a 
memo  to  medical  staff  regarding 
the  new  guidelines  in  December 
1984.  As  a result,  by  the  end  of 
December,  our  extended-care  unit 
census  had  dropped  from  85 
percent  to  27  percent. 

It  was  then  that  I recommended 
that  the  hospital  — through  the  UR 
committee  — discuss  the  Medicare 
criteria  with  CMIC,  through  Bill 
Fry,  OSMA  ombudsman  and 
director  of  its  department  of 
government  relations. 

The  committee  was  informed 
that  the  criteria  was  never 
intended  to  be  guidelines  for 
“eligibility”  for  skilled  services, 
but  rather,  were  first-level  review 
guidelines  for  Medicare 
reimbursement.  Medicare  has  not 


changed  the  eligibility 
requirements,  and  physicians  are 
to  resume  using  the  guidelines  they 
had  been  using  prior  to  the  change 
in  intermediary.  Non-Medicare 
patients  are  subject  to  criteria 
established  by  their  private 


Medical  care  of  the  indigent 
continues  to  be  a major  problem 
in  most  portions  of  the  state,  as  it 
is  for  the  entire  nation. 

The  growing  number  of  “new 
poor”  — those  who  have  lost 
their  jobs,  and  hence  their 
insurance  coverage  — through 
business  closures  and  reductions, 
have  caused  the  number  of  low 
income  citizens  without  adequate 
health  insurance  to  continue  to 
rise. 

In  1982,  for  example,  despite 
the  broad-ranging  and  far-reaching 
coverage  of  Medicare  and 
Medicaid,  there  were  still  over  10 
million  Americans  without  any 
form  of  public  or  private  medical 
coverage  at  all. 

Someone,  somewhere,  is  paying 
for  this  uncompensated  care. 
Whether  it  is  through  state  and 
local  tax  revenues,  higher  charges 
to  paying  patients,  or  lower 
provider  income,  one  fact  remains. 
“Free”  care  is  certainly  not  free. 

Solutions  to  the  problems  are 
being  sought.  Nationally,  there  has 
been  a growing  trend  for 
businesses  and  industries  to  ask 
their  employees  to  pay  portions  of 
their  health  care  benefits,  through 
co-payments  and  higher  deduct- 


insurance  companies. 

If  you  are  confused  on  this  issue 

— or  have  any  further  questions 

— you  may  wish  to  contact  Bill 
Fry  at  the  OSMA,  614-228-6971. 

— John  A.  Burkhart,  MD, 
Columbus. 


ibles.  And,  of  course,  DRGs  were 
instituted  a couple  of  years  ago  as 
a means  of  putting  the  breaks  on 
providers’  costs  to  the  Medicare 
program. 

Still,  it  is  usually  the  local 
provider  and/or  the  local  hospital 
which  is  ultimately  left  with  the 
burden  of  unreimbursed  costs. 

Recently,  Montgomery  County 
decided  to  take  a look  at  the 
problem  of  indigent  care  and 
unreimbursed  costs  in  their 
community,  and  try  to  come  up 
with  some  answers. 

A task  force  was  formed, 
composed  of  members  from  the 
medical  profession,  the  social 
services,  state  and  local 
government,  the  media  and  others. 
It  began  its  investigations  in  May 
of  last  year,  and  they  ran  through 
that  September. 

A report  of  their  findings  — as 
well  as  their  suggestions  for 
possible  solutions  has  recently 
become  available.  It  seems  logical 
to  assume  that  the  situations 
which  the  report  describes,  and  the 
conclusions  to  which  it  comes  will 
be  applicable  to  a number  of  other 
communities  throughout  the  state. 

For  example,  one  of  the  first 
matters  into  which  the 


Who  pays  for  indigent  health  care? 
Montgomery  County  takes  a look  . . . 
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Ohio  medi-scene  . . . continued 


Who  pays  for  indigent  care?  . . . continued 


Montgomery  County  task  force 
delved  was  the  issue  of  where 
health  care  should  be  delivered  — 
particularly  to  those  in  the 
community  who  are  medically 
indigent.  Historically,  no 
restrictions  for  medical  care  have 
been  set  down  for  this  group,  and 
the  indigent  have  had  not  only 
complete  freedom  of  choice  as  to 
where  they  receive  their  health 
care,  but  unlimited  access  to  that 
health  care  as  well.  Needless  to 
say,  however,  such  care  is  putting 
a crimp  in  both  local  government 
and  hospital  budgets.  Although  a 
tax  levy  does  exist  in  the  county 
which  helps  to  pay  for  indigent 
care,  it  does  not  cover  the  entire 
expense.  For  example,  in  1984, 
charges  for  care  totaled  $8.7 
million,  but  the  levy  generated 
only  $6.7  million. 

According  to  the  report,  “It  is 
estimated  that,  if  the  process 
remains  unchanged,  it  will  take  the 
county  until  1988  to  pay  for  a 
claim  submitted  in  1984.” 

The  task  force’s  suggested 
solutions  to  this  particular 
problem  are  as  follows: 

• To  improve  the  image  of  the 
five  county  health  centers,  so 
residents  will  feel  they  are 
receiving  the  same  quality  of  care 
as  they  would  in  a hospital 
emergency  room.  This  would 
increase  the  use  of  the  health 
centers,  decrease  the  misuse  of  the 
hospital  emergency  rooms  and 
provide  care  in  a more  cost- 
effective  manner. 

• To  control  the  freedom  of 
choice  for  the  medically  indigent, 
allowing  them  to  receive  care  from 
a choice  of  clinics.  The  county 
government  would  issue 
identification  cards  and  act  as  the 


gatekeeper  for  medical  and 
pharmaceutical  services. 

• To  promote  wellness  and 
preventive  medicine  to  the 
communities  where  the  indigent 
reside  and 

• To  examine  the  current  tax 
structure  for  determination  of 
possible  revision  for  indigent  care. 

As  far  as  to  what  types  of 
health  care  should  be  delivered, 
the  task  force  was  firm  in  its 
belief  that,  no  matter  what  care 
was  delivered,  the  quality  of  that 
care  should  not  be  impaired  to 
save  money.  However,  in  its 
discussion  on  the  validity  of 
rationing  care,  patient  contracts, 
gatekeepers  and  so  forth,  the  task 
force  made  the  following 
suggestions: 


• That  paramedics  be  educated 
on  the  appropriate  outlets  for 
medical  care. 

• That  the  medically  indigent  be 
encouraged  to  use  public  facilities 
and  discourage  misuse  of  hospital 
emergency  rooms. 

• That  specific  physicians  and 
pharmacists  be  gatekeepers  of  care 
for  the  indigent  population.  This 
would  discourage  patients  from 
seeing  multiple  doctors  and  filling 
multiple  prescriptions  for  the  same 
diagnosis  in  a short  period  of 
time,  the  report  said. 

• That  physicians  be  encouraged 
to  communicate  with  their  patients 
to  make  wise  decisions  about  their 
treatment. 

• That  more  preventive  medicine 
be  introduced  into  treatment  for 


photo  by  Doug  Evans 


OMERF  raffle  winner 
claims  his  prize 

Romeo  Flora,  MD,  Napoleon, 
was  the  winner  of  the  Pontiac 
Fiero  GT,  recently  raffled  to 
benefit  OMERF. 

Dr.  Flora  is  shown  getting  into 
his  car  as  Hart  F.  Page  (right), 
OSMA’s  Executive  Director 
Emeritus  and  Ted  Thompson, 
Immke  Circle  Leasing,  which 
provided  the  car,  offer  their 
congratulations. 

The  winning  ticket  was  drawn 
by  Mrs.  Jean  Page  at  the  “You 
Gotta  Have  Hart”  party,  held 
during  this  year’s  Annual 
Meeting.  A total  of  $27,000  was 
raised  for  OMERF,  through  the 
sale  of  2700  raffle  tickets. 
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patients. 

Finally,  the  task  force  turned  its 
attention  to  the  question  of  who 
should  pay  for  health  care, 
especially  that  delivered  to  indigent 
patients.  As  the  task  force  pointed 
out,  in  communities  like  Dayton, 
where  there  is  no  county  hospital, 
hospitals  with  a high  charity  load 
must  cost-shift  a portion  of  the 
price  of  the  medically  indigent  to 
business,  industry  and  the  private 
paying  consumer. 

While  admitting  that  there  are 
no  easy  answers  to  this  problem, 
the  committee  suggested  that  the 
following  steps  be  taken  to  ease 
the  “who  pays”  burden: 

• Extend  the  length  of  time  that 
the  community  clinics  are  open, 
while  changing  the  image  of  the 
clinics  to  attract  people  away  from 
hospital  emergency  rooms. 

• Investigate  alternative  delivery 
systems  such  as  Health 
Maintenance  Organizations 
(HMOs)  or  Preferred  Provider 
Organizations  (PPOs). 

• Seek  ways  to  provide 
additional  support  for  those 
providers  of  care  serving  a 
disproportionately  large  number  of 
patients  unable  to  pay.  The  report 
suggests  bed  or  patient  taxes  as 
possible  solutions. 

• Enhance  patient  education  for 
the  medically  indigent  regarding 
appropriate  use  of  the  health 
services  available  to  them. 

• Provide  a medical  means  test 
for  those  patients  on  Medicare, 
allowing  the  program  to  help  those 
over  65  who  truly  need  assistance. 

• Direct  indigent  patients  to 
county  clinics  while  allowing  for 
physician  relationships  to  build. 

• Consider  revisions  to  the 
current  methods  for  taxing  county 


residents  to  fund  care  for  the 
indigent  population. 

How  successful  any  of  these 
suggestions  will  be  will  depend,  to 
a large  extent,  on  the  cooperation 
exhibited  by  hospitals, 
governments,  business,  industry 
and  the  general  public. 

Certainly  the  matter  of  who 
pays  for  the  indigent  patient  is  a 
question  that  is  bound  to  be  raised 
again  and  again  — especially  as 


LOOP  line  now  open 

Physicians  in  Central  and 
Southeastern  Ohio  interested  in 
learning  more  about  organ 
donation  can  now  call  (614) 

421 -LOOP.  LOOP  stands  for 
Lifeline  of  Ohio  Organ 
Procurement  and  is  the  title  of  a 
new  organization  which 
coordinates  efforts  to  secure 
organs  for  use  in  the  Ohio  State 
University  Transplant  program. 

OSU  is  one  of  four  centers  in 
Ohio  recently  named  to  a 
statewide  transplant  consortium 
for  heart,  heart-lung,  liver  and 
pancreas  transplants.  The  other 
hospitals  in  the  consortium  are  the 
Cleveland  Clinic  Foundation, 
University  Hospitals  of  Cleveland 
and  Children’s  Hospital  Medical 
Center/The  University  of 
Cincinnati. 

While  the  hospitals  coordinate 
and  perform  the  actual 
transplantations,  it  is  organizations 
like  LOOP  that  help  to  obtain  the 
donor  organs  for  the  program, 
according  to  Linda  Jones,  RN, 
senior  transplant  coordinator  for 
LOOP. 


medicine  continues  to  advance 
technologically. 

Perhaps  Montgomery  County’s 
preliminary  study  of  the  issue,  and 
its  subsequent  lists  of  suggestions 
will  help  toward  a better 
understanding  of  the  problem  and 
may  even  lead  to  a solution  — not 
only  in  its  own  community,  but  in 
those  others  which  are  attempting 
to  deal  with  the  problem  as  well. 
— Karen  S.  Edwards. 


“There  are  currently  five  organ 
procurement  programs  in  the 
state,”  Jones  explains.  “All  but 
one  today  are  independent  — the 
other  is  a hospital-based 
program.” 

LOOP,  the  newest  independent 
effort,  recently  obtained  the 
approval  of  the  Health  Care 
Financing  Administration  to 
provide  the  service  for  the  central 
and  southeastern  portions  of  the 
state,  says  Jones.  Prior  to  this, 
OSU  had  a hospital-based 
program  for  organ  procurement. 

LOOP  is  funded  by  the  federal 
government  under  the  End  Stage 
Renal  Disease  Law,  and  currently 
has  a full-time  staff.  It  includes 
a director,  two  transplant 
coordinators,  a public 
relations/secretary  and  a 
work/study  employee.  Ron 
Henricks  is  LOOP’S  director. 

Like  all  organ  procurement 
organizations  approved  by  HCFA, 
LOOP  is  governed  by  a 
professional  advisory  board. 

Along  with  physicians,  the  board 
includes  an  attorney,  a business 
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Loop  line  now  open  . . . continued 


representative  and  a patient. 

Ronald  M.  Ferguson,  MD, 
acting  chairman  of  the  Department 
of  Surgery  at  OSU  and  director  of 
the  Division  of  Transplantation, 
oversees  the  board’s  activities. 

Both  Dr.  Ferguson  and  Bruce 
Sommers,  MD,  also  of  OSU’s 
transplant  program,  are  active  in 
LOOP,  says  Jones.  Both  speak 
frequently  to  groups  about  their 
work  and  about  the  need  for  the 
cooperation  of  area  physicians  and 
hospitals  to  assure  their  work  can 
be  accomplished. 

“Despite  the  existence  of  the 
National  Uniform  Donor  Act,  the 
accepted  legal  criteria  for 
determining  brain  death,  and  the 
willingness  of  many  people  to 
designate  that  their  organs  be  used 
for  transplantation  after  death, 
only  an  estimated  10  to  15  percent 
of  potential  cadaveric  organ 
donors  actually  become  donors,” 
a brochure  explaining  LOOP 
points  out. 

It  is  for  this  reason  that  LOOP 
and  other  procurement 
organizations  have  been  organized: 
“To  alert  the  community  to  the 
need  for  organs  and  how  the 
process  takes  place,”  says  Jones. 

Physicians  also  need  to  be  made 
aware  of  the  ability  to  save  other 
lives  through  transplantation.  Any 
individual  under  60  years  old  in 
reasonably  good  health  prior  to 
suffering  an  irreversible  brain 
injury  or  other  type  of  cerebral 
death  is  a potential  cadaveric 
donor.  It  is  for  this  reason  that 
LOOP  is  conducting  a number  of 
in-service  programs  for  emergency 
room  and  intensive  care  unit 
personnel  and  hospital  staffs. 

However,  the  major  thrust  of 
LOOP’S  educational  efforts  is  the 
community.  “A  program  like  this 
belongs  in  the  community,”  says 


Jones.  While  physicians  are  being 
asked  to  approach  the  relatives  of 
a potential  donor  for  the  purposes 
of  organ  donation,  “It  is  so  much 
easier  for  everyone  involved  when 
the  family  requests  that  the  organs 
be  donated,”  Jones  says.  “We 
owe  it  to  the  physician  to  at  least 
make  the  public  aware  of  the 


program.” 

LOOP  also  cooperates  with 
other  organ  procurement 
organizations  throughout  the 
country  in  a computerized  network 
which  matches  donor  organs  with 
compatible  recipients.  — Susan 
Porter 


Mrs.  Alice  Smith  has  been  a 
patient  of  yours  for  years.  She 
just  spent  her  80th  birthday  in  the 
hospital,  recovering  from  a bout 
with  the  flu,  but  she  seems  better 
now  and  you  are  ready  to  release 
her.  Yet,  you  hesitate. 

You  know  Mrs.  Smith  is  going 
to  need  some  help  for  awhile  at 
home,  but  your  records  show  that 
she  lives  by  herself,  and  has  no 
family  in  town  to  look  in  on  her 
— let  alone  take  care  of  her  for  a 
few  weeks.  So  what  do  you  do? 

These  instances  will  continue  to 
crop  up  as  the  average  patient  age 
climbs  higher  and  higher  — yet 
there  are  resources  available  to  the 
physician  if  he  or  she  knows 
where  to  look. 

“Each  area  around  the  state  has 
its  own  agency  on  aging,”  says 
Joyce  Chappie,  Director  of  the 
Ohio  Commission  on  Aging. 
Chappie  recently  addressed 
members  of  the  Ohio  State 
Medical  Association’s  Committee 
on  Geriatrics  on  what  Ohio  is 
doing  to  meet  the  needs  of  its 
rapidly  increasing  elderly 
population. 


Caring  for  the  elderly:  who  do  you  turn  to? 
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“Not  every  agency  offers  the 
same  services,  but  those  services 
are  usually  available  in  the 
community  somewhere,  and  if  you 
begin  with  your  local  agency,  they 
can  probably  direct  you  to  the 
appropriate  community 
organization  that  provides  the  type 
of  service  your  patient  needs,”  she 
adds. 

In  March  1984,  the  Journal 
carried  a list  of  Ohio’s  area 
agencies  on  aging.  What  follows  is 
an  update  of  that  list,  as  well  as 
additional  information  on  the 
types  of  services  available  at  — or 
through  — these  agencies.  Some 
offer  just  the  basics,  others  offer 
more  elaborate  services;  but,  as 
Chappie  advises,  if  you  can’t  find 
what  you’re  looking  for  in  your 
area,  don’t  despair.  Chances  are 
it’s  there,  and  your  local  agency 
on  aging  can  help  you  find  it. 

As  America  continues  to  age,  it 
might  be  wise  to  keep  the  number 
of  your  local  agency  handy. 
Statistics  show,  again  and  again, 
that  it  is  a number  you  will  be 
using  frequently  in  the  future. 


District  11  Area  Agency  on  Aging 
25  E.  Boardman  St. 

Youngstown,  Ohio  44503 

Counties  served:  Ashtabula, 
Columbiana,  Mahoning, 

Trumbull. 

Services  available:  Legal 
services,  outreach,  congregate 
meals,  nutrition  education,  senior 
center  activities,  adult  day  care, 
home-delivered  meals, 
transportation,  escort  service, 
shopping  assistance,  friendly 
visitors,  nursing  home  visitors, 
health  screening,  education 
counseling,  telephone  reassurance, 
home  health  aides,  homemaker 
services,  chore  and  home  repair. 
Phone  number:  (216)  746-2938 


Council  on  Aging  of  the 
Cincinnati  Area 
601  Provident  Bank  Building 
Seventh  and  Vine  Streets 
Cincinnati,  Ohio 

Counties  served:  Butler, 
Clermont,  Clinton,  Hamilton, 
Warren. 

Services  available:  Employment 
referral  service,  information  and 
referral  service. 

Phone  number:  (513)  721-1025 


Area  Agency  on  Aging,  District  7, 
Inc. 

P.O.  Box  978 
Rio  Grande  College 
Rio  Grande,  Ohio  45674 
Counties  served:  Adams, 

Brown,  Gallia,  Highland,  Jackson, 
Lawrence,  Pike,  Ross,  Scioto, 
Vinton. 

Services  available:  Information 
and  referral  service. 

Phone  number:  (614)  245-5306 


District  Five  Area  Agency  on 
Aging 

50  Blymyer  Ave. 

P.O.  Box  966 
Mansfield,  Ohio  44901 
Counties  served:  Ashland, 
Crawford,  Huron,  Knox,  Marion, 
Morrow,  Richland,  Seneca, 
Wyandot. 

Services  available:  (varies  in 
each  of  the  counties  it  serves) 
Information  and  referral  service, 
client  finding,  transportation, 
escort  service,  nutrition  sites, 
senior  centers,  health  assessment, 
home-delivered  meals,  and  legal 
services. 

Phone  number:  (419)  524-4144 


Area  Office  on  Aging  of 
Northwestern  Ohio,  Inc. 
Executive  Administrative  Office 
Building 

2155  Arlington  Ave. 


Toledo,  Ohio  43609-1997 

Counties  served:  Defiance,  Erie, 
Fulton,  Henry,  Lucas,  Ottawa, 
Paulding,  Sandusky,  Williams, 
Wood. 

Services  available:  (through 
contract  with  community  agencies) 
Nutrition  programs,  home 
services,  transportation,  senior 
centers,  information  and  referral 
service,  home  health  aides,  elderly 
apartments,  training,  educational, 
and  others. 

Phone  number:  (419)  382-0624 


Central  Ohio  Area  Agency  on 
Aging 

272  S.  Gift  St. 

Columbus,  Ohio  43215 
Counties  served:  Delaware, 
Fairfield,  Fayette,  Franklin, 
Licking,  Madison,  Pickaway, 
Union. 

Services  available:  (through 
contract  with  community  agencies) 
Home-delivered  meals,  congregate 
meals,  homemaker,  chore, 
transportation,  outreach, 
information  and  referral,  legal 
services,  multi-purpose  senior 
centers. 

Phone  number:  (614)  222-7250 


Buckeye  Hills-Hocking  Valley 
Regional  Development  District 
Suite  410,  St.  Clair  Building 
216  Putnam  St. 

Marietta,  Ohio  45750 

Counties  served:  Athens, 
Hocking,  Meigs,  Monroe, 

Morgan,  Noble,  Perry, 
Washington. 

Services  available:  (through 
contract  with  community  agencies) 
Congregate  and  home-delivered 
meals,  transportation,  information 
and  referral  service,  health 
services,  outreach,  recreation, 
education,  day  care  (Athens  only), 
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Clearly,  these  are  two  insurance 
coverages  members  should  look  into: 

Group  Term  Life  Plan  - Sponsored  since  1958. 

Members  under  age  65  may  apply  for  coverage  up  to 
$250,000,  in  units  of  $10,000. 

Disability  Income  Plan  - Co-sponsored  with  many  local 

medical  societies  since  1973.  Members  may  apply  for  benefits 
up  to  $6000  monthly. 

A closer  look  at  these  plans  will  reveal  economical  group  rates  - excellent 
benefits  - and  greater  over-all  value  for  your  insurance  buying  dollars. 


TURNER  & SHEPARD,  inc. 

AFFILIATED  WITH  ALEXANDER  & ALEXANDER  OF  OHIO,  INC. 


COLUMBUS,  OHIO  43215 
AKRON,  OHIO  44313 
CINCINNATI,  OHIO  45246 
CLEVELAND,  OHIO  44114 
TOLEDO,  OHIO  43606 


17  SOUTH  HIGH  STREET 
30  MERZ  BOULEVARD 
144  MERCHANT  STREET 
100  ERIEVIEW  PLAZA 
3450  WEST  CENTRAL  AVENUE 


(614)  228-6115 
(216)  864-1090 
(513)  772-3300 
(216)  771-6000 
(419)  535-0616 
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Caring  for  the  Elderly  . . . continued 


chore,  home  maintenance  and 
legal  services. 

Phone  number:  (614)  374-9436 


Area  Agency  on  Aging,  10B  Inc. 
12  E.  Exchange  St.,  Third  Floor 
Akron,  Ohio  44308 

Counties  served:  Portage,  Stark, 
Summit,  Wayne. 

Services  available:  (through 
contract  with  community  agencies) 
Information  and  referral  service, 
outreach,  transportation, 
emergency  alarm  response  system, 
home-delivered  meals, 
homemaker /home  health  aid, 
home  maintenance,  legal  services, 
congregate  meals,  health 
assessment,  outreach,  and 
recreation  activities. 

Phone  number:  (216)  376-9172 


Area  Agency  on  Aging  — Region 
9 

P.O.  Box  429 
Cambridge,  Ohio  43725 

Counties  served:  Belmont, 
Carroll,  Coshocton,  Guernsey, 
Harrison,  Holmes,  Jefferson, 
Muskingham,  Tuscarawas. 

Services  Available:  (varies  in 
each  of  the  counties  it  serves) 
Counseling,  education,  escort 
services,  friendly  visitors,  health 
assessment,  information  and 
referral  service,  legal  service, 
outreach,  socialization,  telephone 
reassurance,  congregate  and  home- 
delivered  meals,  transportation, 
and  volunteer  program. 

Phone  number:  (614)  439-4478 


Area  Agency  on  Aging 
311  Building,  Suite  201 
311  E.  Market  St. 

Lima,  Ohio  45801 

Counties  served:  Allen, 


Auglaize,  Hancock,  Hardin, 
Mercer,  Putnam,  Van  Wert. 

Services  available:  no  response 
received. 

Phone  number:  (419)  222-7723 


Western  Reserve  Area  Agency  on 
Aging 

Marion  Building,  Room  512 
1276  W.  Third  St. 

Cleveland,  Ohio  44113 


Counties  served:  Cuyahoga, 
Geauga,  Lake,  Lorain,  Medina. 

Services  available:  no  response 
received. 

Phone  number:  (216)  443-7560 


The  Ohio  Commission  on  Aging 
50  W.  Broad  St.,  Ninth  Floor 
Columbus,  Ohio  43215 
Phone  number:  (614)  466-5500 

— Karen  S.  Edwards 


Synergy  changes  look,  slant 


For  ten  years,  you  have  been 
receiving,  as  a benefit  of  OSMA 
membership,  a publication  for 
your  patients  known  as  Synergy. 

The  upbeat,  tabloid-size 
newspaper  is  published  monthly, 
and  carries  an  assortment  of 
health  news,  tips  and  hints  of 
interest  to  your  patients. 

This  month,  however,  you  will 
be  receiving  a new  version  of 
Synergy.  It  will  still  be  the 
OSMA’s  monthly  publication  for 
your  patients  — that  hasn’t 
changed  — but,  this  month,  it  will 
look  differently,  even  read 
differently,  because  it  is  being 
changed,  updated,  to  more 
accurately  reflect  and  report  on 
the  changes  occurring  in  medicine. 

The  new  Synergy  will  be  a more 
conventional  8/2  by  11  inches,  no 
longer  the  oversized  magapaper  it 
used  to  be.  Its  new  size  will  make 


copies  of  articles  easier  to  obtain, 
and  may  even  fit  on  the  tables  in 
your  waiting-room  a little  bit 
easier.  The  new  Synergy  will  also 
feature  a cover,  several  new 
columns  and  departments,  as  well 
as  more  in-depth  reporting  on  the 
socioeconomic  changes  taking 
place  in  health  care,  and  how  they 
affect  your  patients. 

In  many  instances,  the  subject 
matter  that  will  be  covered  in 
Synergy  will  be  related  to  the 
material  that  is  appearing 
concurrently  in  the  Journal.  The 
flip  side,  if  you  will,  of  those 
issues  which  somehow  affect  or 
interest  you,  will  be  presented  to 
your  patients  from  a perspective 
they  can  both  appreciate  and 
understand. 

Susan  Porter,  the  Journal's 
associate  editor,  will  be  editing  the 
new  Synergy.  — Karen  S.  Edwards 
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Some  of  the  newest 
medical  experiments 
aren’t  being  done  in  the  lab. 


Major  changes  are  being  made  in  the  health  care  sys- 
tem. And  some  of  the  newest  experimental  programs 
are  aimed  more  at  controlling  costs  than  controlling 
illness. 

For  example,  one  experimental  program  now  under- 
way with  Medicare  patients  limits  the  amount  of 
money  that  would  be  paid  to  hospitalize  a person  with 
a particular  illness,  potentially  limiting  the  length  of 
time  the  person  could  be  hospitalized. 

Of  course,  other  new  programs  are  underway  as 
well.  Programs  that  will  affect  how  you  and  your  family 
receive  health  care  in  the  future  and  how  that  care  is 
paid  for. 

In  short,  the  health  care  system  is  rapidly  changing. 
And  it’s  important  to  understand  the  changes  and  how 
they  will  affect  the  quality  of  care  you  and  your  family 
receive. 


Your  doctor  can  tell  you  how  the  health  care  system 
is  changing  and  what  the  changes  may  mean  to  you. 

You  can  also  find  out  how  health 
care  is  changing  with  a free  book- 
let called  ‘‘Changes  in  Health 
Care:  What  You  and  Your  Family 
Should  Know.  ” To  get  your  copy, 
just  phone  toll-free  1-800-MED- 
NEWS.  Do  it  today.  Make  sure  you 
know  about  the  changes  in  health 
care  and  how  they  will  affect  you 
and  your  family  in  the  future. 


1-800-MED-NEWS 


Brought  to  you  by  the County  Medical  Society. 

We  want  you  to  know  where  health  care  is  headed. 
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Clearing  Up  the  Public’s 
Misconceptions  about 

Health  Care 

By  William  Dorner,  Jr.,  MD 


Almost  one  year  ago  today,  the 
House  of  Delegates  of  the  OSMA 
approved  a resolution  which 
directed  the  association  to: 

“Establish  as  a top  priority  a 
public  education  effort,  organized 
by  the  Department  of 
Communications,  to  provide 
information  regarding  the  effect  of 
social,  economic  and  scientific 
changes  in  the  medical  care 
system.” 

As  Chairman  of  the  OSMA’s 
Communications  Committee,  I am 
pleased  to  report  that  we  have 
designed  a program  which,  in  my 
opinion,  will  meet  — and  exceed 
— the  goals  set  forth  in  this 
resolution. 

We  believe  our  public  education 
campaign  has  the  potential  to 
reach  into  all  areas  of  the  state  to 
educate  the  public  about  the 
changing  health  care  system. 

When  we  first  began  working  on 
this  campaign  one  year  ago  we 
knew  that  educating  the  public 
regarding  the  “effect  of  social, 
economic  and  scientific  changes  in 
the  medical  care  system,”  was  a 
tall  order.  We  began  our  efforts 


toward  public  education  by 
conducting  a focus  group  interview 
of  the  officers  and  councilors  of 
the  OSMA  to  help  us  more  clearly 
define  our  goal.  As  your  elected 
representatives,  we  felt  they  could 
legitimately  speak  for  the 
physicians  of  Ohio. 

What  we  found  in  a nutshell 
was  a strong  feeling  among 
physicians  that  rationing  of  health 
care  is  almost  inevitable. 

Because  of  the  overwhelming 
preoccupation  with  cost  on  the 
part  of  employers,  third  party 
payers  and  patients,  there  is  an 
ever-increasing  emphasis  on  cost 
and  cost  alone.  In  fact,  these 
physicians  told  us  that  the  quality 
issue  in  health  care  is  being  totally 
ignored.  An  overwhelming 
consensus  also  agreed  that  the 
patient  really  does  not  understand 
the  changes  taking  place  in  health 
care  today. 

To  determine  if  this  was  true  — 
and  to  help  us  decide  how  to 
design  our  campaign  — we 
decided  to  measure  the  public’s 
level  of  knowledge  concerning 
changes  in  health  care. 


A telephone  survey  of  a 
representative  sample  of  Ohio 
residents  was  conducted  in 
February  of  this  year. 

The  good  news  is  that  almost  all 
of  the  respondents  (85%)  indicated 
that  they  have  a personal  doctor 
and  have  not  switched  doctors  in 
the  last  two  years.  Only  one-third 
of  those  polled  had  changed  health 
plans  in  the  last  two  years,  and, 
of  those,  approximately  half 
changed  plans  either  because  they 
changed  jobs  or  because  their 
company  changed  its  coverage. 

Of  the  people  who  changed 
health  plans,  fewer  than  5%  were 
required  to  switch  physicians  as  a 
result  of  the  change. 

The  bad  news  — or  perhaps  the 
astounding  news  — is  that  nearly 
40%  of  those  people  who  did 
change  health  plans  in  the  last  two 
years  didn’t  know  if  the  new  plan 
required  them  to  change 
physicians. 

One  of  the  most  amazing 
aspects  of  this  survey  is  how  little 
people  seem  to  know  about  the 
changes  they  were  being  asked  to 
make.  When  we  asked  people 
what  types  of  health  care  plans 
were  available  to  them  when  they 
changed  plans,  nearly  half  were 
unable  to  respond.  Most  people 
polled  didn’t  discuss  having  to 
make  a change  with  anyone.  The 


Pictured  at  left,  and  throughout  this  article  are  copies  of  the  print  advertisements 
offered  to  county  medical  societies,  as  part  of  the  OSMA ’s  public  education 
campaign.  Poster-size  copies  of  these  ads  are  available  at  no  cost  from  the  Ohio 
State  Medical  Association,  600  S.  High  St.,  Columbus,  Ohio  43215. 
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What  you  should  know 
about  the  changes  in  health  care 

could  fill  a book. 


You  know  about  the  many  advances  that  have  been 
made  in  health  care  in  recent  years.  But  health  care 
is  changing  in  other  ways,  too.  Ways  that  will  affect 
how  you  and  your  family  receive  care  and  how  it’s 
paid  for. 

Since  everyone  will  come  in  contact  with  the 
health  care  system  sooner  or  later,  it’s  important  you 
understand  how  the  system  is  changing  and  what  to 
expect  in  the  future. 

Now  there’s  a free  booklet  available  to  help  you 
learn  about  the  changes  in  health  care  and  what  they 
will  mean  to  you.  The  booklet  is  called  “Changes  in 
Health  Care:  What  You  and  Your  Family  Should 
Know,  ” and  it’s  yours  free. 

In  clear,  understandable  language,  it  will  tell  you 


about  the  new  ways  that  health  care  is  being  made 
available,  changes  in  health  care  plans,  and  the  new 
systems  that  are  being  tried  to  hold  down  the  cost 
of  care. 

To  get  your  free  copy  of 
“Changes  in  Health  Care,  ” just 
call  toll-free  1-800-MED-NEWS. 

Do  it  today.  Make  sure  you  know 
about  the  changes  in  health  care 
and  how  they  will  affect  you  and 
your  family  in  the  future. 


1-800-MED-NEWS 


Changes 


What  \i>u  and  yotar 
f.unds  know , 


Brought  to  you  by County  Medical  Society. 

We  want  you  to  know  where  health  care  is  headed. 
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One  of  the  most  amazing  aspects  of  this 
survey  is  how  little  people  seem  to  know 
about  the  changes  they  were  being  asked 
to  make.  When  we  asked  people  what 
types  of  health  care  plans  were  available 
to  them,  nearly  half  were  unable  to 
respond. 


few  who  did  discuss  it,  talked  with 
their  family,  their  friends,  their 
employer  or  their  insurance 
company.  Fewer  than  2% 
discussed  it  with  their  physician. 

It  was  obvious  that  most  people, 
despite  claims  to  the  contrary, 
know  very  little  about  how  health 
care  is  changing,  and  yet  they  are 
making  very  important  decisions 
about  their  health  based  on  little 
or  no  information. 

Based  on  the  results  of  our 
research,  we  concluded  that 
OSMA’s  campaign  must  begin  on 
a very  basic  level. 

Our  next  step  was  to  determine 
how  best  to  deliver  our  message  to 
the  public.  For  this  answer,  we 
turned,  again,  to  our  public 
survey. 

More  than  half  of  those  polled 
said  they  got  their  information 
about  the  changing  health  care 
system  from  the  media, 
particularly  television. 

The  average  person  watches 
television  nearly  eight  hours  a day. 
Like  it  or  not,  television,  and  the 
other  media  have  replaced  the 
family,  the  church  and  the  school 
as  the  institution  from  which  most 
people  draw  their  feelings,  values 
and  beliefs. 

The  committee  knew  that  if  we 
really  wanted  to  reach  people, 
educate  them  and,  in  some 


instances,  change  the  way  they 
feel,  we  must  take  our  message  to 
the  public  through  the  media.  And 
not  through  medicine’s  typical 
public  service  announcement 
route,  but  through  paid 
advertising.  We  knew  it  would  be 
expensive,  and  we  knew  it  was  a 
radical  departure  from  the  way 
organized  medicine  has 
approached  problems  in  the  past. 
But  after  carefully  looking  at  all 
of  the  options,  we  felt  there  was 
no  other  way  if  we  wanted  to 
accomplish  our  goals. 

But  using  advertising  presented 
us  with  an  unusual  challenge:  How 
to  deliver  medicine’s  message  — 
which  is  long  and  complicated  by 
anyone’s  standards  — in  a 30-  to 
60-second  commercial,  or  in  a few 
lines  in  a newspaper. 

We  decided  there  was  only  one 
way  to  approach  the  problem: 
First,  we  would  prepare  a booklet 
which  explains  in  detail  some  of 
our  concerns  about  how  health 
care  is  changing.  Next,  we 
developed  television,  radio  and 
newspaper  advertisements  to  raise 
the  issue  in  the  public’s  mind. 
Finally,  we  would  direct  the 
listeners  or  readers  to  either  call  a 
toll-free  number  for  a free  copy  of 
the  booklet,  or  to  ask  their 
physician  for  a copy.  And  that  is 
exactly  what  we  have  done. 


Now,  your  next  question  is 
probably  how  much  is  this  going 
to  cost,  and  when  and  how  will  it 
be  available? 

All  of  the  materials  produced 
by  the  committee  and  the 
Communications  Department, 
including  the  advertisements,  and 
an  initial  supply  of  the  booklets, 
are  available  to  county  medical 
societies  free-of-charge. 

The  only  cost  to  the  county 
society  will  be  cost  of  actually 
purchasing  the  advertising  time 
and  space.  Your  society  may  opt 
to  use  only  the  newspaper 
advertisements,  only  the  radio 
advertisements,  only  the  television 
advertisements,  or  any 
combination  of  the  three.  The 
radio  and  newspaper 
advertisements  will  be 
individualized  to  carry  the  name 
of  your  society.  The  television 
advertisement  carries  the  OSMA 
name. 

Purchasing  radio  time  or 
newspaper  advertising  space  is 
fairly  straightforward.  Each 
individual  society  should  determine 
how  much  it  wants  to  spend,  and 
the  OSMA  will  work  within  that 
budget  to  purchase  the  advertising 
time  and  space.  Purchasing 
television  time  is  more 
complicated.  Obviously,  there  are 
a limited  number  of  areas  in  the 


July  1985 


465 


All  health  care  plans  are  good. 
As  long  as  you’re  healthy. 


A message  from County  Medical  Society. 

We  want  you  to  know  where  health  care  is  headed. 


Choosing  a health  care  plan  used  to  be  easy  You  just 
signed  up  for  the  plan  your  employer  offered.  Today  it’s 
not  quite  that  simple. 

Many  companies  and  organizations  are  now  offering 
their  employees  a choice  of  plans  with  a variety  of  rates 
and  benefits.  Knowing  which  plan  to  choose  can  be 
confusing. 

While  some  plans  may  save  you  money,  they  may  pro- 
vide fewer  benefits  than  you  want.  With  others,  you  may 
have  to  change  doctors  or  pay  extra  for  treatment  by  your 
current  physician. 

If  you’re  being  offered  a choice  of  health  plans,  discuss 
it  with  your  doctor  before  you  make  a choice.  It’s  the  best 
way  to  make  sure  you  choose  the  plan  that’s  right  for  you 
and  your  family. 

Many  other  changes  are  being  made  that  will  affect 


how  you  and  your  family  receive  care  and  how  it’s  paid  for. 
You  can  read  about  these  changes 
and  how  they  will  affect  you  in  a free 
booklet  called  “Changes  in  Health 
Care:  What  You  and  Your  Family 
Should  Know.  ” To  get  your  copy,  just 
phone  toll-free  1-800-MED-NEWS  or 
ask  your  physician.  Do  it  today.  Make 
sure  you  know  about  the  changes  in 
health  care  and  how  they  will  affect 
you  and  your  family  in  the  future. 


1-800-MED-NEWS 
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It  was  obvious  that  most  people,  despite 
claims  to  the  contrary,  know  very  little 
about  how  health  care  is  changing,  and 
yet  they  are  making  very  important 
decisions  about  their  health  based  on 
little  or  no  information. 


state  with  television.  All  of  the 
counties  surrounding  an  area  with 
television  will  need  to  band 
together  and  pool  their  money  to 
purchase  the  television  advertising 
time. 

The  OSMA  will  work  with  all 
of  the  counties  in  a broadcast  area 
to  help  determine  the  amount  of 
money  needed  and  to  coordinate 
the  campaign. 

Now,  to  get  to  the  money  part. 

First,  I want  to  remind  you  that 
advertising  is  expensive.  That  is  a 
fact  of  life.  If  the  OSMA  was  to 


develop  an  advertising  plan  for 
each  of  your  societies,  using  the 
same  standards  and  guidelines  as 
those  used  for  a commercial 
advertising  campaign,  the  cost 
would  be  astronomical.  However 
even  if  your  society  can’t  spend  as 
much  as  is  normally  called  for  in 
an  advertising  campaign,  you  can 
still  have  an  impact  on  the 
community;  because,  by  simply 
using  advertising  to  get  its  message 
to  the  public,  your  society  and  the 
OSMA  will  be  creating  news. 

If  we  work  to  take  advantage  of 


this  natural,  free  publicity,  then 
county  societies  may  be  able  to  get 
by  with  spending  less  money.  Keep 
in  mind,  however,  the  more 
money  you  spend,  the  better;  as 
the  more  times  you  show  your 
advertisements,  the  more  public 
reaction  you  will  get. 

Because  some  county  societies 
have  more  money  in  reserve  than 
others,  however,  and  because  some 
societies  are  more  motivated  to  use 
the  advertisements  due  to 
circumstances  within  the 
community,  we  have  not  set  an 


“What’s  an  HMO?” 

One  of  the  big  issues  of  our 
campaign  was  what  to  put  in  our 
television  commercial.  After  all, 
we  can’t  say  much  in  30  seconds 
...  we  can  only  interest  the 
public,  and  hope  they  will  be 
motivated  to  get  a copy  of  our 
booklet. 

Now,  we  could  have  had  some 
actor  sitting  there  telling  us  about 
all  of  the  bad  things  happening  in 
medicine,  but  frankly,  we  felt  that 
this  wouldn’t  attract  very  much 
attention.  People  aren’t  naturally 
interested  in  health  care  financing 
and  delivery. 

So,  we  decided  the  only  way  we 
could  hope  to  attract  attention  was 
by  going  with  a light,  humorous 
approach. 

In  the  commercial,  you  will  see 
a man  — a casually  dressed,  blue- 
collar  worker  about  to  take  a 
health  care  quiz.  As  the  quiz 


begins,  he  is  fairly  confident;  but 
once  the  questions  begin,  he 
becomes  more  and  more  confused, 
unable  to  answer  “What  is  an 
HMO,  a PPO,  a DRG?” 

“What  do  I have  to  do,  go  to 
medical  school?”  he  asks. 

The  answer,  of  course,  is  to 
send  for  the  booklet  “Changes  in 
Health  Care,”  produced  as  part  of 
our  public  education  efforts.  The 
end  of  the  commercial  directs  him 
to  either  ask  his  physician  for  the 
booklet,  or  to  call  a special  toll- 
free  number,  1-800-MedNews.  In 
either  case,  the  booklet  — the 
backbone  of  the  campaign  — will 
be  distributed,  and  our  efforts  to 
“provide  information  regarding 
the  effect  of  social,  economic  and 
scientific  changes  in  the  medical 
care  system”  will  have  begun.  — 
William  Dorner,  Jr.,  MD 
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Last  year  most  people 
weren’t  seriously  ill. 
Maybe  they  should  talk  with 
the  ones  who  were. 


Have  a conversation  with  someone  who’s  been 
seriously  ill  recently  and  they’re  likely  to  tell  you 
that  health  care  is  changing. 

It’s  true.  Major  changes  are  being  made  in  the 
health  care  system.  Not  only  in  terms  of  medical 
advances,  but  also  in  the  way  care  is  provided  and 
how  it’s  paid  for. 

Many  new  programs  are  being  tried  to  hold  down 
the  cost  of  health  care.  In  some  cases,  they  affect  the 
types  of  health  care  plans  being  made  available  to 
people  by  their  employers.  In  other  cases,  they  are 
aimed  at  limiting  the  time  people  spend  in  the 
hospital  for  certain  illnesses. 

All  in  all,  the  changes  can  be  confusing.  And  since 
everyone  will  come  in  contact  with  the  health  care 
system  sooner  or  later,  it’s  important  to  understand 
the  changes  and  what  they  will  mean  to  you  and 
your  family. 


Your  doctor  can  tell  you  about  the  many  ways  in 
which  the  health  care  system  is  changing  and  how 
the  changes  may  affect  the  quality  of  the  care  you 
and  your  family  receive. 

You  can  also  learn  about  the  changes  with  the 
help  of  a free  booklet  called 
“Changes  in  Health  Care:  What 
You  and  Your  Family  Should 
Know.  ” To  get  your  copy,  just 
phone  toll-free  1-800-MED- 
NEWS.  Do  it  today.  Make  sure 
you  know  about  the  changes  in 
health  care  and  how  they  will 
affect  you  and  your  family  in 
the  future. 


1-800-MED-NEWS 


Brought  to  you  by 


County  Medical  Society. 


We  want  you  to  know  where  health  care  is  headed. 
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Clearing  up  the  public’s 
misconceptions 

continued 


advertising  budget  or  established 
an  advertising  plan  for  each 
county  society. 

Instead,  the  Communications 
Department  would  like  to  work 
with  each  society  on  an  individual 
basis  to  determine  the  amount  the 
society  can  spend  — either  based 
on  its  current  budget  or  with 
money  raised  by  an  assessment. 
Using  that  figure,  we  can 
recommend  an  advertising  plan  for 
your  society.  If  your  county  is 
interested  in  television,  the  OSMA 
will  arrange  a meeting  with  the 
other  counties  who  would  be 
involved,  work  out  a plan  of 
action  and  establish  costs. 

Last  year,  the  Communications 
Department  launched  a marketing 
and  communications  program  — 
the  Extra  Mile  — to  help  you 
improve  your  communications 
with  your  patients  and  with  the 
people  in  your  community.  This 
year,  we  are  providing  you  with 
the  tools  to  take  medicine’s 
message  to  an  even  bigger  share  of 
the  public.  But,  we  can’t  do  it 
without  your  help.  It  will  take  all 
of  us,  working  on  a personal, 
county,  state,  and  national  level  to 
have  the  kind  of  impact  we  need. 

The  OSMA  resolution  which 
sparked  our  campaign  also  was 
adopted  with  minor  changes  at  the 
national  level. 

I think  it  is  clear  that  medicine 
can  no  longer  afford  to  stand 
quietly  by  and  let  other  groups  tell 
people  about  health  care.  We  must 
take  a more  active  role.  The 
quality  of  health  care  in  this 
country  is  at  stake. 

I urge  all  of  you  to  get  involved 
with  this  campaign  in  your  own 
communities.  Please  contact  Carol 
Mullinax,  Director  of 
Communications  for  the  OSMA, 
to  find  out  more  about  this 
campaign  and  how  it  may  be  used 
in  your  community.  We  need  to 
take  our  message  to  the  public 
now  — before  it’s  too  late.  OSMA 


William  Dorner,  Jr.,  MD  is  Chairman 
of  OSMA ’s  Communications 
Committee,  and  practices  dermatology 
in  Akron. 


The  people  who  made  this  possible 


A campaign  of  this  magnitude 
naturally  involves  the  efforts  of  a 
number  of  people.  Special  thanks 
go  to  the  members  of  the 
Communications  Committee,  all 
of  whom  have  devoted  much  time 
and  effort  to  get  this  project 
underway. 


A.  Robert  Davies,  MD 
Columbus 

Thomas  R.  Leech,  MD 
Lima 


James  F.  Quilty,  Jr.,  MD 
Columbus 
John  Thomas,  MD 
Wooster 

James  W.  Wiggin,  MD 
Mansfield 

Christopher  Kircher,  MD 
Cincinnati 

Lance  A.  Talmage,  MD 
Toledo 

Richard  C.  Wamsley,  MD 
Cleveland 
Sally  Lewis 

OSMA  Auxiliary,  Columbus 


The  Imex  Pocket-Dop  II 
Probes  The  Possibilities 


The  Pocket-Dop  II  is  the  first  hand-held  dopplerto  offer 
you  the  convenience  and  versatility  of  interchangeable 
probes.  Now  one  small  instrument  can  be  instantly  used 
in  over  40  applications. 

■ 5 MHz  and  8 MHz  probes  for  vascular  applications 

■ 2 MHz  and  3 MHz  probes  for  obstetrics 


AVAILABLE  FROM 


Gest  & Dalton 
Cincinnati,  Ohio  45203 

513-381-7700 


811  East  Broadway 
Louisville,  Kentucky  40204 

502-583-8855 


OHIO  1-800-582-7065  • OUTSIDE  OHIO  1-800-543-0295 
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Easy  To  lake 


250-mg  Pulvules 


I 


wm 


Pulvules® 


500 


mg 


Oral 

Suspension 
250  mg/5  ml 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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The  Physician 
and  Violence 


The  Dangerous  Patient: 
How  to  Assess  Them, 
How  to  Manage  Them 


Your  office  nurse  informs  you 
that  there  is  a new  patient  waiting 
for  you  in  the  examining  room 
who  says  he  is  from  out-of-town, 
and  needs  to  have  a prescription 
renewed.  You  glance  down  at  her 
notes,  and  you  see  it  is  for  a 
substance  that  is  commonly 
abused,  and  has  a high  value  on 
the  black  market.  Immediately, 
your  mind  sends  up  danger  signals 
and  you  get  a queasy  feeling  in 
your  stomach.  Of  course,  it  could 
be  legitimate,  you  force  yourself 
to  reason  — but  your  mind  snaps 
back  like  a slingshot  to  all  those 
stories  you’ve  heard  about  hard- 
core drug  addicts,  con  artists,  and 
duped  doctors.  And  you  can’t  help 
but  wonder,  as  you  open  the  door 
to  the  examining  room,  if  he 
could  be  dangerous  if  he  doesn’t 
get  what  he  wants. 

How  to  assess  — and  manage 
— a potentially  dangerous  patient 
is  a question  that  more  and  more 


By  Karen  S.  Edwards 


physicians  are  having  to  ask 
themselves  in  an  era  where 
violence  has  permeated  every 
aspect  of  society  — including 
health  care. 

“We  meet  violence  in  our 
emergency  rooms,  in  our  hospitals 
and  in  our  out-patient 
departments,”  says  Kathleen 
Quinn,  MD,  an  assistant  professor 
of  psychiatry  at  Case  Western 
Reserve  University  School  of 
Medicine.  Dr.  Quinn  spoke  at  a 
conference  “Physicians  and 
Violence:  What  Can  We  Do?” 
sponsored  by  the  Ohio  Psychiatric 
Association. 

“As  psychiatrists,  we  have  an 
ambivalent  relationship  with 
dangerousness.  We  often  are  asked 
to  look  into  our  crystal  balls  and 
predict  it.” 

And  psychiatrists  are  not  the 
only  ones. 

“We  get  calls  from  physicians 
when  seedy-looking  characters 


come  into  their  offices  and 
demand  prescriptions.  The  doctors 
tell  us  that,  frankly,  they’re  afraid 
not  to  comply,  and  I think 
everyone  can  sympathize  with 
them  in  these  situations,”  says 
Dan  Ponstingle,  Director  of  the 
Lake  County  Narcotics  Agency,  in 
an  article  which  appeared  in  the 
May  1981  Journal. 

However,  there  are  ways  to 
predict  — at  least  short  term  — 
whether  or  not  a patient  is 
potentially  dangerous,  says  Dr. 
Quinn,  although  “the  rare 
occurrence  of  severe  violence 
complicates  prediction.  It  is 
extremely  difficult  to  make  long- 
range  predictions  of  rare  events. 

“It  is  easier  to  make  educated 
guesses  in  the  short  range,  and 
short-term  prediction  is  something 
we  will  increasingly  be  asked  to 
do.” 

One  way  to  make  predictions, 
she  says,  is  to  identify  situations 
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The  Dangerous  Patient 

continued 


“You  start  to  know  you’re  in  trouble 
when  the  patient  begins  to  raise  his 
voice,  or  begins  to  repeat  requests  or 
demands.  At  this  point,  the  patient  is 
frustrated;  he  is  not  feeling  understood. 
You  need  to  give  that  person  a sense  of 
being  heard.’’ 


where  violence  occurs. 

“Certain  diagnostic  groups  are 
prone  to  violence,”  she  claims. 

For  example,  users  of  alcohol, 
PCP,  barbiturates  and  other 
substances  can  be  very  violent, 
especially  if  they  are  in  a state  of 
withdrawal;  and  patients  with 
central  nervous  system  injuries, 
such  as  diabetes  and  kidney 
disease,  can  also  display  aggressive 
behavior,  including  assault. 

“Patients  in  chronic  pain,  or 
who  may  be  experiencing  side 
effects  from  another  chronic 
systemic  illness,  may  be  prone  to 
violence,”  she  adds,  noting  that 
depression,  character  disorders, 
delirium,  and  acute  psychosis  are 
other  group  symptoms  of  which 
physicians  should  beware. 

But  much  can  be  learned  by 
simply  observing  the  patient,  she 
says. 

“You  start  to  know  you’re  in 
trouble  when  the  patient  begins  to 
raise  his  voice,  or  begins  to  repeat 
requests  or  demands.  At  this 
point,  the  patient  is  frustrated;  he 
is  not  feeling  understood.  You 
need  to  give  that  person  a sense  of 
being  heard.” 

Other  clues  can  indicate  a 
violent  patient,  she  says  — 
clenched  fists,  increased  fidgetness, 
tightening  of  the  jaw,  rapid 
pacing.  There  may  be  mental 
status  changes  as  well  — the 
patient  may  be  disoriented  or 
hallucinating.  There  may  be  a 


sense  of  profound  helplessness  or 
threats  to  harm  another. 

“Watch  for  that  degree  of 
helplessness,”  cautions  Dr.  Quinn. 
“If  the  patient  doesn’t  care  what 
happens  to  him  or  to  anyone  else, 
he’s  more  likely  to  turn  to 
violence  or  suicide.” 

A look  at  the  patient’s  past 
history  may  be  helpful. 

“How  comfortable  is  the 
individual  with  violence  as  a 
problem  solver?”  she  asks. 

If  the  patient  has  committed 
violent  acts  in  the  past,  you  need 
to  find  out  what  precipitated  the 
violence,  how  difficult  it  was  for 
the  person  to  resist  the  violence, 
and  whether  or  not  some  of  the 
same  conditions  are  present  now. 

“Is  the  same  thing  happening 
again  for  the  patient?”  she  asks, 
and  if  so,  she  urges  caution. 

She  also  advises  the  physician  to 
evaluate  drug  and  alcohol  abuse, 
since  amphetamines,  barbiturates 
and  alcohol  diminish  controls. 

“Ask  about  the  ownership  of 
any  weapons  or  guns  — where 
they  are,  and  how  they  are 
treated.  By  confronting  them  with 
their  ownership  of  weapons,  and 
monitoring  their  response,  you  can 
get  a good  indication  of  how  well 
they  plan  to  cooperate  with  you  to 
avoid  violent  acts,”  says  Dr. 
Quinn. 

Is  there  a history  of  arrests  in 
the  patient’s  background?  Be 
especially  wary  of  barroom  brawls 


and  other  assaults,  as  opposed  to 
property  claims,  she  remarks. 

Military  history  and  childhood 
history  can  also  provide  clues.  Is 
there  post-traumatic  stress 
disorder?  Was  the  patient 
comfortable  with  a role  in 
combat?  Was  there  truancy, 
adolescent  delinquency? 

“Watch  for  any  trends  of  fire- 
setting, enuresis  and  cruelty  to 
animals  in  childhood  histories,  as 
they  often  lead  to  violence  in 
adulthood,”  Dr.  Quinn  says. 

When  assessing  a current  patient 
who  you  think  might  be  violent, 
try  to  determine  the  following:  Is 
there  a capacity  for  empathy,  and 
an  overall  respect  for  life?  If  these 
are  missing,  this  is  a potentially 
dangerous  person,  she  says, 
especially  if  angered. 

Does  he  or  she  take  pleasure  in 
inflicting  pain?  Do  his/her 
fantasies  relate  to  violence?  Are 
there  feelings  of  helplessness? 

Does  your  patient  overcontrol  or 
undercontrol  a situation? 

And  when  all  is  said  and  done, 
“believe  your  gut,”  Dr.  Quinn 
says.  Give  credence  to  your 
subjective  feelings  in  assessing 
dangerousness. 

“It’s  the  thoughtful  and  rapid 
assessment  that  can  prevent,  as 
well  as  manage,  dangerous 
situations,”  she  says,  but  adds 
that  physicians  must  take  care  not 
to  let  their  own  feelings  interfere 
with  an  accurate  assessment. 

“Our  anxiety  in  such  a situation 
can  be  so  high  we  forget  we’re 
diagnosticians.  We  can  get  angry 
and  escalate  the  situation,  for 
example,  or,  even  worse,  deny  our 
reaction.  We  can  say,  ‘I’m  not 
bothered,’  (by  the  patient’s 
reaction)  and,  thereby,  ignore  a 
symptom  that  needs  diagnosis  and 
intervention.” 

On-line  staff  in  hospitals  and 
jails  are  more  at  risk,  she  explains. 
Since  they  are  chronically  exposed 
to  violence,  they  have  very  strong 
countertransference  reactions. 
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They  may  stop  seeing  the  patients 
as  individuals  and  look  on  them  as 
numbers.  They  may  also  become 
punitive  and  forget  how  to  become 
passive,  allowing  situations  to  get 
out  of  hand.  The  staff  may  even 
identify  with  the  aggressor.  “We 
need  to  acknowledge  and  address 
countertransference,”  she  states. 

Once  you  have  identified  a 
potentially  violent  patient  in  your 
practice,  there  are  several 
immediate  steps  that  you  can  take 
to  keep  the  situation  under 
control. 

“Talk  softly,”  Dr.  Quinn 
advises,  “and  keep  yourself 
physically  distant  from  the  patient. 
Keep  yourself  feeling  safe  — open 
the  door,  ask  the  patient  to  sit 
down,  establish  eye  contact,  call 
security  if  it  makes  you  feel  safer. 
And  never  touch  the  patient,”  she 
cautions. 

Keeping  a psychological  distance 
is  also  a good  idea,  she  says. 

“Keep  them  talking,  if  possible. 
Encourage  the  patient  to  put  his 
or  her  feelings  into  words,  but 
don’t  interpret  your  patient’s 
feelings.  He  or  she  may  feel  that 
you’re  a verbal  trespasser  and 
become  angry. 

“Convey  to  your  patient, 
however,  that  violence  is  not 
acceptable  and  will  not  be 
tolerated,”  she  emphasizes. 

Some  physicians  will  offer  food 
or  a beverage  to  their  patients. 

“It  promotes  a feeling  of  caring 
— that  you’re  there  to  help.” 

Only  when  none  of  these  tactics 
works  should  a physician  seek  a 
biological  solution,  says  Dr. 

Quinn. 

“Use  major  tranquilizers  to 
relieve  anxiety  and  hyperactivity,” 
she  advises. 

Navane,  Stelazine,  Haldol  and 
Thorazine,  in  doses  of  10-15  mg., 
can  be  given  every  30  minutes  in 
concentrate,  or  intramuscularly, 
until  tranquilization  is  achieved. 
And,  if  restraining  is  indicated,  it 
must  be  done  with  sufficient 


“Talk  softly  and  keep  yourself  physically 
distant  from  the  patient.  Keep  yourself 
feeling  safe  — open  the  door,  ask  the 
patient  to  sit  down,  establish  eye  contact 
— call  security  if  it  makes  you  feel 
safer.” 


personnel  (five),  quickly  — and 
followed  up  with  medication. 

Obviously,  prevention  is  the  best 
treatment  of  all,  and  Dr.  Quinn 
urges  physicians  to  look  over  their 
office  design  for  safety  precautions 
that  could  be  taken  now  to 
prevent  violent  confrontations  in 
the  future. 

“Where  is  your  desk  located  in 
relation  to  your  door?”  she  asks. 
Does  it  allow  you  an  easy  escape, 
if  necessary,  or  are  you  blocked  in 
with  furniture,  or,  even  worse,  by 
your  patient?  Look  around,  too, 
to  note  what  might  be  used  as  a 
weapon  by  an  agitated  patient  — 
ashtrays,  paperweights,  that  kind 
of  thing. 

“Consider  having  a security 
system  installed  if  you  feel  very 
unsafe,”  Dr.  Quinn  advises. 

“And,  of  course,  try  to  defuse  a 
potentially  agitated  patient  as 
rapidly  as  possible.” 

Should  it  come  to  it,  the 
physician  has  the  ability  to  commit 
to  hospital  care  those  patients  who 
he  or  she  has  assessed  to  be 
dangerous  — either  to  him/herself 
or  to  others. 

In  Ohio,  “dangerousness”  is 
defined  as  “a  substantial  risk  of 
physical  harm  to  other  persons,  as 
manifested  by  evidence  of 
homicidal  or  other  violent 
behavior,  or  evidence  that  others 
are  placed  in  reasonable  fear  of 
violent  and  serious  physical  harm 
to  them,  or  other  evidence  of 
dangerousness.” 

It  can  be  a very  fine  line,  Dr. 


Quinn  admits,  and  says  that  every 
day,  psychiatrists  are  faced  with 
the  decision  of  whether  or  not  to 
commit  a patient  who  appears  to 
be  dangerous. 

“An  attorney,  in  doubt,  acquits 
— a physician  in  doubt  should 
commit,”  she  states,  adding  that 
the  admitting  physician  should 
follow  up,  and  get  all  the 
information  necessary  to  make  a 
proper  evaluation  and  assessment. 

Admittedly,  commitment  is  not 
likely  to  be  a viable  option  for  the 
family  practitioner  about  to  face  a 
demanding,  potentially  violent 
patient  in  his  or  her  practice  — 
but  by  knowing  how  to  assess  and 
manage  the  dangerous  patient,  he 
or  she  has  a better  chance  of 
being  able  to  control  and  defuse 
the  situation  before  the  need  for 
commitment  arises.  OSMA 


Karen  S.  Edwards  is  the  Executive 
Editor  of  the  Ohio  State  Medical 
Journal. 
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Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


opinions,  they  look  to  you 
for  direction. 


Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 


i 
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The  Physician 
and  Violence 


The  Doctor  as  Victim: 
It  Can  Happen  To  You 

By  Ellin  L.  Bloch,  PhD;  Edward  H.  Miller,  MD;  and 
Jacqueline  Campbell  Wilcox,  GLPN 


Editor’s  Note:  The  following  article  takes  a different  approach  to  the  subject  of  violence.  It 
includes  two  case  studies  — one,  involving  a physician;  the  other,  a nurse  — where  health 
care  professionals  became  the  unfortunate  victims  of  violence.  In  the  first  case,  a 46-year-old 
practicing  orthopaedic  surgeon  and  his  wife  were  innocently  enjoying  an  evening  at  the 
movies  when  a chance  encounter  with  an  assailant  with  a knife  turned  their  <(night  out ” into 
a nightmare.  In  the  second  case,  a 34-year-old  critical  care  and  emergency  room  nurse  was 
attacked  while  attempting  to  provide  help  to  an  accident  victim.  The  first-person  accounts 
which  follow,  along  with  an  analysis  and  discussion  of  how  health  care  professionals  react  to 
these  kinds  of  incidents  by  an  assistant  clinical  professor  of  family  medicine,  bring  home  the 
unnerving  fact  that  anyone  can  be  a victim  of  violence. 


Case  1.  A 46-year-old 
practicing  orthopaedic  surgeon 
relates  the  following: 

It  was  a Monday,  June  14, 

1982.  You  know,  one  of  those 
glorious,  balmy  summer  days,  too 
warm  to  do  anything  vigorous,  but 
just  right  for  eating  sliced 
tomatoes  grown  in  the  garden;  and 
that  is  what  we  were  doing  at 


suppertime.  Dad  was  visiting  from 
Florida.  It  is  always  nice  to  have 
him  because  his  enthusiasm  for 
life,  even  at  80  years  of  age, 
makes  all  those  around  him  feel 
good.  It  was  about  7:20  p.m.,  but 
still  bright  and  sunny  out,  as  it  is 
in  the  summer  time  in  Cincinnati. 
Carol  said,  “Gosh,  I’d  like  to  see 
‘Diner’  and  it’s  showing  up  at  the 


mall.”  That’s  all  it  took.  We 
looked  in  the  paper  and  found 
that  the  movie  started  at  7:45 
p.m.,  just  enough  time  for 
everyone  to  scurry,  rinse  off  the 
dishes,  and  jump  in  the  car. 

The  parking  lot  was  not  very 
full.  The  movie  is  at  the  other  end 
of  the  shopping  center  parking  lot. 
It  did  not  look  very  crowded. 


July  1985 


475 


The  Doctor  as  Victim 

continued 


“I  looked  up  from 
the  floor.  I saw  her 
turn,  and  I heard 
her  exclaim  (not 
shout;  exclaim), 
‘Ed,  he  is  stabbing 
you.’  That  was  the 
first  time  I knew 
why  I was  unable 
to  get  up.” 


They  were  selling  tickets  inside  the 
inner  lobby,  at  the  octagonal 
candy  counter  in  the  center  rather 
than  at  the  regular  box  office 
which  opened  into  the  outer 
lobby.  We  entered  and  I inquired 
as  to  whether  the  movie  had 
started.  The  girl  selling  tickets 
said,  “The  previews  started  one 
minute  ago;  you’ve  got  plenty  of 
time.”  We  ordered  the  big  tub  of 
popcorn  and  were  discussing  soft 
drinks  with  the  young  man  behind 
the  counter.  While  the  decision 
between  Diet  Pepsi  and  Sprite  was 
being  made,  the  girl  behind  the 
counter  said  in  a somewhat  excited 
voice,  “Oh  look,  he  is  back 
again.”  The  boy  said,  “You  get 
their  soft  drinks;  I’ll  take  care  of 
him.”  That  turned  out  to  be  a big 
mistake. 

We  saw  the  young  man  turn  out 
of  the  counter.  He  went  toward 
the  exit  doors,  opened  them,  and 
stepped  outside.  I next  noticed 
what  I could  best  describe  as  a 
“scuffle”  outside  the  glass  exit 
doors  on  the  sidewalk.  It  was  fully 
bright  outside  at  7:46  p.m.  The 
boy  who  went  outside  was  in  a 
fight  on  the  sidewalk.  One  thinks 
strange  things  at  a time  like  that.  I 
said  to  myself,  “Boys  will  be 
boys.  The  fight  was  probably  over 
the  favors  of  a girl.”  Our 
attention  returned  to  soft  drinks. 
The  next  thing  I saw  as  we  waited 
for  our  drinks  was  the  young  man 
from  the  candy  counter  returning 
across  the  lobby.  He  was  covered 
with  blood.  Blood  was  dripping 
down  his  face  and  onto  his  shirt. 
There  were  cuts  on  his  arms.  It 
also  appeared  that  he  was  cut  in 
the  scalp.  I have  always  felt  that 
doctors  who  do  not  respond  in  a 
public  situation  when  there  has 
been  an  accident  do  not  know 
what  medicine  is  all  about; 
therefore,  I took  a step  forward 
and  said,  “I  am  a doctor,  can  I 


help  you?”  Then  it  started. 

The  girl  behind  the  counter 
screamed  in  a hushed  voice  (it  is 
hard  to  scream  in  a hushed  voice, 
but  you  can  do  that  when  you  are 
terrified  and  you  do  not  want  to 
attract  attention  to  yourself),  “Oh 
my  God,  he’s  got  a knife.”  I 
turned  and  saw  him  running 
through  the  lobby.  He  was  circling 
to  my  left.  He  had  a knife  all 
right.  Later  I was  able  to  swear 
that  the  blade  was  10  inches  long. 
This  is  the  way  it  looks  when  it  is 
coming  at  you.  He  was  bare  from 
the  waist  up.  He  wore  shorts  and 
tennis  shoes.  His  body  was  painted 
like  an  Indian.  Not  very  neatly 
though.  Wide  stripes.  Blood  red. 
His  eyes  were  intense.  He  was 
sizing  us  up.  I knew  we  had  to 
flee  and  in  a hurry.  Fight  or 
flight!  Flight  was  what  came  to 
mind.  I turned  and  started  pushing 
my  father  and  Carol  down  the  hall 
in  front  of  me.  We  were  hurrying, 
stumbling;  they  were  in  front  of 
me.  You  know,  I really  never  felt 
it.  He  was  cutting  my  back  with 
that  knife  and  I never  felt  it.  I 
just  felt  myself  fall.  It  was  like  my 
high  school  football  games.  When 
you  get  knocked  down  you  are 
supposed  to  scramble  to  your  feet 
and  get  going.  I was  trying  to 
scramble  to  my  feet  and  I was 
unable.  I did  not  know  why.  Now 
I do.  He  was  standing  over  me 
and  every  time  I moved,  he 
slashed  me  with  the  knife  across 
the  back.  Ten,  eleven,  twelve 
times.  I did  not  feel  it.  I never  felt 
a single  cut.  God  is  kind  in  that 
way,  I guess.  The  pain  comes  later. 

Bravery  comes  in  two  different 
types.  The  first,  I call 
conscientious  bravery.  That  is 
when  a person  recognizes  a 
dangerous  situation,  thinks  about 
it,  ponders  the  decision,  and  elects 
to  abandon  his  or  her  own  safety. 
That  is  the  kind  of  bravery 
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“I  always  pictured  myself  dying  on  a 
mountain  top  in  golden  armor  with  a 
great  red  plume  sprouting  from  a helmet. 
A spear  would  be  straight  through  the 
middle  of  my  chest  and  I would  be 
sinking  slowly  to  my  knees.  And  I am 
going  to  be  killed  by  a maniac  with  a 
knife  in  a movie  theater.  What  an 
indignity.’’ 


soldiers  have.  The  second  kind  of 
bravery  is  spontaneous  bravery.  It 
just  exists  in  brave  people.  They 
never  think  about  it.  It  is  not 
conscious,  it  is  not  unconscious;  it 
is  just  the  way  they  react.  Carol  is 
like  that.  I guess  most  mothers 
and  wives  are  like  that.  They  are 
like  a lioness  who  never  thinks 
twice,  no  matter  what  the  odds 
are. 

I looked  up  from  the  floor.  I 
saw  her  turn  and  I heard  her 
exclaim  (not  shout;  exclaim),  “Ed, 
he  is  stabbing  you.”  That  was  the 
first  time  I knew  why  I was 
unable  to  get  up.  She  then  walked 
deliberately,  steadily,  never 
faltering,  right  around  me  and 
right  up  to  him.  Their  bodies 
almost  touched.  Her  face  was  not 
two  inches  from  his  face.  They 
were  almost  touching  at  the  chest 
and  waist.  Her  arms  were  at  her 
side.  She  never  raised  a hand  with 
a threatening  motion.  She  just 
yelled.  Not  screamed;  yelled.  I 
guess  it  is  what  a human  animal 
does  when  it  is  trying  to  frighten 
away  an  attacker.  It  was  as  if  she 
thought  the  force  of  her  voice 
would  back  him  away. 

I was  looking  over  my  shoulder 
and  starting  to  scramble  to  my 


feet  and  I felt  myself  beginning  to 
propel  myself  forward,  down  the 
hall,  away  from  her  and  him.  The 
first  ambivalence  occurred.  I 
wanted  to  run  as  fast  as  I could. 
But  she  was  back  there  with  him. 

It  was  as  if  they  were  both  frozen 
motionless.  I knew  that  would  not 
last.  As  I was  propelling  forward 
and  looking  over  my  shoulder,  I 
saw  him  knock  her  down.  He  just 
stepped  back  and  with  his  right 
hand  which  held  the  knife,  he 
knocked  her  down.  She  fell 
against  the  wall  in  a half-sitting 
position.  He  started  slashing  wildly 
at  her  with  the  knife.  My 
ambivalence  was  great.  He  was 
killing  my  wife  and  I wanted  to 
run.  I pivoted  and  crawled,  for  I 
was  not  yet  erect,  and  lunged 
across  the  floor  to  where  she  lay. 

I saw  the  blood  pulse  from  her 
arm.  It  was  surgical  reflex. 

Laymen  have  trouble 
understanding  that  surgeons  are 
trained  to  be  calm  during 
excitement.  That  was  the  reaction 
I had.  The  blood  triggered  the 
surgeon  in  me.  I knew  a big  vessel 
had  been  cut.  “Hemostat  please.” 

I grabbed  her  arm.  “Hemostat 
please.  Damn  it,  I haven’t  got  any 
instruments.  This  is  bleeding  like  a 
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The  Doctor  as  Victim 

continued 


“ ‘Get  away  from 
them.’  He  picked 
up  one  of  those 
stanchions  which 
support  the  ropes. 
Eighty  years  old 
and  he  picked  it  up 
like  a feather.  He 
held  it  under  his 
arm  like  a lance 
and  charged 
forward.” 


son  of  a bitch.  I’ll  just  hold  it. 
That  will  control  it.” 

I had  to  hold  her  arm.  I could 
not  let  go.  I raised  my  elbow  and 
he  slashed  me  through  the  armpit. 

I dropped  that  arm  back  down. 

He  slashed  me  across  the  face  and 
knocked  my  glasses  across  the 
hall.  I am  really  disabled  without 
my  glasses.  I kicked  out  at  him 
with  my  right  foot.  I think  I hit 
him.  He  was  dancing  wildly. 

Strange  thoughts  come  to  your 
mind.  I was  still  holding  her  arm. 

I let  it  go  once  and  the  blood 
gushed  out  all  over  my  shirt.  I 
held  it  again.  That  settles  that.  I 
was  not  going  to  let  go  of  that 
arm,  no  matter  what.  Thoughts 
come  to  your  mind  more  rapidly 
than  they  can  be  told.  Bizzare 
thoughts. 

I always  pictured  myself  dying 
on  a mountain  top  in  golden 
armor  with  a great  red  plume 
sprouting  from  a helmet.  A spear 
would  be  straight  through  the 
middle  of  my  chest  and  I would 
be  sinking  slowly  to  my  knees. 

And  I am  going  to  be  killed  by  a 
maniac  with  a knife  in  a movie 
theater.  What  an  indignity. 

I was  not  panicked.  I just  knew 
I was  going  to  be  killed.  I 
thought,  if  I am  killed,  how  am  I 
going  to  hold  onto  this  arm?  He 
kept  slashing.  Another  thought.  It 
is  just  like  the  girl  in  the  shower 
in  “Psycho.”  That  was  exactly  the 
scene.  The  knife  looked  the  same. 

I would  swear  it  was  a butcher 
knife,  but  it  turned  out  to  be  a 
folding  fishing  knife.  The  blade 
was  pretty  long.  But  when  they 
are  coming  straight  at  you  they 
look  a lot  longer. 

“Get  away  from  them.”  I never 
saw  him,  but  I heard  his  voice.  It 
was  Dad.  He  had  been  down  the 
hall.  He  picked  up  one  of  those 
stanchions  which  supports  the 
movie  theater’s  ropes.  They  are 
very  heavy.  They  have  a big 


weight  in  the  base.  Eighty  years 
old  and  he  picked  it  up  like  a 
feather.  He  held  it  under  his  arm 
like  a lance  and  charged  forward. 
The  slasher  retreated  and  ran  the 
other  way.  That  was  the  last  we 
saw  of  him  until  the  trial. 

Carol  could  not  get  up.  I was 
holding  her  arm.  There  was  blood 
everywhere.  We  crawled  down  the 
hall,  around  the  corner,  into  the 
movie  theater.  She  started 
screaming,  “Help,  help,  he  has  a 
knife.  There  is  a maniac  in  the 
lobby  with  a knife;  somebody  help 
us!”  I guess  they  thought  it  was 
part  of  the  movie.  “Turn  on  the 
lights,  for  God’s  sake,  somebody 
turn  on  the  lights.” 

The  lights  came  on,  but  the 
movie  never  stopped.  The  music 
was  playing.  The  movie  was  going. 
It  was  surrealistic.  Everybody  was 
standing  up  and  looking.  They 
stood  motionless.  Nobody  came 
forward.  They  were  stunned.  All 
of  a sudden,  a young  woman 
stepped  forward.  She  did  not 
know  that  I was  a doctor.  She 
must  feel  the  same  way  I do  about 
doctors  offering  help  at  an 
emergency.  “I  am  a third-year 
medical  student.  Can  I help  you?” 
I asked  her  to  go  around  the 
corner  to  the  telephone.  I gave  her 
the  emergency  service  desk  number 
at  the  General  Hospital.  I told  her 
to  call  it  and  tell  them  we  were 
coming.  Someone  said  “Let’s  get 
out  of  the  theater,”  and  the  exit 
doors  were  thrown  open  and 
people  started  out. 

Someone  went  to  the  bathroom 
and  brought  some  paper  towels. 
They  laid  them  across  the  wound. 

I told  them  to  get  those  towels  off 
of  there.  I had  to  be  able  to  see  to 
maintain  control  of  the  bleeding 
and  I could  not  see  with  the 
towels.  I am  a surgeon.  I had  to 
keep  my  eye  on  the  wound.  Then, 
there  was  a banging  at  the  door. 
Men  were  holding  the  exit  doors 
shut  by  the  push  bars.  “Who  is 
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“Someone  brought  some  paper  towels 
and  laid  them  across  the  wound.  I told 
them  to  get  those  towels  off  of  there.  I 
am  a surgeon.  I had  to  keep  my  eye  on 
the  wound.’’ 


it?”  they  asked.  The  life  squad. 
And  the  doors  were  opened.  They 
were  highly  efficient.  They  always 
are. 

They  started  an  IV  in  her  other 
arm,  and  connected  EKG  leads. 
They  radioed  the  hospital.  How 
many  times  have  I stood  in  the 
emergency  room  and  heard  that 
signal  go  off  as  the  telemetry 
comes  in?  I knew  somebody  would 
be  there  listening.  They  reported 
her  EKG.  Ringers  Lactate  was 
started.  I still  held  her  wound.  I 
told  them  that  she  had  a major 
vessel  cut.  I thought  it  was.  It  was 
not.  It  was  the  big  muscular 
branches  in  her  biceps  which  had 
been  severed.  But  I did  not  know 
that.  I said,  “This  needs  a 
tourniquet.”  By  now  they  knew  I 
was  a doctor  and  this  presented  a 
problem.  They  knew  their  work 
better  than  I knew  their  work. 
Their  work  was  emergency  work 
at  the  scene.  They  knew  that  no 
tourniquet  belonged  on  there. 

They  started  to  put  one  on  when 
one  of  them  finally  said,  “No, 
let’s  put  a pressure  dressing  on 
it.”  They  placed  a large  gauze  pad 
over  it  and  began  to  wrap  it 
snugly.  It  controlled  the  bleeding. 

It  was  the  right  thing  to  do.  They 
put  her  on  a stretcher  and  I 
looked  at  myself.  I was  covered 
with  blood.  My  blood  and  her 
blood.  At  that  point,  I could 
become  her  husband  again. 

Once  we  were  in  the  ambulance, 
they  called  on  the  radio.  I heard 
the  hospital  ask  if  this  was  the 
case  they  got  the  telephone  call 


about.  We  told  them  it  was.  That 
was  quite  a ride.  I think  we  went 
too  fast,  but  that  is  a reflection 
from  this  point  of  time.  They  took 
her  in  the  big  “E  Room.”  She 
was  gone  for  five  hours.  My 
friends  started  to  come.  It  makes 
you  feel  good  to  see  your  friends. 
Clark  came;  Curt  came;  Fred 
came.  We  sat  in  Peter’s  office  and 
waited.  We  laughed  and  joked 
some.  You  want  to  do  that.  That 
is  a funny  feeling  that  you  want  to 
laugh  and  joke.  I guess  it  breaks 
the  tension. 

Peter  came  and  said,  “She  is 
going  to  be  fine.”  Her  brachial 
artery  was  not  cut.  A few 
important  structures  were  nicked. 
The  muscle  was  cut  in  half.  He 
fixed  it  all.  The  tendons  were 
going  to  be  a problem  but  they 
would  heal  better  than  flexor 
tendons.  It  would  take  a long 
time.  I went  home. 

A stranger  had  brought  my  Dad 
home.  It  was  in  the  early  morning. 
Then  it  started.  Every  ten  minutes 
the  phone  rang.  Most  of  the 
callers  simply  hung  up.  It  had 
been  on  the  news.  They  gave  our 
name  and  address.  Probably 
claiming,  someone  has  a “right  to 
know.”  What  happens  is  that 
every  kook  within  100  miles  uses 
that  “right  to  know”  to  call  you 
on  the  telephone.  Most  of  them 
just  hang  up.  It  is  the  ones  that 
tell  you  that  they  are  on  the  way 
over  to  finish  the  job  that  upsets 
you.  I thought  that  I would  just 
disconnect  the  phone.  Then  I 
realized  that  I could  not  do  that, 
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because  the  hospital  would  not  be 
able  to  get  me  if  something 
happened  to  Carol.  You  feel 
helpless  and  you  feel  like  you  just 
have  to  take  that  abuse.  I kept  a 9 
mm.  Browning  automatic  in  my 
lap,  loaded,  a round  in  the 
chamber,  the  hammer  cocked,  the 
safety  on.  It  was  a dangerous 
time.  I had  decided  I would  never 
ever  again  be  helpless.  I am  an 
expert  with  a firearm.  I target 
shoot  almost  every  Sunday.  Never 
again  will  I ever  be  helpless  when 
attacked. 

You  have  at  least  three  feelings 
following  an  attack.  The  first  is 
stunned  disbelief.  The  second  is  an 
anger,  the  magnitude  of  which  is 
difficult  to  describe.  The  last  is 
fear.  You  just  sit  and  shake.  I 
carried  the  gun  to  the  bathroom.  I 
still  wake  up  at  night  seeing  that 
“ten  inch  blade”  coming  at  me. 
My  heart  is  beating  and 
perspiration  pours  off  my 
forehead.  There  is  no  protection  in 
our  society  except  that  which  you 
provide  yourself.  That 
responsibility  is  yours.  Yours 
alone.  Everyone  else  will  run. 

Case  2.  J.C-W.,  A 
34-year-old  critical  care  and 
emergency  care  nurse  gives 
the  following  account: 

The  event  occurred  on  a very 
hot,  humid  day  in  June  of  1980. 
There  was  a crash  and  I felt  the 
house  shake.  I instinctively  ran 
down  the  steps  for  fear  of  the 
children  in  the  neighborhood.  I 
fell  off  my  front  porch,  not 
realizing  at  the  time  that  it  had 
been  hit.  It  was  definitely  out  of 
alignment.  I surveyed  the  area.  My 
landlord,  who  is  a lawyer,  was 
running  away  from  his  house, 
across  the  street  from  my  house. 
His  arms  were  flailing  and  he  was 
yelling.  I stopped  him.  He  was 
yelling  hysterically  about  “getting 


him.”  I looked  over  and  I saw  the 
car  in  his  yard  and  I was  trying  to 
figure  out  what  had  happened. 
Apparently,  a car  had  hit  my 
porch  and  then  rolled  backward 
across  the  street  into  his  yard.  I 
asked  if  anyone  was  in  the  car.  He 
was  unable  to  answer  and  I ran  to 
the  car  to  check.  That  is  when  he 
first  attacked  me.  He  came  after 
me,  pulling  and  shoving  me  as  I 
looked  in  the  car.  He  was  yelling 
for  me  to  get  off  his  property.  I 
could  see  a man  slumped  over  the 
seat,  toward  the  passenger  side.  At 
one  point,  the  landlord  reached  in 
and  grabbed  him  by  the  collar  and 
shook  him  and  jerked  him  up  with 
a very  hard  motion.  He  would  not 
listen  to  me  as  I tried  to  get  the 
man  out  of  the  car.  He  just  kept 
pushing  me  aside,  then  striking 
me.  As  a crowd  gathered,  he 
began  yelling  obscenities  about  the 
man  paying  for  his  broken  fence 
and  the  damage  to  the  porch  of 
the  house  that  I was  renting. 

In  frustration,  I said,  “But  he 
may  die”;  to  which  the  landlord 
said  that  he  did  not  care  if  he  died 
because  if  he  did  not  he  was  going 
to  “kill  him.”  In  the  meantime  a 
crowd  had  gathered,  consisting 
mostly  of  neighbors,  construction 
workers  in  the  area,  and  children. 
They  began  yelling  at  the  landlord 
for  him  to  let  us  try  and  help  the 
man  in  the  car.  People  trying  to 
enter  the  yard  were  the  only 
diversion  that  allowed  me  to  get 
closer  to  the  man  in  the  car.  I felt 
for  pulses. 

The  entire  time,  I had  an 
overwhelming  sense  of  disbelief 
that  anybody  could  stop  me  from 
doing  what  came  naturally  and 
prevent  me  from  assisting  someone 
who  is  in  need.  “CPR”  was  a 
reflex  at  that  point.  I recognized  a 
“code”  and  was  acting  on  it 
immediately.  This  was  second 
nature  and  I was  being  prevented 
from  this.  It  was  an  unreal  thing. 


I remember  yelling  out  for  the 
“squad”  and  thinking  that  an 
eternity  had  passed.  I felt  that  at 
least  a fatal  10  minutes  had  gone 
by.  Then  I heard  sirens. 

The  police  finally  arrived,  and 
the  landlord  backed  down 
immediately.  But,  at  that  time,  the 
man  was  dying  due  to  cardiogenic 
shock. 

I left  and  went  back  to  my 
house.  People  came  up  to  me  and 
suggested  that  I file  assault 
charges  against  the  landlord.  After 
I returned  to  the  house,  I was  met 
by  reporters  and  my  first  reaction 
upon  seeing  them  was  to  flee.  The 
publicity  just  shocked  me  even 
more.  Denying  any  interviews,  I 
ran  into  the  house.  The  worst  part 
of  this  was  that  I was  being 
heralded  as  a heroine  and  that 
added  to  my  sense  of  guilt  since  I 
had  been  prevented  from  saving 
the  man.  The  whole  thing 
happened  like  a nightmare.  It  was 
unreal.  It  was  like  trying  to  run 
away  in  a dream  when  you  cannot 
move  your  feet.  I had  that  feeling 
when  I was  awake.  I just  keep 
thinking  that  he  might  have  lived. 

At  this  point  I began  to  realize 
certain  symptoms  that  I had  that  I 
felt  were  stress-induced. 

They  were  all  very  pronounced: 
extreme  guilt,  inner  anxiety, 
depression,  nightmares,  disturbed 
sleep  patterns,  visible  nervousness, 
total  loss  of  motivation.  I began 
to  overeat  and  still  have  that 
weight  on  me.  I became  reclusive. 

I lost  touch  with  my  friends.  I 
find  that  I am  still  extremely 
irritable.  A nursing  colleague 
commented  that  I had  snapped  at 
a patient  — something  that  she 
had  never  heard  me  do  before.  I 
still  have  that  “edge”  in  my  voice. 
I have  trouble  talking.  I have 
decreased  powers  of  concentration. 
When  I start  charting,  I frequently 
lose  contact.  I lose  my  train  of 

continued  on  page  482 
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SORBITRATF 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (Isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets.  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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thought  in  mid-sentence.  There  is 
an  extreme  numbness  at  the  same 
time.  Rapid  heartbeat.  I know  this 
is  stress. 

I thought  at  one  time  that  I 
understood  mobile  medical  units 
and  how  medical  personnel  must 
have  felt  during  wars  — frustrated 
at  not  being  able  to  do  what  they 
were  trained  to  do  and  what  they 
were  fully  capable  of  doing.  I 
couldn’t  understand  why  I could 
not  straighten  my  own  problems 
out.  Finally,  mechanisms  of 
coping  did  come  into  play  and  I 
threw  myself  into  work,  often 
doing  double  shifts,  up  to  eighty 
hours  a week,  and  finally 
transferring  my  work.  After  two 
years  the  nightmares  did  diminish. 
Sleep  habits  and  my  mental  status 
did  improve  although  there  are 
some  lingering  problems.  It  was 
not  until  recently,  when  I read  an 
article  on  post-traumatic  stress 
syndrome,  that  I realized  that 
there  was  a name  for  the 
symptoms  that  I had  had. 

Discussion 

These  two  case  histories  vividly 
describe  the  feelings,  thoughts  and 
the  behavior  of  the  medical 
personnel  and  the  behavior  of  an 
external,  obstructive  force  working 
against  both  their  own  survival 
and  the  survival  of  another  person 
whose  life  meant  very  much  to 
them.  These  accounts  can  be 
interpreted  on  several  levels  of 
meaning:  medical  (identity, 
training  and  expectations); 
psychological  (individual  and 
interpersonal);  and  ethical  (social 
and  legal  issues  and  dilemmas). 

One  of  the  most  striking  things 
about  both  accounts  is  that  the 
situations  were  defined  by  the 
participants  as  medical 
emergencies  and  not  as 
interpersonal  emergencies.  At  least 
one  portion  of  the  trauma  resides 
in  the  fact  that  knowledge  of 
medical  care  is,  by  repeated 
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experience,  far  greater  than 
knowledge  dealing  with  personal 
confrontation  and  attack. 

Every  day,  medical  personnel 
are  obliged  to  deal  with  medical 
matters  and  often  automatically; 
order  is  inherent  in  the  task,  and 
cooperation  among  the  staff  is 
assumed.  However,  how  often  in 
“the  line  of  duty”  does  one 
encounter  a psychotic  or  a 
murderer?  Consider  what  might 
have  happened  if  both  of  the 
individuals  involved  in  these  cases 
had  been  police  officers  instead  of 
medical  professionals.  One 
suspects  that  they  would  have 
temporarily  ignored  the  medical 
emergencies  in  front  of  them,  and 
pulled  out  a gun  or  swung  a night 
stick  at  the  attackers.  This  is  what 
they  would  have  been  trained  to 
do;  this  is  how  they  would  have 
defined  the  situation.  One  would 
expect  such  a scenario  to  have  led 
to  two  dead  people  at  each  scene 
(if  not  more),  instead  of  one  in 
the  one  case  and  none  in  the 
other.  Both  by  habit  and  by 
choice  one  acts  according  to  the 
way  in  which  one  defines  the 
situation  one  is  in. 

With  the  situations  such  as  they 
were,  a number  of  fundamental 
assumptions  were  undermined 
about  the  dependability  of  others 
and  mutual  assistance  ordinarily 
expected  in  daily  living.  One’s 
medical  orientation  to  the  world  is 
a strong  part  of  the  medical 
person’s  identity  and  interpersonal 
expectations.  While  in  medical 
training  and  in  nursing  education, 
one  is  taught  that  “the  greatest 
enemy”  is  illness.  These  are  the 
battles  to  be  fought.  After  being 
caught  in  the  terrible  situations 
here  described,  the  participants 
were  forced  to  re-examine  these 
assumptions.  The  sort  of  trauma 
suffered  here  is  quite  different 
than  “impersonal”  catastrophes 
like  earthquakes,  floods,  etc., 
where  one  might  also  be  blocked 


in  efforts  to  save  a life.  Recent 
literature  in  psychiatry  suggests 
that  far  greater  personal  upheaval 
occurs  under  conditions  of  trauma 
inflicted  by  human  design  — 
rather  than  that  inflicted  upon  us 
by  nature. 

One  upheaval  is  the  profound 
loss  of  trust  in  others,  a definite 
feeling  of  betrayal,  which  creates  a 
sudden  and  severe  sense  of 
loneliness.  This  is  comparable  to 
the  first  case  where  protection 
came  with  a gun.  Adding  on 
weight,  bulk  to  one’s  body,  makes 
one  more  able  to  withstand 
physical  attack;  one  becomes  a 
more  substantial  opposing  force  in 
the  future.  These  may  not  be 
“irrational”  or  “crazy”  symptoms 
but  make  very  good  sense. 

One  of  the  things  these 
encounters  do  is  to  bring  these 
two  people  face  to  face  with  their 
own  mortality:  The  physician 
thinks  to  himself,  “I  just  knew  I 
was  going  to  be  killed.”  Medical 
people  often  find  the  encounter 
with  personal  mortality  harder 
than  laymen.  In  the  daily  business 
of  healing  and  lifesaving,  medical 
people  are  occupied  with  the  issue 
all  of  the  time,  overtly  or  covertly. 
One  of  the  initial  reasons  for 
choosing  to  enter  the  medical  field 
can  be  to  deal  with  this  issue  of 
life  and  death. 

One  can  deal  with  “the  enemy” 
(death,  illness,  injury)  — but  only 
under  certain  social  conditions 
agreed  upon  by  the  community. 
When  the  agreement  is  broken, 
when  there  is  physical  attack  and 
someone  (or  many)  will  not  step 
forward  to  help,  then  one  is  at  a 
strong  disadvantage.  Part  of  the 
public  fantasy  about  medically- 
trained  professionals  is  that  they 
are  “all  powerful”  and  essentially 
invulnerable.  After  all,  aren’t 
those  in  the  medical  profession 
self-reliant,  in  control  and  in 
authority?  They  deal  with  death  — 
but  death  does  not  deal  with 


them.  In  the  first  case  the  father 
(whom  we  might  otherwise,  from 
his  age,  suppose  to  be  less  capable 
of  intervening)  was  able  to  keep 
his  part  of  the  “social 
agreement,”  choosing  to  see  his 
son  not  as  a “fantasized 
physician”  but  as  his  son. 

While  some  of  the  literature  in 
the  field  of  psychology  and 
psychiatry  is  helpful  in  describing 
the  symptoms  of  post-traumatic 
stress,  much  of  the  theorizing  is 
overcomplicated,  neglects  the  role 
of  choice  in  behavior,  and  ignores 
the  interactional  nature  of  trauma, 
i.e.  the  behavior  of  all  the 
participants.  The  treatment 
ordinarily  recommended  for  post- 
traumatic  stress  disorders  is 
psychotherapy.  While  such  therapy 
may  be  helpful,  other  matters  of 
psychological  and  social 
importance  need  to  be  addressed. 
Potential  community  changes, 
such  as  medical  education,  legal 
protection  from  assault,  and  the 
influence  of  the  “bystander 
phenomenon”  lie  outside  the 
realm  of  “psychopathology”  but 
have  a distinct  bearing  on 
psychological  well-being. 

People  in  medical  fields  need  to 
recognize  and  understand  the 
nature  of  personal  trauma  in  order 
to  assess  the  general  risks  and 
benefits  inherent  in  their 
profession  and  its  related  value 
judgments.  All  too  often,  medical 
personnel  are  “overtrained”  to 
help  and  care  for  others,  their 
own  needs  falling  by  the  wayside. 
Very  rarely  are  they  themselves 
subjects  for  “case  reports.” 

These  particular  case  reports 
demonstrate  that  much  may  be 
learned  and  applied  in  situations 
where  the  trauma  befalls  not  the 
patient  — but  the  medical  person 
trying  to  save  him.  These 
experiences  and  their  aftermath 
could  benefit  others  in  the  medical 
profession  in  the  following  ways. 

continued  on  page  484 
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MOVING 


The  Doctor  as  Victim 

continued 

1.  To  demonstrate  how 
characteristics  of  the  profession, 
encouraged  and  reinforced  over 
years  of  training  and  practice, 
both  help  and  hinder  medical 
personnel  who  confront  terrifying 
experiences. 

2.  To  show,  through  these 
events,  that  fear  for  one’s  life  and 
facing  one’s  own  mortality  can 
surface  in  unforeseen  ways.  These 
fears  are  usually  unattended 
among  the  medical  professions  or 
diverted  in  the  daily  process  of 
patient  care  — where  the  focus  of 
concern  is  the  patient’s  fear  and 
the  patient’s  mortality. 

3.  To  reinforce  the  oft-forgotten 
notion  that  medical  training  does 
not  grant  special  immunity  from 
vulnerability,  attack,  fear  of 
death,  injury,  and  helplessness. 

4.  To  show  the  effects  of  a 
sudden  and  shocking  exposure  to 


the  world  of  the  irrational  and 
insane  — learned  and  diagnosed  in 
medical  practice  but  not  ordinarily 
experienced. 

5.  To  demystify  the  personal 
experiences  of  stress  due  to 
trauma,  and  to  offer  information 
to  others  caught  in  similar 
circumstances  who  might  otherwise 
remain  ignorant  of  the  meaning  of 
such  trauma.  OSMA 
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The  Physician 
and  Violence 


Recognizing  and 
Treating  the  Victims  of 

Violence 


By  Susan  Porter 


It  happens  more  often  than  you 
know  — or  want  to  know. 

A young  mother  comes  into  the 
office  with  her  two-year-old  son 
who  “accidentally”  fell  down  the 
stairs  and  is  suffering  from  a 
concussion. 

A listless  and  despondent 
teenager  suddenly  becomes 
hysterical  when  she  learns  she  is 
pregnant. 

A housewife  tries  to  hide  her 
multiple  bruises  as  she  is  examined 
for  a dislocated  shoulder. 

An  elderly  woman  suffers  from 
another  fractured  hip. 

The  explanations  they  give  you 
are  reasonable,  but  they’re  not 
quite  good  enough.  Somewhere  in 
the  process  of  taking  the  history, 
you  realize  the  story  has  too  many 
inconsistencies.  Somewhere  in  the 
course  of  conducting  the  exam, 
you  recognize  that  the  details  they 
have  given  you  just  don’t  add  up 
to  the  black  eye,  the  bruised  face, 
the  broken  arm,  the  torn  vagina, 
the  fractured  skull. 
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continued 


You  have  been  treating  this 
patient  and  his  or  her  family  for 
years.  You  know  there  are  some 
problems  in  the  home  — aren’t 
there  problems,  to  some  degree,  in 
every  home?  But  it’s  hard  to 
believe  that  anything  like  this 
could  be  happening  in  a family 
that  you  know  — to  a patient  of 
yours. 

You  have  a choice  to  make,  and 
it  isn’t  an  easy  one.  You  can 
accept  the  story  your  patient  has 
told  you  without  question.  Both  of 
you  will  breathe  a sigh  of  relief  — 
for  the  moment,  at  least. 

Or  you  can  confront  the 
situation  head  on,  and  in  doing 
so,  you  may  open  up  a whole 
Pandora’s  box  for  yourself,  your 
patient  and  your  patient’s  family. 

The  latter  choice  could  cost  you 
more  time,  patience  and 
perseverance  than  you  can  afford 
to  give  in  your  busy  practice.  You 
may  even  lose  your  patient  to  a 
less  inquiring  physician.  But  you 
will  gain  some  satisfaction  in 
knowing  that  you  may  have 
prevented  still  another  broken 
bone,  dislocated  joint  or  fractured 
hip.  And  you  will  sleep  better  at 
night. 

For  years,  many  physicians  — 
along  with  teachers,  clergy,  and 
others  involved  in  working  with 
families  — have  ignored  the  fact 
that  violence  is  as  likely  to  occur 
in  a three-bedroom  house  in  sunny 
suburbia  as  it  is  in  a dark  inner- 
city  alley  on  a moonless  night. 

“Professionals,  like  others, 
hesitate  to  get  involved  in  a 
‘family  situation,’  ” explains 
James  Quilty,  MD,  chief  of  the 
Division  of  Maternal  and  Child 
Health,  the  Ohio  Department  of 
Health.  “We  tend  to  think  that 
whatever  goes  on  behind  those 
four  walls  is  their  business  — that 


people  have  the  right  to  live 
however  they  choose  in  their  own 
homes.” 

Adding  to  this  dilemma  are 
mixed  feelings  on  just  what  are 
the  rights  and  responsibilities  of 
family  members  toward  one 
another.  Is  it  possible  for  a 
husband  to  “rape”  his  wife,  or  is 
it  her  responsibility  to  submit  to 
his  every  desire?  Is  it  wrong  for  a 
mother  to  discipline  her  teenage 


“Professionals,  like 
others,  hesitate  to 
get  involved  in  a 
‘family  situation.’ 
We  tend  to  think 
that  whatever  goes 
on  behind  those 
four  walls  is  their 
business.” 


son  with  a belt?  Is  it  a crime  for 
him  to  strike  her  back? 

Cultural  differences  also  play  a 
role.  As  one  Ohio  emergency 
room  physician  puts  it,  “No  one 
may  have  told  the  people  in  the 
next  county  over  that  it’s  wrong  to 
beat  your  wife  and  kids.  They’ve 
been  doing  it  for  generations.” 

In  addition,  we  have  been 
coined  “a  violent  society”  by 
experts  on  the  subject  who  point 
no  further  than  television’s  top 
prime-time  shows  as  proof  that 
Americans  regularly  welcome 


violence  into  their  living  rooms. 

As  one  seminar  leader  recently 
stated,  “The  husband  beats  the 
wife,  the  wife  beats  the  kids  and 
the  kids  kick  the  dog.” 

Thus  while  “family  abuse,”  as 
it  has  been  coined  in  recent  years, 
is  a problem  as  old  as  the  family 
itself,  it  hasn’t  been  recognized  as 
such  by  either  the  medical 
profession,  in  general,  or  society 
at  large  until  the  past  few  decades. 
And  while  an  explosion  of 
information  on  the  subject  is  now 
before  the  public’s  eye  — through 
the  media,  special  seminars  and 
from  social  service  agencies  — 
many  of  those  in  a position  to 
help  are  still  confused  about  what 
can  and  should  be  done. 

Child  abuse  was  the  first  form 
of  family  violence  to  be 
“discovered”  by  the  medical 
profession,  when  in  1962  it  was 
addressed  in  an  article  by  C. 

Henry  Kempe,  MD,  in  the  July  7 
New  England  Journal  of  Medicine. 
The  article,  which  was 
accompanied  by  an  editorial  on 
the  subject,  “legitimized  child 
abuse  as  a medical  phenomenon,” 
says  Richard  J.  Gelles,  PhD,  a 
national  authority  on  family 
violence  who  spoke  last  year  at  an 
interprofessional  conference  in 
Columbus  on  victims. 

Since  then,  society  has  gone  to 
great  lengths  to  rescue  children 
from  the  terrors  of  abuse, 
although  long-range  solutions  to 
the  problem  have  yet  to  be  found, 
he  and  others  point  out.  “Two 
types  of  procedures  have  been  set 
for  the  care  of  the  abused  child,” 
Gelles  says.  “One  is  to  get  the 
child  out  of  the  home.  The  other 
is  to  keep  the  family  together. 

Like  the  aviation  industry,  our 
policies  are  made  over  broken 
bodies  scattered  all  over  the 
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field.” 

Wife  abuse,  which  has  come  to 
the  public’s  attention  most  recently 
in  television  specials  such  as  “The 
Burning  Bed,”  became  a legitimate 
social  issue  in  the  early  1970s, 
Gelles  says,  when  programs  were 
initiated  to  aid  the  battered 
spouse.  Elderly  abuse,  he 
continues,  was  not  discovered  until 
1979.  “And  we  have  yet  to 
discover  sibling  abuse  and  parent 
abuse.” 

What’s  more,  the  entire  area  of 
family  abuse  is  still  fraught  with 
problems  of  definition  (how  to 
clinically  define  it),  incidence  (how 
widespread  is  it?)  and  association 
(what  factors  influence  it?),  says 
Gelles. 

Thus,  it  is  little  wonder  that 
physicians,  along  with  most 
members  of  society,  still  feel 
awkward  and  unsure  of  themselves 
in  dealing  with  these  victims  and 
their  families. 

“Physicians  are  just  as  good  as 
anyone  else  in  denying  a 
problem,”  says  Vicki  A.  Whitacre, 
MD,  an  emergency  room  physician 
at  Bethesda  Hospital  in  Zanesville 
who  sees  a number  of  family 
abuse  cases  in  her  work. 

Yet  it  is  often  the  emergency 
room  physician  — along  with  the 
pediatrician,  the  gynecologist,  the 
gerontologist,  the  internist  or  the 
general  practitioner  — who  is  the 
first  to  see  the  undeniable  evidence 
of  domestic  violence.  Still,  many 
have  difficulty  moving  beyond  the 
physical  treatment  phase  of  the 
situation. 

The  family  physician,  in 
particular,  is  in  a difficult  position 
when  it  comes  to  dealing  with 
problems  of  family  violence,  Dr. 
Whitacre  says.  “Sometimes  the 
family  doctor  is  so  close  to  the 
situation  that  he  or  she  is  blind  to 


it,”  she  says.  “And  if  he  does  get 
involved,  it  puts  him  in  a real 
bind  to  have  to  treat  not  only  the 
battered  parent  but  also  the 
teenager  who  may  be  battering  his 
parent.” 

Robert  Brandt,  MD,  a family 
physician  from  Xenia,  says  lack  of 
experience  and  knowledge  in 
dealing  with  victims  of  family 
violence  further  aggravates  the 
problem.  “Some  physicians  do 
ignore  the  situation,”  he  says, 

“but  there  is  also  a lot  of 
ignorance  out  there.  Many  just 
aren’t  sure  what  it  is  they  should 
be  doing  or  how  far  they  should 
go  in  reporting  the  situation.  With 
child  abuse,  it’s  easier  because  the 
law  dictates  what  has  to  be  done. 
(See  “Reporting  Child  Abuse: 

Your  Legal  Responsibilities.”)  But 
when  adults  are  involved,  it’s  a 
different  situation.” 

In  addition,  “Physicians 
traditionally  have  problems  dealing 
with  ‘disorders  of  volition,’  or 
those  that  involve  a lack  of 
willpower,”  says  Charles  Enzer, 
MD,  a Cincinnati  psychiatrist 
specializing  in  child  psychiatry.  “If 
a problem  is  caused  by  a microbe 
— they  can  deal  with  it,”  he  says. 
“But  if  the  cause  (of  the  illness  or 
injury)  is  something  they  feel  may 
in  some  way  be  due  to  the  patient 
himself  or  herself,  they  become 
extremely  uncomfortable . ’ ’ 

Thus,  the  battered  wife  or  the 
physically  abused  parent  may  be 
treated  with  some  dismay  and  even 
contempt  at  not  being  able  to 
control  or  simply  walk  away  from 
the  situation. 

“With  adults,  the  choice  is 
theirs,”  Quilty  says.  “The 
exception,  however,  is  the  elderly 
person  who  is  forced  to  stay  with 
a grown  child  who  is  their 
caretaker.  This  puts  elderly  abuse 
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on  the  same  level  as  child  abuse. 
We  need  to  become  better 
advocates  for  the  elderly.” 

Yet  even  younger  adults  may  be 
forced  by  circumstance  to  endure 
an  unpleasant  and  even  dangerous 
situation.  “It  may  not  be  that  easy 
for  the  woman  with  young 
children  who  is  totally  financially 
dependent  on  her  husband  to  leave 
him,  even  though  he  is  abusing 
her,”  Dr.  Whitacre  points  out. 

“They  tend  to  remember  the 
good  times,”  Dr.  Brandt  adds, 
“and  to  excuse  the  spouse  because 
it  happens  only  once  a month  or 
only  when  he  drinks.”  And 
because  alcohol  and  drug  abuse 
are  often  associated  with  problems 
of  domestic  violence,  the  matter 
becomes  even  more  complex. 

These  are  just  some  of  the 
reasons  why  a significant  number 
of  the  now  estimated  two  million 
battered  wives,  one  million 
battered  parents  and  one  million 
battered  elderly  now  living  in  the 
United  States  go  unrecognized  and 
untreated.  And  in  spite  of  a 
concerted  public  effort  to  save 
dependent  children  from  the 
terrors  of  child  abuse,  some  two 
million  cases  still  occur  each  year 
in  the  country. 

America’s  high  regard  for 
individuality  and  personal  privacy, 
along  with  diverse  customs  and 
beliefs  of  its  people,  have  helped 
to  keep  the  problem  behind  closed 
doors.  Still,  “It’s  much  more 
acceptable  to  talk  about  and 
report  family  abuse  today  than  it 
was  in  the  past,”  Dr.  Whitacre 
says.  Like  many  social  issues  that, 
in  the  past,  have  been  tabooed 
from  discussion  in  polite  company, 
family  abuse  has  finally  “come 
out  of  the  closet.” 

Most  would  agree  there  are 
numerous  social  and  psychological 
reasons  why  many  victims  of 
family  violence  are  overlooked  and 


under  served.  Yet  there  is  seemingly 
no  excuse  for  the  victims  of 
“public  violence”  — rapes, 
robberies,  burglaries  and  assaults 
— to  be  ignored.  Surprisingly, 
however,  these  victims  are 
confronted  with  a similar  form  of 
denial,  says  Phillip  J.  Resnick, 

MD,  associate  professor  of 
psychiatry  and  director  of  the 
division  of  forensic  psychiatry  at 
Case  Western  Reserve  University 
School  of  Medicine  in  Cleveland. 

Dr.  Resnick  addressed  the  issue 
last  year  at  the  annual  meeting  of 
the  Ohio  Psychiatric  Association 


“Society  has  a 
tendency  to  want 
to  blame  the 
victim.  In  order  to 
protect  our  own 
sense  of 
vulnerability,  we 
need  to  believe 
that  the  victim  did 
something  wrong 
— he  got  what  he 
deserved.” 


in  a program  entitled,  “Physicians 
and  Violence:  What  Can  We  Do.” 
“Society  has  a tendency  to  want 
to  blame  the  victim,”  he  says.  “In 
order  to  protect  our  own  sense  of 
vulnerability,  we  need  to  believe 
that  the  victim  did  something 
wrong.  In  other  words  — he  got 
what  he  deserved.  If  we  do  what 
we  should,  we  will  be  safe.” 
Calling  victims  “the  neglected 
patients,”  he  continues,  “If  we 


can’t  find  a behavior  (that  caused 
the  person  to  be  victimized),  then 
we  go  on  to  blame  the  personality 
traits  of  the  victim  (i.e.  he’s  too 
aggressive  or  she’s  too  careless). 
People  turn  their  backs  on  victims. 
The  world,  overall,  is  an 
unsympathetic  place  for  them.” 

Like  family  violence,  however, 
public  violence  appears  to  be  on 
the  rise,  he  and  others  point  out. 
“In  1983,  there  were  36.9  million 
victimizations  in  the  United 
States,”  according  to  Simon 
Dinitz,  PhD,  professor  of  the 
Department  of  Sociology  at  the 
Ohio  State  University  who  spoke 
at  a seminar  entitled  “Making  the 
Victim  Whole  Again,”  sponsored 
by  OSU’s  Commission  on 
Interprofessional  Education  and 
Practice.  “Some  5.9  million  were 
serious  crimes  of  public  violence,” 
Dinitz  says.  “Three  million  were 
simple  assaults  and  162,000  were 
forceable  rapes.”  And,  out  of  the 
over  one  million  robberies  that 
take  place  in  the  U.S.  each  year, 
30%  require  medical  treatment  for 
the  victims,  Dinitz  points  out. 

In  addition,  recent  reports  from 
the  Department  of  Justice  indicate 
that  some  $72  million  was  spent 
on  medical  bills  for  the  female 
victims  of  rape  for  the  decade 
ending  in  1982. 

The  problem  has  caused  many, 
including  the  National  Center  for 
Disease  Control,  to  call  violence 
— both  public  and  family  — a 
major  threat  to  public  health. 

And,  “There  are  few  problems  in 
public  health  as  disturbing  as 
violence,”  Dr.  William  Foege, 
former  director  of  the  Center  for 
Disease  Control,  is  quoted  in  a 
recent  newspaper  article  as  stating. 

Thus,  victims  are  showing  up  in 
local  emergency  rooms,  at 
government  social  service  agencies, 
in  community  mental  health 
centers  and  in  physicians’  offices 
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with  greater  and  greater  frequency. 
Subsequently,  more  and  more 
physicians  are  being  faced  with  the 
issue,  and  many  — in  one  way  or 
another  — are  “sticking  their 
necks  out”  and  getting  involved, 
in  the  words  of  Dr.  Brandt. 

Dr.  Quilty  feels  physician 
involvement  is  mandatory,  from  a 
moral  and  an  ethical  stance.  “We 
have  an  obligation  to  those  people 
we  are  taking  care  of  — who  may 
continue  to  be  hurt  in  some  way 
— to  make  as  sure  as  we  can,  in 
an  aggressive  manner,  that  these 
acts  do  not  recur,”  he  says. 

Particularly  in  cases  of  rape  and 
assault,  where  specific  physical 
evidence  and  medical  data  may  be 
required  for  testimony,  the  quick 
and  deft  action  of  a physician  is 
warranted. 

So  how  does  one  get  involved  in 
this  kind  of  awkward  and 
embarrassing  situation,  particularly 
when  the  patient  would  rather  not 
acknowledge  that  the  problem 
exists? 

First,  one  has  to  recognize  there 
may  be  a problem  — “There  has 
to  be  some  level  of  suspicion,” 
Stokes  says. 

In  a child,  a sign  of  abuse  may 
be  the  child’s  behavior,  including 
“a  fearfulness  of  the  raised 
hand,”  points  out  Dr.  Enzer. 
Withdrawal  from  playmates, 
strong  feelings  of  depression  and 
self-defensiveness  may  also  be 
signs  that  the  child  is  being 
victimized  by  the  parent  or  by 
some  other  caretaker. 

In  addition,  children  who  are 
“too  friendly:  — those  who  seem 
to  be  reaching  out  for  attention  or 
affection  — may  be  physically  or 
emotionally  neglected  or  abused  at 
home,”  Dr.  Whitacre  adds. 

Adults,  on  the  other  hand,  are 
much  more  discreet  in  hiding  their 
emotional  and  physical  scars.  Still, 
the  signs  are  much  the  same,  Dr. 


Enzer  says  — fear,  depression  and 
self-defensiveness. 

A good  sign  that  an  adult  may 
be  holding  back  is  when  the 
results  of  the  history  and 
examination  conflict,  or  when  the 
explanation  the  patient  gives  does 
not  coincide  with  the  physical 
evidence.  Thus,  the  best  way  to 
begin  an  inquiry,  says  Dr.  Quilty, 
is  with  a gentle  but  firm,  “Tell  me 
again  what  happened.” 

Nermin  Lavapies,  MD,  a family 
physician  in  Martins  Ferry  who 
spent  much  of  her  early  training 
and  practice  as  an  emergency 
room  physician,  emphasizes  the 
importance  of  taking  a complete 
history  and  conducting  a thorough 
examination.  “Don’t  skip  over  any 
of  the  details,”  she  says.  “Undress 
the  patient  and  observe  all  signs  of 
bodily  harm  — scrapes,  bruises, 
scratches  — any  signs  the 
individual  was  trying  to  protect 
herself.”  Similarly,  one  should  not 
concentrate  on  the  potential  crime 
and  neglect  other  symptoms.  “You 
may  be  concentrating  on  the  rape 
and  ignoring  the  fractured  skull,” 
she  says. 

In  a case  of  rape,  Dr.  Lavapies 
adds,  special  kits  have  been 
developed  by  law  enforcement 
agencies  to  collect  the  proper 
evidence  — vaginal  hair,  semen, 
and  even  grass,  skin  or  clothing 
from  under  the  fingernails.  “Every 
emergency  room  has  these  kits 
available,”  she  adds.  These  can 
also  be  obtained  from  local  police 
and  health  departments. 

The  physician’s  attitude  and 
manner  during  both  the  history- 
taking and  the  examination  are 
also  extremely  important  in 
helping  the  patient  deal  with  the 
situation,  she  and  others  agree. 
And  it’s  important  that  the  patient 
not  be  treated  like  a criminal  who 
is  being  coerced  into  “confessing” 
the  details  of  the  incident. 
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“Make  friends  with  the  child  or 
adult  who  has  been  abused,”  says 
Dr.  Whitacre,  who  regularly  sees 
victims  of  violence  in  her 
emergency  room.  “Let  them  know 
you  respect  them  as  a person  — 
speak  to  them  first,  even  if  it’s  a 
child.  Don’t  ask  another  person 
what  happened  or  about  their 
condition.  Give  them  the  respect 
they  deserve  as  human  beings, 
capable  of  answering  for 
themselves.” 

Of  critical  importance  is 
allowing  the  victim  to  feel  in 
control  of  the  situation,  she  and 
others  agree.  “Especially  with  a 
victim  of  rape,”  says  Dr. 

Whitacre,  “it’s  important  that  she 
understand  that  it’s  over  and  she 
is  now  in  control  of  her  own 
body.”  A physician  can  facilitate 
this  by  asking  the  patient’s 
permission  to  conduct  the  physical 
examination,  and  by  explaining  the 
various  steps  and  why  they  need 
to  be  done.  “You  might  say,  I 
really  dislike  having  to  pull  out  12 
pubic  hairs,  but  it’s  important  that 
we  collect  this  evidence,”  Dr. 
Whitacre  suggests. 

Making  the  office  a safe  and 
easy  place  to  talk  about  problems 
is  a task  regularly  facing  the 
psychiatrist.  It  also  confronts  any 
physician  who  is  treating  a 
disturbed  patient,  such  as  a victim 
of  violence.  Dr.  Enzer  says  there 
are  a number  of  ways  to  create  a 
“safe”  environment  for  a patient. 

“First,  make  it  clear  to  yourself 
and  to  all  others  that  you  have 
suspended  all  moral  judgment  in 
the  situation,”  he  says. 

Dr.  Whitacre  concurs.  “Let 
them  know  that  it  is  not  important 
to  you  judgmentally  what  has 
happened,  but  that  you  need  to 
know  the  whole  story  so  that  you 
can  take  care  of  them  in  the  best 
possible  way,”  she  says. 

Secondly,  says  Dr.  Enzer,  “Be 
comprehensive  in  your 


examination  — examine  the  whole 
patient.” 

Dr.  Lavapies  suggests  using  eye- 
to-eye  contact  and  touching  the 
patient  in  order  to  show  personal 
sympathy  and  concern  and  to  help 
put  him  or  her  at  ease.  If  the 
victim  is  a woman,  she  adds,  a 
male  physician  may  want  to  have 
a nurse  assist  in  both  the  history- 
taking and  the  examination. 

A third  step,  says  Dr.  Enzer,  is 
to  inform  the  patient  about  your 
findings  in  a language  he  or  she 
will  understand. 


“Don’t  keep  your 
suspicions  to 
yourself.  If  the 
story  doesn’t  make 
sense,  say  so.  Ask 
the  patient  to 
explain  it  again,  so 
that  you  can  better 
understand  and 
help. 


“Be  honest,”  Dr.  Quilty  adds. 
“Don’t  keep  your  suspicions  to 
yourself.  If  the  story  doesn’t  make 
sense,  say  so.  Ask  the  patient  to 
explain  it  again,  so  that  you  can 
better  understand  and  help.” 

Next,  says  Dr.  Enzer,  a 
recommendation  should  be  made 
concerning  subsequent  actions  that 
need  to  be  taken,  including 
reporting  the  incident  to  the 
proper  authorities  or  referring  the 
patient  to  some  other  professional. 

Dr.  Enzer  suggests  that 
physicians  who  have  little 
experience  working  with  family 
abuse  cases  might  first  want  to 
have  a formal  or  informal 


consultation  with  another 
professional,  knowledgeable  in 
diagnosing  and  treating  victims, 
before  referring  the  patient  on  to 
other  sources  of  professional  help. 
He  also  advises  making  all 
referrals  while  the  patient  is  in  the 
office  and  allowing  him  or  her  to 
be  involved  in  the  referral  process. 
“The  only  time  you  will  lose  a 
patient  (as  a result  of  reporting  an 
incident)  is  when  he  or  she  feels 
betrayed  because  these  decisions 
were  made  behind  his  or  her 
back,”  he  explains. 

Even  the  unwilling  victim  of 
rape  by  a stranger  will  require 
some  counseling,  Dr.  Whitacre 
says.  “They  may  feel  OK  initially, 
but  within  four  to  six  weeks  things 
will  start  falling  apart,”  she  says. 
“So  I always  tell  them  that  the 
sooner  we  get  started,  the  better.” 

Dr.  Resnick  says  that  traditional 
therapy  has  concentrated  on 
alleviating  the  victim’s  natural 
sense  of  guilt  following  the  event 
— on  convincing  the  victim  that 
he  or  she  was  not  to  blame.  “But 
now  we  are  finding  that  some 
sense  of  blame  is  good,”  he  says. 
“If  you  don’t  blame  yourself, 
your  sense  of  safety  is  destroyed,” 
he  explains.  “With  blame,  you 
still  feel  some  sense  of  control. 

You  are  able  to  resume  control 
and  to  meet  the  ordinary  demands 
of  life.” 

This  may,  in  part,  explain  why 
the  battered  child  will  continue  to 
cling  to  his  or  her  parents  and  will 
often  blame  himself  or  herself  for 
the  situation,  says  Dr.  Resnick. 

“A  battered  child  has  two 
choices,”  he  says.  “The  first  is  (to 
accept  the  fact)  that  the  parent  is 
a lunatic  and  is  totally  out  of 
control.  The  second  is  that  ‘I  did 
something  wrong  and  therefore  I 
deserve  this  punishment.’  ” The 
logic:  “If  I did  something  wrong, 
then  perhaps  I can  do  something 
to  change  the  situation.  If  my 
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parents  are  out  of  control,  then  I 
am  totally  at  their  mercy.” 

The  adult  victims  of  family 
abuse  also  need  therapy  in  order 
to  break  the  “cycle  of  abuse”  they 
have  become  a part  of,  Drs. 
Resnick  and  Enzer  agree.  “It  is 
rare,  if  not  exceedingly  rare,  for 
such  abuse  to  stop  without 
professional  treatment,”  Dr.  Enzer 
says.  “Physicians  need  to  refer 
these  victims  and  their  families  to 
those  experienced  and  trained  in 
dealing  with  these  kinds  of 
problems.”  While  shelters  for 
battered  wives  and  support  groups 
may  provide  some  temporary 
assistance  in  a situation,  these  are 
not  long-term  solutions  to  the 
problem,  Dr.  Enzer  points  out. 

It  is  also  critical  that  help  be 
sought  for  the  abuser,  says  Dr. 
Brandt,  who  serves  as  medical 
director  at  Greene  Hall,  the  drug 
and  alcohol  abuse  treatment 
facility  at  Greene  Memorial 
Hospital  in  Xenia.  At  least  50% 
of  the  time,  he  says,  chemical 
dependency  and  domestic  violence 
are  interrelated.  “In  treating  the 
alcoholism,  he  says,  “we  often  see 
the  family  abuse  diminish  too.” 
Along  with  keeping  a good  list 
of  consults  and  other  professionals 
and  programs  for  referral, 
physicians  should  also  keep  at 
hand  the  numbers  of  local 
community  service  agencies,  police 
departments,  mental  health 
agencies  and  support  groups.  Once 
the  patient  has  opened  up  and 
revealed  the  true  facts  of  the 
situation,  both  will  feel  more 
comfortable  if  the  physician  can 
offer  as  much  guidance  and 
assistance  as  possible. 

“Offer  to  make  the  phone  call 
yourself,”  Dr.  Brandt  advises. 
“Encourage  the  patient  to  talk  to 
others  about  the  problem.  For  the 
most  part,  there  are  a lot  of 
sources  of  help  available.” 

Sticking  one’s  neck  out  and 


saying  all  of  the  right  things  does 
not  guarantee  that  the  patient  will 
follow  your  advice,  however,  Dr. 
Brandt  warns.  He  recalls  “making 
the  phone  call”  recently  for  a 
battered  wife;  who,  after  breaking 
down  and  explaining  the  situation, 
simply  walked  right  back  into  it. 

“I  think  the  biggest  stumbling 
block  for  her  was  that  she  knew 
she  was  going  to  have  to 
physically  remove  herself  and  her 
children  from  the  situation  — and 
she  just  wasn’t  ready  to  do  that,” 
Dr.  Brandt  explains. 

Even  more  discouraging  is  the 
victim  of  a public  crime  who,  once 
admitting  the  violent  act  has 
occurred,  fails  to  press  charges  or 
to  report  the  crime  to  the  proper 
authorities.  Dr.  Whitacre  recalls  a 
young  woman  brought  to  the 
emergency  room  who  was  the 
second  victim  of  a known  rapist  in 
the  community.  Yet  she  was  afraid 
to  press  charges. 

“I  try  not  to  make  a judgment 
as  to  whether  or  not  something  is 
right  or  wrong,”  Dr.  Whitacre 
says.  “Just  because  I feel  a patient 
should  press  charges  doesn’t  mean 
it’s  wrong  if  she  decides  not  to  do 
so.  You  have  to  do  what  you  feel 
you  can  live  with  — what  is  best 
for  you  to  do  at  the  time.  I can’t 
decide  something  like  that  for 
her.” 

Still,  she  adds,  physicians  can 
alert  the  police  and  others  in  the 
community  to  the  fact  that  the 
crime  has  taken  place  or  that  the 
situation  exists  in  the  home,  so 
that  these  other  professionals  will 
be  better  able  to  respond,  should 
another  emergency  occur. 

Maybe  the  next  time,  she’ll 
decide  to  report  the  incident,”  Dr. 
Whitacre  says.  “And  then  they’ll 
be  prepared  for  her.”  OSMA 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  well  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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The  Physician 
and  Violence 


Physicians  Liability  in 
Child  Abuse  Reporting  Cases 

By  Lawrence  Grey,  JD 


Ohio,  like  every  other  state,  has 
a statute  requiring  physicians  to 
report  cases  of  child  abuse.  Ohio’s 
statute,  Revised  Code  2151.421, 
was  enacted  in  1977  and  most 
physicians  are  aware  of  their 
obligations  under  it.  This  article 
will  briefly  review  the  statute,  the 
criminal  penalties  for  failure  to 
report,  and  the  immunity  granted 
when  making  such  a report.  The 
potential  civil  liability  for  failure 
to  report  will  be  discussed  more 
fully. 

The  Statute 

Who  Must  Report:  Ohio’s  law  is 
quite  comprehensive.  It  applies  to 
physicians,  residents,  interns  and 
hospital  administrators,  and  also 
specifically  includes  dentists, 
podiatrists,  limited  practitioners, 
RNs,  LPNs,  visiting  nurses, 
psychologists,  speech  pathologists, 
audiologists,  coroners,  and  the 
catch-all  “other  health  care 
professionals.”  The  statute  also 
applies  to  non-medical  persons 


including  attorneys,  social 
workers,  day  care  employees,  child 
care  agency  employees,  school 
teachers  and  school 
administrators.  It  even  includes 
faith  healers. 

Law  Applies  To:  The  statute 
covers  not  only  any  child  under 
the  age  of  18,  but  also  any 
physically  or  mentally  handicapped 
person  under  the  age  of  21. 

What  Must  Be  Reported:  The 

statute  requires  reporting  of  any 
wound  injury  disability,  “.  . . or 
condition  of  such  a nature  as  to 
reasonably  indicate  abuse  or 
neglect  of  the  child.” 

Reported  to  Whom:  The  report 
is  to  be  made  to  the  county 
welfare  department  or  county 
children’s  services  agency,  but  the 
report  may  be  made  to  any  police 
officer  or  deputy  sheriff.  A staff 
physician  at  a hospital  is  to  make 


his/her  report  to  the  hospital 
administrator  who  is  then  charged 
with  notifying  the  authorities. 

When  To  Report:  When  it 
appears  that  a report  is  to  be 
made,  the  law  requires  that  it  be 
done  “forthwith,”  which  is 
legalese  for  immediately.  The 
report  can  be  made  in  person  or 
by  phone,  and  if  receiving  agency 
requests,  should  be  followed  by  a 
written  report. 

The  Written  Report:  If  a written 
report  is  requested,  it  must  contain 
the  names  and  addresses  of  the 
child  and  his/her  parents  or 
custodian,  if  known.  It  must  also 
contain  the  age  of  the  child,  and 
the  nature  and  extent  of  injuries 
or  condition,  including  any 
evidence  of  past  abuse.  The  report 
should  also  contain  “any  other 
information  which  might  be 
helpful  in  establishing  the  cause  of 
the  injuries,  abuse,  or  neglect.” 
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Effect  of  Reporting:  The 

Children’s  Services  Agency  is 
required  to  investigate  the  report 
within  24  hours,  and  can  institute 
emergency  custody  proceedings. 
Even  if  abuse  or  neglect  is 
suspected,  the  child  is  to  remain 
with  the  parents  or  custodian, 
unless,  in  the  reporting  physician’s 
judgment,  immediate  removal  is 
necessary  to  protect  the  child.  In 
that  case  the  physician  should 
contact  a police  officer  or 
Children’s  Services  worker  who 
has  the  authority  to  remove  the 
child. 

One  final  point  about  the 
statute.  As  originally  enacted,  it 
contained  the  following  paragraph. 
“Nothing  in  this  section  shall  be 
construed  to  define  as  an  abused 
or  neglected  child  any  child  who 
is  under  spiritual  treatment 
through  prayer  in  accordance 
with  the  tenets  and  practice  of  a 
well-recognized  religion  in  lieu 
of  medical  treatment,  (and  no 
report  shall  be  required  as  to 
the  child.)” 

As  of  April  9,  1985,  the  statute 
was  amended  to  delete  the  last 
phrase  contained  within  the 
parenthesis  above.1  The  effect  of 
the  amendment  is  to  require  a 
report  where  a child  is  being 
denied  medical  treatment  because 
of  the  parents’  religious  beliefs. 
While  the  statute  may  exempt  the 
parents  from  being  penalized,  the 
state  may  intervene  on  behalf  of 
the  child  to  provide  necessary 
medical  care. 

Immunity  and  Confidentiality 

Any  person  reporting  child 
abuse  is  granted  broad  immunity. 
The  immunity  is  expressed  in 


absolute  language: 

“Anyone2  or  any  hospital, 
institution,  school,  health 
department,  or  agency 
participating  in  the  making  of 
the  reports,  or  anyone 
participating  in  a judicial 
proceeding  resulting  from  the 
reports,  shall  be  immune  from 
any  civil  or  criminal  liability 
that  might  otherwise  be  incurred 
or  imposed  as  a result  of  such 
actions.  ” 

Note  that  the  statute  says  the 
person  or  institution  “shall  be 
immune”  from  liability.  Compare 
this  with  the  language  of  the 
Florida  reporting  statute:  Fla. 

Stat.  828.041. 

“Anyone  participating  in  the 
making  of  a report  pursuant  to 
this  act  or  participating  in  a 
judicial  proceeding  resulting 
therefrom  shall  be  presumed  to 
be  acting  in  good  faith  and  in 
so  doing  be  immune  from  any 
liability,  civil  or  criminal,  that 
might  otherwise  be  incurred  or 
imposed  unless  the  person  acted 
in  bad  faith  or  with  malicious 
purpose.  ” 

The  Florida  statute  provides 
only  a qualified  privilege,  i.e.  the 
traditional  privilege  of  any  citizen 
to  report  a crime  and  be  protected 
even  if  wrong,  as  long  as  he  acts 
in  good  faith.  Ohio  has  followed 
this  rule.  For  example,  in  People 
v.  Berry  (1926),  21  Ohio  App. 

544,  a woman  was  held  not  liable 
for  mistakenly  reporting  to  the 
police  that  a neighborhood 
merchant  was  hauling  liquor. 
Because  the  language  in  R.C. 
2151.421  provides  absolute 
immunity,  a suit  against  a 
physician  arising  out  of  the  report 
of  child  abuse  would  probably  be 


dismissed  early  in  the  pre-trial 
stage.  Ohio’s  law  also  shields  the 
physician  from  any  liability  arising 
from  his/her  testifying  in  court 
about  a reported  case,  whether  or 
not  he/she  was  the  one  making 
the  report. 

Under  the  R.C.  4731.22  (B)  (4), 
a physician  must  keep  his/her 
professional  confidences,  but  a 
question  might  arise  as  to  who  is 
the  patient,  the  battered  child  or 
his/her  parent?  To  avoid  any 
problems  with  confidentiality  the 
child  abuse  reporting  statute 
states: 

“Notwithstanding  Section 
4731.22  of  the  Revised  Code, 
the  physician-patient  privilege 
shall  not  be  grounds  for 
excluding  evidence  regarding  a 
child's  injuries,  abuse,  or 
neglect,  or  the  cause  thereof  in 
any  judicial  proceeding  resulting 
from  a report  submitted 
pursuant  to  this  section.  ” 

The  report  itself  is  confidential. 
R.C.  2151.421  states: 

“Any  report  made  under  this 
section  is  confidential,  and  any 
person  who  permits  or 
encourages  the  unauthorized 
dissemination  of  its  contents  is 
guilty  of  a misdemeanor  of  the 
fourth  degree.  ” 

Criminal  Penalties 

The  criminal  penalties  for  a 
simple  failure  to  report  are  not 
severe;  it  is  a fourth  degree 
misdemeanor.  But  a physician  or 
other  person  who  fails  to  make  a 
report  might  also  be  charged 
under  R.C.  2919.22,  Endangering 
Children,  which  is  a first  degree 
misdemeanor.  A fourth  degree 
misdemeanor  is  punishable  by 
$250  and  30  days;  a first  degree 
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misdemeanor  by  $1000  and  six 
months.  Another  possible  sanction 
is  a proceeding  before  the  State 
Medical  Board,  under  R.C. 
4731.22(B)  (10).  A physician  may 
be  reprimanded  or  placed  on 
probation  or  his/her  license  may 
be  suspended  or  revoked  for 
“conviction  of  a misdemeanor 
committed  in  the  course  of  his/her 
practice.”  Conviction  for  failure 
to  report  would  open  a physician 
to  charges  before  the  State 
Medical  Board. 

Civil  Liabilities 

The  criminal  penalties  are  really 
minor  when  compared  with  the 
potential  civil  liability.  Simply  put: 
failure  to  diagnose  the  Battered 
Child  Syndrome  may  be 
malpractice.  Failure  to  report  it 
may  be  statutory  negligence. 

Malpractice:  Malpractice  is,  as 
most  physicians  know,  the  failure 
to  exercise  the  care  and  judgment 
that  an  ordinary  prudent  physician 
would  do  in  a similar  case.  Failure 
to  recognize  the  elements  of 
Battered  Child  Syndrome  and  to 
diagnose  it  is,  like  the  failure  to 
recognize  any  other  diagnosis, 
malpractice. 

The  term  Battered  Child 
Syndrome  was  coined  by  Dr.  C.H. 
Kempe  in  1962, 3 and  has  been 
held  to  be  an  accepted  medical 
diagnosis.4  In  some  states,  if  a 
battered  child  is  negligently 
returned  to  the  abusive  parents 
and  injured  by  them  again,  the 
doctor’s  failure  may  make  him/her 
liable  to  the  child  for  the  injuries 
the  child  subsequently  suffers. 

The  leading  case  in  this  area  is 
Landeros  v.  Flood.5  Landeros  was 
an  11 -month  infant  girl  whose 
mother  brought  her  to  a San  Jose, 


California  hospital  on  April  26, 
1971. 

“At  the  time,  plaintiff  was 
suffering  from  a comminuted 
spiral  fracture  of  the  right  tibia 
and  fibula,  which  gave  the 
appearance  of  having  been 
caused  by  a twisting  force. 
Plaintiff’s  mother  had  no 
explanation  for  this  injury. 
Plaintiff  also  had  bruises  over 
her  entire  back,  together  with 
superficial  abrasions  on  other 
parts  of  her  body.  In  addition 
she  had  a nondepressed  linear 
fracture  of  the  skull,  which  was 
then  in  the  process  of  healing. 
Plaintiff  demonstrated  fear  and 
apprehension  when  approached. 
Inasmuch  as  all  plaintiff’s 
injuries  gave  the  appearance  of 
having  been  intentionally 
inflicted  by  other  persons,  she 
exhibited  the  medical  condition 
known  as  the  battered  child 
syndrome.  ”6 

The  treating  physician  did  not 
report  these  injuries  nor  did  he 
order  X-rays  of  her  entire  skeletal 
structure  which  would  have  shown 
the  healing  skull  fracture.  Instead 
the  child  was  returned  to  her 
mother.  On  July  1,  1971,  the  child 
was  taken  to  another  hospital  and 
the  doctor  there  diagnosed  the 
Battered  Child  Syndrome  and 
reported  it  to  the  authorities.  The 
child  was  removed  from  her 
mother’s  home,  and  eventually 
adopted.  The  child  sued  Dr.  Flood 
and  the  San  Jose  hospital  for  the 
injuries  received  during  the  time 
she  was  returned,  i.e.  April  26 
through  July  1. 

The  case  was  dismissed  by  the 
trial  court  and  by  the  Court  of 
Appeals  on  the  grounds  that  it 


failed  to  state  a claim.  The 
California  Supreme  Court  reversed 
and  held  that  an  action  against  the 
doctor  and  the  hospital  for 
malpractice  for  failure  to  diagnose 
Battered  Child  Syndrome  could  be 
maintained.  The  court  also 
discussed  the  issue  of  intervening 
cause,  i.e.  the  idea  that  even 
though  the  physician  should  have 
diagnosed  the  Battered  Child 
Syndrome,  it  was  the  parents  who 
caused  the  later  injuries,  not  the 
physician.  The  California  court 
dismissed  this  argument  stating: 
“On  the  contrary,  it  appears 
from  the  professional  literature 
that  one  of  the  distinguishing 
characteristics  of  the  battered 
child  syndrome  is  that  the 
assault  on  the  victim  is  not  an 
isolated,  atypical  event  but  part 
of  an  environmental  mosaic  of 
repeated  beatings  and  abuse  that 
will  not  only  continue  but  will 
become  more  severe  unless  there 
is  appropriate  medicolegal 

intervention. 

*** 

Plaintiff  is  entitled  to  prove  by 
expert  testimony  that  defendants 
should  reasonably  have  foreseen 
that  her  caretakers  were  likely  to 
resume  their  physical  abuse  and 
inflict  further  injuries  on  her  if 
she  were  returned  directly  to 
their  custody.  ” 7 
Statutory  Negligence:  The  child 
abuse  reporting  statute  applies  not 
only  to  physicians  but  to  many 
other  persons,  and  therefore 
failure  to  report  can  be  ordinary 
statutory  negligence.  As  a general 
rule  where  a statute  imposes  a 
duty  for  the  protection  of  a 
certain  class  of  persons,  breach  of 
that  duty  is  ordinary  negligence. 
For  example,  automobile  drivers 
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are  required  to  yield  to 
pedestrians,  and  if  a driver  fails  to 
yield  he/she  is  guilty  of 
negligence.  Because  the  child- 
reporting statute  was  enacted  to 
protect  abused  children,  failure  to 
report  is  likewise  negligence.  The 
court  in  Landeros  allowed  the  suit 
against  the  physician  and  the 
hospital  on  a common  law  theory 
of  negligence.  Simply  put,  when 
the  law  requires  a person  to  report 
child  abuse,  the  ordinary, 
reasonable  person  would  report  it, 
and  failure  to  report  it  is  statutory 
negligence. 

I found  no  cases  in  Ohio  which 
have  cited  Landeros,  but  two  older 
cases  have  followed  the  same 
principle.  In  Jones  v.  Stanko, 
Admx.,  (1928),  118  Ohio  St.  147, 
a physician  was  held  liable  to  the 
widow  of  Stanko  who  contracted 
“black  smallpox”  while  nursing  a 
neighbor,  Thompson,  who  had 
that  disease.  A statute  in  force  at 
that  time,  §4427  of  General  Code, 
required  physicians  to  report  such 
contagious  diseases  to  the  Board 
of  Health.  Stanko  was  the  person 
who  was  entitled  to  be  protected 
by  the  reporting  law,  and  thus  the 
physician  was  liable  to  him  for  his 
negligent  failure  to  report. 

In  Deitsch  v.  Mayberry  (1942), 
70  O.App.  315,  it  was  held  to  be 
negligence  per  se  when  a physician 
failed  to  report,  as  required  by 
statute,  an  inflammation  in  a 
newborn  child’s  eyes. 

Commentary 

There  are  no  reported  cases  in 
Ohio  dealing  with  the  failure  to 
report  child  abuse,  neither  as 
malpractice  nor  as  statutory 
negligence.  I checked  with  a 
couple  of  Ohio  attorneys 
specializing  in  defending  suits 
against  physicians  and  with  three 
malpractice  carriers.  None  of  them 


were  aware  of  any  pending  cases. 
Nonetheless,  a caveat  is  in  order. 
Perhaps  a couple  of  caveats. 

The  first  caveat  is  obvious.  The 
potential  liability  in  a failure-to- 
report  case  is  enormous.  Many 
times  the  child’s  injuries  are 
permanent  and  disabling,  requiring 
extensive  and  expensive  medical 
treatment.  A jury,  regardless  of 
what  the  court  instructs  them  to 
do,  is  more  likely  to  feel 
sympathetic  toward  an  injured 
child  than  a negligent  doctor.  The 
Landeros  case,  cited  above,  was 
not  tried  on  remand  from  the 
Supreme  Court.  It  was  reported  to 
have  been  settled  for  $600,000. 8 In 
another  case  the  settlement  was 
reported  at  $1,000, 000. 9 

In  a New  York  case,  not 
involving  physicians,  a girl  who 
was  sexually  and  physically  abused 
while  in  foster  care  recovered 
$225,000  from  an  agency  whose 
social  worker  failed  to  report.10 

The  second  caveat  deals  with  the 
language  of  the  statute  which  is,  I 
believe,  overly  broad  and 
somewhat  ambiguous. 

As  noted,  the  Battered  Child 
Syndrome  is,  in  my  opinion,  a 
recognized  medical  diagnosis,  and 
in  a clear  case  one  would  hope 
that  a physician  would  report  it 
whether  required  to  or  not.  But  all 
cases  are  not  that  clear.  It  is  one 
of  the  elements  of  the  Battered 
Child  Syndrome  that  the  parents 
will  try  to  prevent  discovery.  They 
will  take  the  child  to  a different 
physician  for  each  injury,  and  give 
a false  history.  They  will  blame 
the  injury  on  an  accident  or  a 
sibling.11  Subperiosteal  hemotoma 
results  when  a child  is  violently 
shaken,  but  is  also  an  indication 
of  scurvy.12  Scurvy  might  be 
neglect  or  might  be  due  to  simple 
ignorance  or  the  parents’  own 
dietary  habits.  Multiple  fractures 


in  various  stages  of  healing  are  an 
indication  of  Battered  Child 
Syndrome,  but  is  also  an 
indication  of  osteogenisis 
imperfecta  tarda.13 

I could  recommend  that  in  light 
of  the  absolute  immunity  granted 
to  reporting  physicians,  that  the 
safest  procedure  would  be  to 
report  the  parents,  even  if  there  is 
only  the  slightest  evidence  of 
abuse  or  neglect.  However  by 
doing  so,  you  might  be  doing  your 
patients,  both  the  child  and  the 
parents,  a great  disservice.  Social 
service  agencies  are  notoriously 
middle  class.  In  the  200  or  so 
cases  I have  seen  in  my  court  of 
where  the  state  took  permanent 
custody  of  the  children,  every 
parent  was  indigent  and  had 
appointed  counsel.  Although  all 
the  literature  indicates  that  child 
abuse  is  not  limited  to  any  socio- 
economic class,  the  force  of  the 
law  seems  to  come  to  bear  only 
against  poor  families. 

I would  recommend  great  care 
by  physicians  treating  injured 
children.  Although  it  is  hard  to 
conceive  that  people  will 
deliberately  injure  a child,  it  does 
in  fact  happen  and  the  cautious 
physician  is  the  only  protection 
these  children  have.  On  the  other 
hand,  while  the  child’s  condition 
may  raise  suspicions,  the  counter 
indications  should  be  thoroughly 
considered  before  a report  is 
made.  Simply  put,  in  a suspected 
child  abuse  case,  as  in  every  other 
case,  there  is  no  substitute  for  an 
accurate  diagnosis.  0SMA 


Lawrence  Grey,  JD,  is  Judge  of  the 
Fourth  District  Court  of  Appeals, 
Athens  County,  Athens,  Ohio. 
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1.  Federal  Regulations  initially 
required  that  state  laws  on  child 
abuse  reporting  contain  an 
exemption  for  faith  healing.  Now 
the  feds  have  done  a complete 
180°  turn  and  prohibit  such  an 
exemption.  42  CFR 
1340.2(d)(3)(h) 

2.  While  the  statute  requires  the 
people  listed  to  report,  any  person 
can  report  child  abuse  and  be 
immune. 

3.  Battered  Child  Syndrome,  (1962), 
181.  J.A.M.A.  17,  Kempe, 
Silverman,  Steek,  Droegemuller, 
Silver. 


4.  People  v.  Jackson  (Calif.  1971), 
551  P.2d;  State  v.  Fredell  (1972 
N.C.),  195  S.E.2d  527;  State  v. 
Loss  (1973  Minn.),  204  N.W.2d 
404;  98  A.L.R.3d  306. 

5.  131  Cal.  Rept.  69;  551  P.2d  389 
(1976). 

6.  Id.  at  pg.  395. 

7.  Id.  at  pg.  395,  396. 

8.  Reporting  Child  Abuse,  A 
Review;  Sussman;  8 Fam.  Law. 
Quar.  245,  297  (1974) 

9.  The  Battered  Child  Syndrome, 
Ramsey  & Lawler;  1 Pepperdine 
L.R.  372,  374  (1982). 

10.  Doe  v.  N.Y.C.  Dept,  of  Social 


Services,  (1983),  709  F.2d  782. 
This  case  is  somewhat  different 
because  it  was  based  on  the 
failure  of  the  agency  to  act  after 
the  report  had  been  made. 

11.  Willful  Child  Abuse  & State 
Reporting  Statutes;  Daly,  23 
Univ.  of  Miami  L.R.  283,  (1969) 

12.  Grays  Attorneys  Textbook  of 
Medicine;  Vol.  4,  Sect.  129.  Sect. 
31  and  42,  13  ibid;  Vol.  1C,  Sect. 
17-82. 
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We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
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Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
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automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
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An  Important 
Question  for 
Ohio  Physicians. 


WHEN  YOU  HAVE 
A PROFESSIONAL 
LIABILITY  CLAIM, 

HOW  DOES 
YOUR  INSURANCE 
COMPANY  RESPOND? 

DOES  YOUR  M Use  the  most  highly-qualified,  eminent  defense 
COMPANY:  counsel  available  in  your  area? 

■ Have  a physician’s  consent  clause  for  claims  set- 
tlements? 

■ Make  it  a practice  never  to  surcharge  you  next 
year  for  this  year’s  claims? 

■ Have  a proven  track  record  of  skilled  claims 
handling? 

■ Have  a claims  review  committee  consisting  of 
doctors? 

Find  out  why  more  and  more  physicians  are  switching  to  PICO. 

Call  or  write  for  more  information;  or  contact  your  local  PICO  agency. 

iho 


IF  YOU  CAN 
ANSWER  YES 
TO  THESE 
QUESTIONS, 
YOUR  COMPANY 
IS  PROBABLY 
PICO! 
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Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 

(614)  864-7100  or  toll  free  in  Ohio,  1-800-282-7515. 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 
3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
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The  Physician 
and  Violence 


Cries  of  the  Children: 
Are  Physicians  Listening? 

By  Karen  S.  Edwards 


Juvenile  suicide  is  on  the  increase. 
Two  health  care  professionals 
examine  the  reasons  why  more  and 
more  young  people  are  taking  this 
tragic  step,  and  what  you  can  do  to 
help  prevent  it  from  happening  in 
your  practice. 


Self-murder. 

That  is  how  Terry  Becker-Fritz, 
MS,  the  Clinical  Director  of  the 
Mental  Health  Center  at  Marion 
General  Hospital,  describes  the 
phenomenon  that  is  claiming  the 
lives  of  a growing  number  of 
children  and  teenagers. 

“Sometimes,  if  you  put  the  idea 
of  suicide  in  that  perspective,  you 
can  put  the  person  back  into 
control,”  she  claims. 

But  there  are  many  juveniles 
who  never  gain  that  perspective. 


“They  see  suicide  as  a way  to 
escape  an  intolerable  situation  — 
one  which  involves  intense  pain. 
They  don’t  necessarily  want  to  die, 
but  they  think  they  have  to  in 
order  to  escape.  They  have  tunnel 
vision.  They  don’t  see  any  other 
options.” 

Becker-Fritz  was  one  of  the 
speakers  at  a recent 
Intraprofessional  Conference 
which  examined  “Children’s  Fears 
in  a Stressful  World,”  and,  in  a 
special  workshop,  the  despair  and 


consequences  of  juvenile  suicide. 
The  subject  is  one  that  is  gaining 
increasing  national  attention  as 
statistics  on  the  subject  continue 
to  rise. 

For  example,  says  Becker-Fritz, 
from  1960  to  1980,  the  number  of 
juvenile  suicides  in  this  country 
rose  300%  over  the  juvenile 
suicide  figure  from  all  previous 
years;  and  in  statistics  that  reflect 
only  half  that  period  — from  1970 
to  1980  — the  number  of  juvenile 
suicides  rose  200%. 
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“Suicide  is  not  demographic  — 
it  covers  all  races,  all  classes,  and 
both  genders.  It  is  a contagious 
behavior,  both  in  schools  and 
families,  and  you  can  usually 
count  on  a rash  of  suicides  to 
follow  the  first  death.” 

No  one  really  knows  why  more 
and  more  young  people  are 
turning  to  suicide  as  a solution, 
but  there  are  some  reasonable 
theories. 

“A  transient  society  may  be  one 
reason,”  offers  Becker-Fritz.  The 
constant  moving  about  from  place 
to  place  doesn’t  give  a young 
person  much  stability  — or  much 
opportunity  to  make  friends. 

“And  there  are  no  heroes  for 
kids,  anymore,”  she  says  — no 
role  models  for  them  to  emulate. 

The  present  economic  system, 
with  its  high  rate  of  adult 
unemployment,  provides  another 
discouraging  picture. 

“When  kids  see  their  parents 
laid  off  or  unemployed,  they 
wonder  what  kind  of  future  lies 
ahead  for  them,  and  the  prospect 
doesn’t  look  too  bright.” 

And  finally,  she  says,  it  must  be 
recognized  that  adolescence  is  a 
very  stressful  period,  that  children 
hurt  physically  and  emotionally. 
They  will  put  coping  mechanisms 
to  work  — often  negative  ones 
like  violence,  alcohol  and  drugs  — 
and  when  these  don’t  work,  there 
is  more  stress,  then  suicide,  as  a 
last  resort  coping  mechanism. 

“Suicide  is  a communication  of 
pain.  The  youngster  is  usually 
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Cries  of  the  Children 

continued 


feeling  hopeless,  helpless  and 
worthless  — as  if  he  were  all  by 
himself.” 

Three  factors  are  usually  present 
when  suicide  occurs,  says  Becker- 
Fritz.  First,  the  juvenile  sees  the 
problem  as  insurmountable;  he  or 
she  has  exhausted  every  resource, 
every  coping  skill  he  or  she  has, 
and  the  problem  is  still  there.  It 
won’t  go  away.  Second,  the  victim 
perceives  a family  and/or  social 
network  breakdown  — he  or  she 
is  all  alone  in  this  battle,  with  no 
one  out  there  to  help.  Finally, 
they  see  no  other  solution  to  the 
problem  — the  tunnel  vision  is  in 
place,  and  suicide  looks  like  the 
only  answer. 

Taking  the  time  to  assess  these 


individuals  is  important,  says 
Becker-Fritz,  “as  not  all  depressed 
people  are  suicidal.” 

“In  the  interview,  watch  the 
youngster’s  body  language,”  she 
says.  Crossed  arms  and  a 
youngster  who  is  constantly 
watching  the  clock  are  signs  that 
you  may  have  trouble. 

“Encourage  the  person  to  talk 
— to  vent  his  feelings  — by  the 
types  of  questions  you  use.  For 
example,  ask  if  he  has  any  current 
plans  for  suicide,  and,  if  so,  what 
he  intends  to  do,  when,  how,  and 
in  what  time-frame?” 

Listen  actively  to  his  responses. 
“How  specific  are  the  details?  Is 
the  method  lethal?  Would  rescue 
be  in  sight  at  the  time  of 


Cries  for  Help 

Listed  below  are  some  warning 
symptoms  signaling  a potentially 
suicidal  youngster.  Keep  these  in 
mind  as  you  see  youngsters  in 
your  own  practice.  If  you  observe 
any  of  these  symptoms,  ask  some 
pointed  questions,  and  intervene 
where  appropriate.  It  may  be  their 
life  you  save. 

1.  Be  aware  of  any  suicidal 
situation  or  losses.  Has  the  person 
recently  lost: 

— a “significant  other”  person  in 
his  or  her  life 

— self  esteem 

— a job 

— status 

— a pet 

2.  Is  there  depression?  It  may  be 
marked  by  the  following: 

— changes  in  eating  and  sleeping 
habits 

— no  energy 

— problems  concentrating 

— appears  preoccupied 


— drop  in  grades  or  work 
performance 

— neglected  personal  appearance 

— truancy  or  poor  work 
attendance 

— apathy  or  withdrawal 

— increase  in  drug/alcohol  use 

— sad  appearance 

— increase  in  promiscuity  for  teens 

3.  Are  they  giving  you  any 
verbal  signals,  either  blatant  or 
coded? 

4.  There  may  be  clues  in  their 
behavior.  Look  for: 

— a previous  suicide  attempt 

— the  giving  away  of  any  prized 
possessions 

— withdrawal  from  activities 

— writing  about  suicide 

— any  pictures  or  artwork 
depicting  death 

— an  accident  prone  youngster 

— crying 

— quick  recovery  from  depression 

— vague,  somatic  complaints 

— listening  to  music  on  death 


attempt?” 

The  answers  to  these  questions 
will  cue  you  in  as  to  what  type  of 
suicide  personality  you  are  dealing 
with. 

“The  Type  I personalities  aren’t 
really  interested  in  making  a lethal 
attempt  on  their  lives.  Instead, 
they  are  using  suicide  as  a 
manipulative,  attention-getting 
device,”  Becker-Fritz  explains. 

Their  threats  will  generally  be 
vague,  and  any  attempt  they  may 
make  on  their  lives  is  usually  by 
some  method  that  entails  no  real 
physical  harm. 

“Their  attempts  are  always  in 
front  of  someone,”  says  Becker- 
Fritz,  so  rescue  is  readily  at  hand. 

“However,  if  there  is  no 
intervention  at  this  stage,  there  is 
a good  chance  that  you’ll  see  these 
people  again  — and  next  time, 
their  attempt  may  be  more 
serious.” 

The  Type  II  personality,  she 
continues,  has  his  or  her  method 
more  defined.  They  have  thought 
their  attempt  through,  and  are 
therefore  more  dangerous;  but 
generally,  the  method  they  choose 
to  end  their  life  is  not  necessarily 
lethal. 

“These  personalities  are 
ambivalent  about  life.  They  can’t 
decide  whether  or  not  they  want 
to  die,”  says  Becker-Fritz. 

Often  the  method  they  choose 
may  not  be  one  that  can  actually 
harm  them,  but  sometimes  fatality 
occurs  because  of  some  other 
reason  they  may  not  have 
considered. 

Becker-Fritz  cited  as  example  a 
young  girl  who  died  from  an 
overdose  of  drugs.  That  method 
of  suicide  is  not  necessarily  lethal, 
she  explains,  if  the  victim  can  be 
reached  in  time  (though  rescue  is 
generally  more  precarious  with 
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Type  II  personalities  than  it  is 
with  Type  I). 

Still,  this  particular  girl  had  not 
taken  enough  drugs  to  kill  her  — 
it  was  the  type  of  drugs  she  took 
that  had  caused  morbidity.  They 
had  reacted  adversely  when  put 
together,  and  that  had  caused  her 
death. 

“Miscalculation  is  sometimes 
the  biggest  reason  for  fatalities  in 
this  type  of  personality,”  says 
Becker-Fritz. 

As  in  Type  I personality, 
intervention  is  necessary  to  ward 
off  severe  attempts. 

The  Type  III  suicidal  personality 
is  the  most  dangerous. 

“This  is  a very  lethal  person  — 
you  can’t  let  them  out  of  your 
sight,”  Becker-Fritz  says.  These 
individuals  usually  choose  guns, 
hanging,  carbon  monoxide 
poisoning,  combining  an  overdose 
of  drugs  and  alcohol,  or  car 
accidents  as  the  methods  by  which 
they  choose  to  end  their  lives. 

“If  they  have  a chance  to  use 
any  of  these  methods,  they  will  die 
shortly,  and  they  know  that.  These 
people  really  want  to  die;  they 
have  no  wish  to  be  saved.” 

If,  by  accident,  they  somehow 
manage  to  live  through  their 
attempt,  they  will  complete  the  job 
the  second  time  if  no  one 
intervenes. 

But  intervention  is  not  always 
easy. 

“The  person  most  difficult  to 
deal  with  is  the  person  who  hates 
my  guts,”  admits  James 
Christopher,  MD,  the  Medical 
Director  of  the  Children’s  Mental 
Health  Center  in  Columbus,  who 
also  spoke  at  the  Intraprofessional 
Seminar. 

He  notes  that  anger  is  common 
to  the  person  who  attempts  suicide 
and  fails,  and  he  or  she  will  often 
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Cries  of  the  Children 

continued 


Unanswered  Cries 

In  1983,  Ohio  listed  1,305  deaths  caused  by  suicide  or  self-inflicted  injury. 
Of  these,  92  were  children  between  the  ages  of  10-19.  Here  is  how  the  break- 
down went: 


Poisoning  by:  Ages  10-14  Ages  15-19 

Solid  or  Liquid  substance 2 4 

Other  Gases 7 

Injury  by: 

Hanging,  Strangulation  and  Suffocation 5 17 

Firearms  and  Explosives 4 49 

Jumping  from  High  Places 1 

Other  and  Unspecified  Means 3 


take  it  out  on  the  intervening 
professional. 

“It  may  be  stressful  to  the 
interviewer,  but  you  can’t  fight 
fire  with  fire.  You  can’t  say  to  the 
patient,  ‘I  don’t  believe  you’ll  do 
it.’  ” Nor  can  you  make  the 
mistake  of  believing  everyone 
wants  to  live  — “they  don’t,”  he 
says. 

The  worst  thing  you  can  do  is 
to  keep  this  matter  confidential, 

Dr.  Christopher  says. 

“You  can’t  keep  this 
information  to  yourself.  You  have 
to  get  whatever  help  is  necessary,” 
he  says,  and  that  often  means 
bringing  the  family  into  the 
picture. 

“Look  at  the  support  system 
this  individual  has  at  home,  at 
school,  among  his  peers,”  agrees 
Becker-Fritz. 

Is  the  home  stable?  Are  others 
willing  to  get  involved?  These  are 
questions  which  need  to  be 
answered  before  you  can  end  the 
interview,  she  says. 

She  also  suggests  you  find  out 
what  the  individual’s  previous 
coping  behavior  has  been;  his  or 
her  mental  health  (“Is  it 
delusional?  Is  it  oriented  to 
reality?”);  his  or  her  alcohol/drug 
pattern;  sense  of  anger  (“Is  he 
using  suicide  to  get  even?”);  and 
the  youngster’s  perception  of 
death.  “Does  he  know  what  he’s 
leaving,  and  what  he’s  going  to?” 

She  says  very  young  children 
don’t  understand  that  there  is  no 
coming  back  from  death. 

“They’ll  talk  about  coming  back 
to  school  after  their  suicide  to  see 
their  friend’s  reaction  — without 
realizing  that’s  something  they  just 
can’t  do.” 

Children  think  of  suicide  as 
reversible,  agrees  Dr.  Christopher. 
Once  they  learn  it  is  not,  most 
young  children  are  reluctant  to 


leave  their  life  unless  it  is  to  join 
an  “important  other,”  such  as  a 
parent  or  grandparent  of  whom 
they  may  have  been  especially 
fond. 

“However,  this  is  unlike  the 
adolescent  who  wishes  to  be 
separate  from  others,  including 
friends  and  families.” 

That’s  why  — at  the  very 
minimum,  he  suggests  that  a 
suicide  contract  be  drawn  up  with 
the  youngster,  in  which  he  or  she 
agrees  — in  writing  — not  to  hurt 
him/herself  until  they  have  talked 
to  someone  first. 

“I  tell  them  I want  to  make 
sure  they’re  safe  — they  have  to 
guarantee  to  me  that  they  won’t 
harm  themselves  until  they’ve 
talked  to  me  first,”  says  Dr. 
Christopher. 

Both  he  and  Becker-Fritz  say 
these  contracts  have  been  generally 
successful  — “but  be  sure  to  let 
the  family  know  of  these 
contracts,”  warns  Dr. 

Christopher. 

“I  know  of  one  patient  whose 
mother  found  her  son’s  suicide 
contract  in  the  pocket  of  his  pants 
one  washday.  She  had  no  idea  he 
wanted  to  commit  suicide,  and 
needless  to  say,  it  was  quite  a 


shock,”  he  relates. 

But  the  parent’s  lack  of 
knowledge  of  her  son’s  suicide 
wish  is  not  uncommon,  says 
Becker-Fritz. 

“Parents  may  not  know  as 
much  about  their  kids  as  friends, 
or  even  school  personnel  do.” 

That’s  one  reason  for  the  family 
involvement,  says  Dr.  Christopher. 

“If  the  parents  aren’t  willing  to 
get  involved,  to  take  care  of  the 
child,  then  you  are  obliged,  by 
law,  to  call  children’s  services, 
since  this  constitutes  neglect,”  he 
says. 

If  no  one  else  comes  forward  to 
watch  over  the  child,  “then  take 
them  to  the  hospital,”  he  advises. 

Usually,  however,  he  finds 
someone  — a family  member,  or 
close  friend  (adult),  who  is  willing 
to  keep  an  eye  on  the  suicidal 
youngster. 

“When  you  find  someone,  enter 
into  a contract  with  them,  too,” 
he  suggests. 

The  contract  can  stipulate  that 
the  person  will  make  sure  the 
youngster  keeps  his/her 
appointments,  and  that  he  or  she 
will  report  any  suspicious  behavior 
the  youth  may  be  demonstrating. 

But  both  professionals  stress 
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that  contracts  work  only  with 
Type  I and  II  personalities. 

“You  don’t  let  a Type  III  go  to 
the  bathroom  without  an  escort,” 
says  Dr.  Christopher,  bringing 
home  again  how  seriously 
dangerous  this  type  of  suicidal 
personality  is. 

“They  are  determined  to  kill 
themselves.  Don’t  even  try  to 
transport  these  youngsters  in  a car 
by  yourself,  because  it  is  too  easy 
for  them  to  get  out,”  he  says. 

Generally,  these  people  have  to 
be  hospitalized,  but  Dr. 
Christopher  and  Becker-Fritz  urge 
that  the  physician  or  interviewer 
build  up  a network  of  support 


“When  working 
with  any  type  of 
suicidal 

personality,  you 
should  be  honest 
with  your  feelings. 
Admit  to  them  that 
you  care  about 
them.” 

with  the  Type  I and  Type  II 
personalities  so  that  they  do  not 
have  to  be  hospitalized. 

“When  working  with  any  type 
of  suicidal  personality,  you  should 
be  honest  with  your  feelings. 
Admit  to  them  that  you  care 
about  them  and  what  happens  to 
them,”  says  Dr.  Christopher. 

Sometimes,  the  simple 
expression  of  those  feelings  can 
make  all  the  difference  in  the 
suicidal  youngster’s  world.  OSMA 


Karen  S.  Edwards  is  Executive  Editor 
of  the  Ohio  State  Medical  Journal. 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1.  PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 


Address- 


City 


Zip 


Telephone  ( 
Specialty 


LOCAL  REPRESENTATIVES: 

BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 

Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  441 13 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  44116 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-821 1 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371  1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


PIE  MUTUAL  INSURANCE  COMPANY 


100  Erieview  Plaza 


Cleveland,  OH  44114 
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Frederick  S.  Donaldson, 
Lakewood 
Atef  A.  Eltomey 
Avroy  A.  Fanaroff 
Douglas  J.  Floccare 
Romeo  J.  Garcia 
Robert  L.  Gerding 
Boris  Gliner 
Douglas  W.  Goodwin 
Ann  Y.  Govier 
Gerald  E.  Grossman 
Helen  Marie  Hricko  Haney 
Peter  M.  Haney 
S.  Hodder 
Jeffrey  C.  Hutzler 
Nathaniel  L.  Karlins 
Charles  G.  Kenaga 
Leonard  P.  Krajewski 
Michael  A.  Laluk 
Rosemary  A.  Leeming 
Fred  Lucas 
Arshad  Majid 
Nicholas  Nillo 
Donald  G.  Norris 


Peter  Paladin 
Michael  G.  Parker 
Roy  R.  Pazmino 
Charles  A.  Peck 
Patricia  E.  Radigan 
Rangasamy  Ramachandran 
Ellen  S.  Rome 
Jonathan  Rosenthal 
Robert  E.  Rzewnicki 
Dhun  N.  Sethna 
John  P.  Sheehan 
Kirk  Shepard 
San-Ging  Shu 
Leonard  Singer 
Ronald  A.  Siwik 
John  P.  Spirnak 
Sushama  S.  Srivastava 
Hildama  K.  Thorisdottir, 
Sagamore  Hill 
Sheila  Town 

Floyd  Trillis,  Shaker  Heights 
Ismail  Wadiwala 
Suzanne  Wagner 
Steven  R.  Weasen 
Richard  F.  Weinberger 
Madelyn  R.  Weiss 
Herbert  P.  Wiedemann 

ERIE 

C.E.  Everhart,  Sandusky 

FRANKLIN 

(Columbus,  unless  noted) 

David  S.  Alavi 
Debra  L.  Barden 
Charles  D.  Baughman 
Bonnie  Bayne 
David  L.  Chengelis 
Christophe  M.  Degroot 
Roger  G.  Fennell 
Michael  S.  Fishman 
Joseph  Flood 
Monica  A.  Flynn 
L.  Arick  Forrest,  Dublin 
John  E.  Frank 
Thomas  D.  Green 
Robert  A.  Greene 
David  G.  Haddock 
Brenda  P.  Jacobs 
Julia  J.  Kelly 
Karamjit  S.  Khanduja 
David  S.  Knechtges,  II 
Fred  M.  Kohn 
J.  Michael  Komer 


Robert  B.  Leb 
Jeffrey  C.  Lee 
Joyce  A.  McCaughan, 
Worthington 
Charles  A.  Milem 
Diane  K.  Moreno 
Beryl  M.  Oser,  Jr. 

Jean  R.  Paquelet 
David  John  Paul 
Celeste  M.  Sinton,  Powell 
Carolyn  M.  Smith 
Mary  A.  Sollinger 
John  P.  Sotos 
Richard  A.  Spech 
Robert  G.  Zimmerman, 
Worthington 

HAMILTON 
(Cincinnati  unless  noted) 
Frederick  M.  Briccetti 
Eugene  J.  Burchell,  Jr., 

Erlanger 

Frances  A.  Derook 
Rosa  Gutierrez,  Erlanger 
David  J.  Harper 
James  M.  Hochwalt 
James  M.  Huey 
Ralph  Huller,  Erlanger 
Vasilios  A.  Karagounis 
Mary  A.  Lee,  Goshen 
Roy  J.  Moser,  Erlanger 
Maurice  Mueller,  Covington 
P.  Andrew  Pearson 
Ronald  P.  Pelletier 
Geoff  Pornoy 

Alvin  D.  Poweleit,  Covington 
Thomas  Weldon,  Covington 
Lisa  C.  Wright 
Tanya  D.  Zangaglia 

HANCOCK 

Chiranji  L.  Agrawal,  Findlay 
KNOX 

Sylvi  K.  Koso,  Mt.  Vernon 


LAKE 

Scott  Nelson,  Mentor 
David  F.  Perse,  Cleveland 
Patrick  Quinn,  Akron 
Lawrence  H.  Wilson,  Painesville 
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New  Members 

continued 

LORAIN 

David  Lee  Gaston,  Lorain 
Rogener  B.  Lacerna,  Lorain 

MAHONING 

Stephen  A.  Bozek,  Poland 
Santo  Diaz,  Austintown 

MARION 

Syed  A.  Bukhari,  Marion 
Joseph  J.  Rizzo,  Marion 

MERCER 

Yvonne  F.  Van  Loon,  Celina 
MIAMI 

Richard  John  Lanham,  Troy 

MONTGOMERY 
(Dayton  unless  noted) 

Marie  R.  Beltran,  Centerville 
Thomas  J.  Carmody 
Nicholas  P.  Christoff 
Ravi  Devara,  Englewood 
Mark  D.  Fetter 
John  B.  Garvey,  Miamisburg 
Richard  Hildebrandt 
Stephen  T.  Mathai 
Bangalore  Ramesh,  Springboro 

PERRY 

William  D.  Fiorini,  Somerset 
PORTAGE 

Konstantin  Avradopoulos,  Kent 
Eric  A.  Buehler,  Aurora 
Napoleon  Burt,  Rootstown 
Matthew  S.  Chung,  Akron 
Christine  T.  Cigolle,  Uniontown 
James  P.  D’Apolito, 

Youngstown 

Vida  R.  Kasuba,  Ravenna 
Victor  Laus,  Canton 
Michael  W.  Lee,  Kent 
Edward  F.  Lynch,  Youngstown 
Michael  J.  Malnofski,  Akron 
Jeffrey  A.  Marsh,  North  Canton 
Rosemary  H.  Park,  Barberton 
Ronald  A.  Rhodes,  Youngstown 
Fausto  A.  Sicard,  Hartsville 
Rosa  M.  Sofranik,  Youngstown 
Thomas  J.  Svete,  Chardon 
Patrick  E.  Sziraky,  Maradore 
Paul  M.  Tender,  Lorain 
Charlotte  B.  Wagamon, 

Andover 


Walter  J.  Whang,  Brimfield 
Abby  S.  Wolfson,  Akron 
Colene  Y.  Zarlingo,  Canfield 

SANDUSKY 

Richard  J.  Hendershot,  Fremont 
SCIOTO 

Steven  J.  Saul,  Portsmouth 
SHELBY 

Nicanor  Payawal,  Sidney 
SUMMIT 

Andrew  D.  Eddy,  Akron 
Christophe  E.  Hines 
Richard  M.  Kramer 
Jessop  McDonnell 
Kamel  F.  Muakkassa 


Joel  D.  Nelson 
Thomas  F.  Ruzicz 
Thomas  J.  Tsai 
Joseph  F.  Zebari 

TRUMBULL 

Leonard  H.  Kanterman,  Warren 
Arnaldo  Olcese,  Warren 
Don  M.  Rubino,  Cortland 


WILLIAMS 

Anano  M.  Manohar,  Coldwater 


The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact: 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


UNION 

Mary  Pederson,  Plain  City 
WARREN 

Merrill  J.  Shidler,  Dayton 
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Ask  the  Ombudsman 


Q.  There  has  been  some 
confusion  as  to  the  exact 
requirements  for  medical  license 
recertification  for  continuing 
medical  education  (CME). 
Originally,  it  was  for  a three-year 
period  and  the  requirements  were 
for  60  Category  I points,  and  a 
total  of  150,  the  rest  being  in 
Category  II.  It  is  my 
understanding  that  now,  for  the 
two  years,  it  is  necessary  to  have 
40  CME  points  in  Category  I,  and 
the  rest  of  the  100  points  in 
Category  II.  Will  you  please 
clarify  this? 

Physician 

Columbus 


A.  Physicians  are  required  to 
obtain  a total  of  100  hours  CME 
every  two  years  — 40  hours  of 
which  must  be  Category  I.  The 
remaining  60  hours  may  be  either 
Category  I or  II.  At  the  time  of 
licensure  renewal,  physicians  must 
certify  that  the  total  100  hours 
CME  have  been  accomplished  in 
the  year  1985-86. 

Q.  I joined  the  Blue  Shield 
“Advance  Plan”  and  was  assured 
that  all  patient  benefit  checks 
would  be  sent  directly  to  me. 
Recently,  an  account  check  was 
sent  by  Blue  Shield  directly  to  my 
patient,  who  refuses  to  pay  me. 


Blue  Shield  informed  me  that  the 
check  could  not  be  reissued  until 
the  patient  makes  a refund.  Can 
you  help? 

MD 

Southern  Ohio 

A.  No  problem.  We  contacted 
Neal  McCue  of  Blue  Shield, 
explained  the  problem,  and  you 
now  have  the  check  to  which  you 
are  entitled  — with  an  apology  for 
your  inconvenience. 

Address  any  inquiries  you  may 
have  to:  OSMA  Ombudsman,  600 
South  High  Street,  Columbus, 
Ohio  43215. 


Dx:  1 recurrent 

\CTUi  K*  H ^ K*'**^?*^u'  * **** 

EAST  HIGH  ST 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRpecin-L® 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 
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Obituaries 


J.  PATRICK  DUFFY,  MD, 

Cleveland;  Indiana  University  School 
of  Medicine,  Indianapolis,  Indiana, 
1944;  age  64;  died  April  5,  1985; 
member  OSMA  and  AMA. 


HELEN  MABON  HIESTAND, 

MD,  Cincinnati;  University  of 
Cincinnati  College  of  Medicine,  1932; 
age  79;  died  February  20,  1985; 
member  OSMA  and  AMA. 


HAROLD  L.  HOFFMAN,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1924;  age  85; 
died  April  14,  1985;  member  OSMA 
and  AMA. 


ASHER  RANDELL,  MD, 

Youngstown;  Jefferson  Medical 
College  of  Thomas  Jefferson 
University,  Philadelphia, 

Pennsylvania,  1935;  age  73;  died 
February  2,  1985;  member  OSMA  and 
AMA. 

CHARLES  R.  TITTLE,  JR.,  MD, 

Atoscondero,  California;  University  of 
Pennsylvania  School  of  Medicine, 
Philadelphia,  Pennsylvania,  1938;  age 
72;  died  February  7,  1985;  member 
OSMA  and  AMA. 

JOHN  L.  TOTH,  MD,  Cleveland; 
Orvosi  Fakultas  Pecsi 
Tudomanyeguetem,  Pecs,  Hungary, 
1942;  died  April  26,  1985;  member 
OSMA  and  AMA. 


CARDIOVASCULAR 
SURGICAL  HOUSE 
PHYSICIAN 


Saint  Vincent  Charity  Hospital 
and  Health  Center  is  seeking  a 
Licensed  Physician  with  surgical 
background  to  work  with  one  of 
the  most  active  Cardiovascular 
and  Thoracic  Surgery  Programs 
in  Ohio.  Serving  the  Cleveland 
metropolitan  area,  our  492-bed 
general  surgical,  acute  care 
teaching  facility  offers  the  finest 
in  modern  state-of-the-art  health 
care. 

As  a member  of  our  highly  skilled 
team  of  professionals,  this  posi- 
tion offers  an  outstanding  salary 
and  excellent  opportunity  for  per- 
sonal and  professional  growth. 

Please  respond  with  curriculum 
vitae  to: 

Thomas  P.  O’Neal 

Senior  Vice  President,  Operations 


Saint  Vincent 

Charity  Hospital 

& Health  Center 

2351  E.  22nd  Street 
Cleveland,  OH  44115 

-An  Equal  Opportunity  Employer  M/F/H 


Saint  Anthony  Medical  Center 

Presents 


The  Fifteenth  Annual 
Peripheral  Vascular  Disease 
Symposium 


// 


CRITICAL  ISSUES  & CONTROVERSIES  IN  VASCULAR  SURGERY 


ff 


The  Hyatt  on  Capitol  Square,  Columbus,  Ohio 
September  11 , 12, 13  & 14, 1985 

Co-chaired  by  William  E.  Evans,  M.D.  and  Blair  D.  Vermilion,  M.D.,  this  symposium 
encourages  the  team  aspect  of  caring  for  peripheral  vascular  patients.  The  format  is  unique 
as  it  offers  three  concurrent  programs  for  physicians,  nurses  and  technologists.  All 
aspects  of  the  pathophysiology,  diagnosis,  care  and  treatment  of  peripheral  vascular 
disease  will  be  covered — from  the  basics  to  more  advanced  techniques. 


For  further  details,  contact  Shelly  Hershberger,  Symposium  Secretary,  at  (614)  251-3680  or  write  to 
Saint  Anthony  Medical  Center,  Suite  1100, 1492  East  Broad  Street,  Columbus,  Ohio  43205. 
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The  Ohio  State  Medical  Journal 


Essay 


The  Greeks  Had  A Story  For  It 


By  Ralph  I.  Fried,  MD 


Physician-authors,  in  their  zeal 
to  be  scientifically  accurate  when 
preparing  a paper  for  publication 
in  a scientific  journal,  employ 
masses  of  tables,  charts, 
acronyms,  abbreviations  and  other 
literary  tools.  The  result  is  often  a 
style  that  is  tedious,  banal,  stilted, 
unimaginative  and  devoid  of  color 
— essays  that  may  stifle  the 
interest  of  the  reader.  But  it  really 
doesn’t  have  to  be  that  way. 

There  are  notable  exceptions, 
suggesting  that  some  medical 
writers  have  enjoyed  an  education 
that  included  a deep  exposure  to 
humanities  and  classics. 

A case  in  point  is  the  Caduceus, 
the  ancient  and  prototypical 
symbol  of  the  healing  profession. 

It  has  been  pre-empted  by  many 
fringe  services  of  the  healing  art, 
and  this  has  caused  Dr.  Alex 
Comfort  to  write  a letter  to  the 
New  England  Journal  of  Medicine. 

Dr.  Comfort  writes,  “Wherever 
I turn  I see  medical  offices, 
hospitals  and  paramedic 
ambulances  decorated  with  a 
winged  staff  and  two  serpents. 

This  emblem  was  the  property  of 
Hermes,  the  messenger  of  Zeus.  It 
is  therefore,  appropriate  for  use 
by  mail  carriers  etc.  Since  Hermes 
was  also  the  patron  of  scams  and 
tricksters,  it  might  well  be  an 


appropriate  emblem  for  quacks. 
The  emblem  of  Hippocratic 
medicine  is  a staff  and  a snake, 
but  a plain  staff  and  a single 
snake.”  The  sardonic  wit  of  Dr. 
Comfort  bears  an  occult  and 
serious  message. 


“I  see  medical 
offices  decorated 
with  a winged  stafff 
and  two  serpents 
. . . (yet)  the 
emblem  of 
medicine  is  a plain 
staff  and  a single 
snake.’’ 


Sigmund  Freud  was  a student  of 
the  culture  and  history  of  the 
Greeks,  the  Romans  and  the 
Egyptians.  He  also  read  William 
Shakespeare  for  the  insights  the 
Bard  provided  into  human 
behavior.  This  knowledge  served 
him  well.  Freud  used  the  classic 
Greek  drama  of  Oedipus  Rex  to 
explain  his  theory  of  the  intra- 
familial  rivalry  of  father  and  son 


for  the  favors  of  the  wife-mother. 

The  plot  of  Sophocles’  play 
relates  that  when  Oedipus  reaches 
young  manhood  he  will  slay  his 
father  and  marry  his  mother.  To 
preclude  this  horrible  prophecy, 
the  feet  of  the  infant  Oedipus  are 
bound  and  he  is  left  to  perish  on  a 
mountainside.  (The  feet  became 
swollen;  the  word  oedema  is 
derived  from  this  event.)  The 
infant  is  rescued  by  shepherds  and 
goes  on  to  fulfill  his  destiny,  as 
foretold  by  the  oracle. 

This  ancient  Greek  story 
precisely  outlines  the  drama  of  the 
nuclear  family,  in  which  the  male 
child  romanticizes  his  feeling 
toward  his  mother  and  feels 
hostile  to  his  father  — the  rival 
for  the  affections  of  the  mother. 

It  is  not  difficult  to  visualize  that 
the  use  of  this  legend  aided  the 
founder  of  psychoanalysis  to 
project  his  ideas. 

Sir  William  Osier,  master 
physician,  teacher  and  author, 
described  systemic  scleroderma  by 
employing  the  story  of  Tithoneus, 
a figure  in  Greek  mythology. 
Tithoneus  was  the  beloved  of 
Aurora  (Eos),  Goddess  of  the 
Dawn.  Aurora  petitioned  Zeus  to 
make  Tithoneus  immortal,  but  in 
doing  so,  she  neglected  to  also  ask 
for  eternal  youth  for  him. 
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The  Most  Unique  Lakefront  Condominium  on  Catawba  Island 


The  magnificent  Cape  Cod  seaside  architecture  features  a striking  collec- 
tion of  individual  unit  designs,  combining  the  unmistakable  quality  of 
wood  siding  with  a wood  shake  shingle  roof  — All  with  a view  of  Lake 
Erie.  Each  condominium  home  features  hand-crafted  naturally  finished 
wood  work,  wood  burning  fireplace  and  2Vi  baths.  All  master  bedroom 
suites  have  private  elevated  deck,  cathedral  ceiling,  walk-in  closet,  and 
full  bath.  There  is  plenty  of  additional  storage  with  full  basements  in  each 
unit  with  optional  third  bedroom.  Units  available  for  immediate  occupancy 
OR  reserve  a new  lakeside  unit  now  for  occupancy  summer  of  ’85. 


DESIGNED,  CONSTRUCTED  AND  MARKETED  BY 


Newhowne 


Catawaba:  (419)  797-6043 
Columbus:  (61 4)  766-5501 

The  Newtowne  Group,  Inc. 

5890  Sawmill  Road,  Columbus  43017 

Please  tell  me  more  about  Catawba  Shores  at  pre-construction,  under 
construction,  and  finished  prices. 

Name Phone(  ) 


Furnished  model  open  daily 
1 -6  p.m.  at  GEM  BEACH. 


Address . 


City/State/Zip . 


Actual  photographs  of  the  community. 


The  Greeks  Had  a Story 

continued 


Tithoneus  lived  on  and  on,  but 
his  physique  grew  more  fragile  and 
withered.  Finally,  in  desperation, 
he  asked  Zeus  to  release  him,  and 
he  was  metamorphosed  into  a 
grasshopper.  Using  this  story  as  a 
metaphor,  Osier  wrote  in  1898  his 
classic  description  of  systemic 
scleroderma. 

“In  its  more  aggravated  form, 
diffuse  scleroderma  is  one  of  the 
most  terrible  of  human  ills.  Like 
Tithoneus,  to  wither  slowly  and 
like  him  to  be  beaten  down  and 
marred  and  wasted  until  one  is  a 
mummy,  encased  in  an  ever 
shrinking  and  slowly  contracting 
skin  of  steel.  It  is  a fate  not 
pictured  in  any  tragedy,  ancient  or 
modern.” 

This  eloquent  use  of  words 
builds  an  unforgettable  description 
of  this  illness,  and  for 
pediatricians,  we  might  add  that 
the  same  words  can  describe 
progeria. 

Gene  M.  Shearer,  PhD,  of  the 
National  Cancer  Institute,  has  also 
written  a letter  to  the  New 
England  Journal  of  Medicine 
concerning  infantile  AIDS. 
Shearer’s  first  postulate  is  that 
AIDS  is  transmitted  by  an 
infectious  agent  that  readily 
attacks  infants  who  are  immuno- 
deficient.  Perhaps  even  normal 
infants  whose  immune  systems  are 
immature  may  be  susceptible. 

Secondly,  Shearer  believes  that 
infected  infants  represent  instances 
in  which  the  maternal-fetal 
placental  barrier  has  been 
compromised,  permitting  the 
transfer  of  appreciable  numbers  of 
maternal  cells  into  the  fetal 
circulation.  Shearer  coins  the 
phrase,  “maternal  chimerism.” 
This  has  been  previously 
demonstrated  in  infants  with  a 
deficient  immune  system. 

In  this  context,  chimerism 
means  a single  organism 


containing  cell  lines  of  one  or 
more  other  organisms.  Shearer  is 
referring  to  the  chimera  of  Greek 
mythology,  described  as  an  animal 
with  the  head  of  a lion,  the  body 
of  a goat,  and  the  tail  of  a snake, 
i.e.,  a beast  with  at  least  three 
different  cell  lines. 

Some  other  medical  words 
derived  from  Greek  mythology  are 
in  common  usage  in  medical 
parlance.  The  Achilles  tendon  of 
the  heel  refers  to  the  only 
vulnerable  point  on  the  body  of 
Hercules.  To  make  him 
invulnerable,  his  mother  dipped 
her  son  into  the  river  Styx,  but 
since  she  had  to  hold  him  by  the 
heel,  the  magic  waters  did  not 
wash  over  this  spot. 


Some  other 
medical  words 
derived  from  Greek 
mythology  are  in 
common  usage  in 
medical  parlance 
. . . words  like 
Achilles  tendon, 
Caput  Medusa  . . . 


The  engorged  veins  seen  on  the 
abdomen  in  liver  disease  are  called 
the  Caput  Medusa.  The  reference 
is  to  the  Gorgon  Medusae  whose 
scalp  was  covered  with  writhing 
snakes.  Mons  Veneris  is  a much 
more  interesting  appelation  for  an 
erotic  anatomical  area  than 
referring  to  this  fat  pad  as  a 
supra-pubic  lipomatous  mass.  A 
pathological  erection  of  the  penis 
is  called  priapism  because  the  God 


of  Fertility  was  Priapus. 

Some  diseases  have  been 
described  with  interesting  classical 
references.  Atopic  eczema  is  a 
condition  characterized  by 
remissions  and  exacerbations  and 
has  been  called  a sisyphusian 
disease.  Sisyphus,  King  of 
Corinth,  was  condemned  to  Hades 
where  his  task  was  to  roll  a large 
stone  up  a steep  hill.  Just  as  he 
reached  the  top,  the  stone  would 
slip  away  and  he  would  have  to 
resume  his  onerous  task.  And  so, 
just  as  atopic  eczema  seems  to  be 
under  control,  it  flares  anew. 

And  finally,  the  nymph 
Salamancus  fell  deeply  in  love 
with  the  handsome  son  of  Hermes 
and  Aphrodite.  Alas,  her  love  was 
unrequited.  She  prayed  to  the 
gods,  while  this  handsome  youth 
was  bathing  in  her  springs,  to 
unite  her  with  him  forever.  Her 
will  was  done  and  in  Greek 
mythology,  Hermaphorodite  is 
portrayed  as  having  the  breast  and 
body  of  a female  and  the  genitals 
of  a male. 

It  is  not  our  purpose  to  demean 
the  value  of  scientific  reporting  or 
to  derogate  it  to  the  ash  heap.  It 
is  both  important  and  necessary. 

We  can  only  plead  that  on  some 
occasions  that  Joycean-style 
writing  — “Photoisomerization  of 
native  bilirubin  to  more  polar 
configurational  isomers  (Z,  E 
bilirubin)  and  structural  isomers 
(lumirubin)  was  studied  in  20 
premature  infants  with  physiologic 
jaundice  to  determine  the  effect  of 
low  dose  (6  u W/crn2/nm-  • )”  will 
be  relieved  by  lighter  and  livelier 
phrases. 


Ralph  I.  Fried,  MD,  practices 
medicine  in  Cleveland,  Ohio. 
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THE  CURRENT  ROLE  OF  SUCTION  ASSISTED  LIPOLYSIS 

J.  Sheldon  Artz,  MD 
Melvyn  I.  Dinner,  FRCS 


Billions  of  dollars  a year  are  spent  by  the  American 
population  on  diet  and  weight  programs.  However,  there 
are  certain  areas  of  localized  fat  that  cannot  be  lost  on 
these  vigorous  diets  or  exercise  programs.  Therefore,  the 
operation  of  suction  assisted  lipolysis  has  gained  great 
favor  in  this  area  for  removal  of  these  localized  deposits 
of  fat.  Presented  is  an  experience  at  The  Center  for  Plastic 
Surgery  with  the  operation  of  suction  assisted  lipolysis  for 
removing  these  localized  deposits  of  fat,  including  the 
operative  technique,  complications,  results  and  conclu- 
sions. 


Introduction 

The  American  population  spends  in  the  region  of  ten  billion 
dollars  a year  on  diet  and  weight  reduction  programs.  It  is,  there- 
fore, not  surprising  that  the  surgical  procedure  of  suction  as- 
sisted lipolysis  has  had  such  overwhelming  enthusiasm  on  the 
part  of  the  lay  public.  However,  it  is  important  that  the  role 
of  this  operative  procedure  be  placed  in  correct  perspective  so 
that  it  may  take  its  rightful  position  in  the  armament  of  the 
plastic  and  reconstructive  surgeon. 

Suction  assisted  lipolysis  is  not  an  operative  procedure  for 
the  management  of  diffuse  obesity  or  weight  loss.  More  correct- 
ly, it  plays  a role  in  the  correction  of  those  localized  deposits 
of  fatty  tissue  which  generally  do  not  respond  to  exercise  and 
diet,  known  as  lipodystrophy. 

The  desire  to  remove  these  deposits  of  fatty  tissue  without 
resultant  unsightly  visible  scars  has  challenged  the  expert  plastic 
surgeon  for  many  years.  The  first  encouraging  reports  about 
the  use  of  suction  procedures  for  removing  these  fatty  deposits 
emerged  from  the  French,  German  and  Swiss  literature  in  1960 
and  early  1970.  However,  it  was  not  until  about  five  years  ago 
that  such  procedures  were  perfected  and  more  liberally  applied 
in  the  United  States. 

Ideally,  the  goals  of  such  an  operation  are  to  remove  the 
fatty  tissue  through  inconspicuous,  small  incisions,  and  to  ac- 
curately manage  the  resultant  excess  skin  so  that  it  may  shrink 


From  The  Clinic  for  Cosmetic  and  Plastic  Surgery,  Beachwood, 
Ohio. 

Submitted  August  1,  1984 


and  redrape  under  the  newly  devised  body  contour. 

Patient  Selection 

Like  any  other  operative  procedure,  the  success  of  the  opera- 
tion depends  not  only  on  execution  of  such  a procedure  and 
meticulous  attention  to  detail,  but  most  importantly,  the  ac- 
curate selection  of  patients  for  the  procedure.  Generally,  the 
authors  confined  this  operation  to  patients  under  the  ages  of 
45  to  50  years  who  have  good  skin  tone  and  elasticity,  so  that 
after  such  suction  the  skin  will  rapidly  respond  and  redrape  to 
the  newly  created  contour  surfaces. 

The  Operative  Technique 

The  operative  procedure  may  be  applied  to  localized  areas 
of  fatty  deposits  in  the  face,  cheeks,  neck,  abdomen,  buttock, 
thighs,  and  hips.  In  general,  the  technique  for  each  area  remains 
essentially  similar. 

The  operation  may  be  performed  either  under  a general  or 
appropriate  local  regional  anesthesia.  The  patient  is  examined, 
carefully  marked  while  awake  in  the  upright  position,  so  that 
the  fatty  deposit  areas  may  be  accurately  localized  prior  to  the 
induction  of  anesthesia.  A small  stab  incision  is  made  in  an  ap- 
propriate inconspicuous  area,  usually  measuring  1-2  cm.  in 
length.  The  appropriate  suction  cannula  is  chosen  and  without 
the  application  of  suction,  a tunnel  is  made  in  the  subcutaneous 
tissue  at  a level  2 cm.  from  the  skin  surface. 

At  this  depth,  multiple  radial  tunnels  are  created.  The  suction 
machine  is  operated  at  the  pressure  of  700  mm.  to  one 
atmosphere  of  negative  pressure.  Approximately  10  to  15  strokes 
are  made  in  each  channel  as  the  fat  is  suctioned  under  negative 
pressure.  Careful  observation  is  made  after  each  series  of  suction 
strokes,  and  the  color  and  consistency  of  the  fat  is  constantly 
observed.  If  blood  stained  fluid  is  aspirated,  the  suction  is 
abandoned,  and  a new  channel  explored  and  suctioned. 

When  the  appropriate  contour  has  been  obtained,  the  pro- 
cedure is  considered  complete,  and  the  use  of  drains  is  optional 
for  a period  of  24  to  48  hours.  The  small  incision  is  carefully 
approximated. 

Meticulous  attention  is  paid  to  draping  the  skin  over  the 
underlying  contour,  and  the  area  is  carefully  taped  with  elastic 
adhesive  tape,  which  is  maintained  for  a period  of  one  week. 
Thereafter,  the  tape  is  removed,  and  the  patient  placed  into  an 
elastic  support  garment  for  a four  to  six  week  period  during 
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Figure  1:  Pre-op  gynecomastia 


Figure  2:  Post-op  lipoplasty 


which  time  the  elasticity  of  the  skin  is  allowed  to  redrape  and 
contract. 

Complications 

The  most  frequent  complication  is  patient  dissatisfaction  due 
to  inadequate  preoperative  counseling.  In  these  cases,  the  pa- 
tient’s anticipation  exceeds  possible  realistic  expectations.  Major 
complications  such  as  infection,  hematoma  and  seroma  may 
occur,  but  have  been  infrequent  in  this  series.  Contour  irregular- 
ity and  dimpling  of  the  skin  remain  a difficult  problem.  Other 
reported  complications  such  as  skin  slough  have  not  occurred. 

Results 

The  authors  have  performed  the  suction  assisted  lipolysis 
on  approximately  200  patients,  at  this  time,  over  wide  ranges 


of  their  bodies. 

The  results  vary  from  excellent  on  the  lateral  thighs,  hips, 
lower  abdomen,  neck  and  axillae,  to  very  good  in  the  medial 
thighs,  knees,  calves  and  ankles. 

Initially,  when  the  procedure  was  first  performed,  there  were 
two  patients  with  seromas  and  one  with  a hematoma  that 
responded  to  aspiration.  Since  that  time,  as  the  technique 
improves  these  problems  have  not  been  encountered. 

The  other  additional  potential  problem  is  tape  burns  from 
the  dressings.  However,  by  coating  the  skin  with  tincture  of 
Benzoin  before  the  tape  is  applied,  this  problem  has  been  elimi- 
nated. 

The  complications,  therefore,  now  consist  of  swelling  and 
ecchymosis  that  usually  abate  within  two  to  three  weeks  follow- 
ing the  procedure. 


Figure  3:  Pre-op  lipodystrophy  of  ankles  Figure  4:  Post-op  lipoplasty 
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Next  month  in: 


Discussions 

The  areas  which  respond  most  favorably  to  suction  lipolysis 
are  those  localized  fatty  deposits  occurring  around  the  tro- 
chanteric areas  known  as  “saddlebags,”  and  above  the  iliac 
crest,  known  as  the  “love  handles.”  The  axilla  responds  well, 
as  does  the  localized  fatty  deposit  in  the  central  lower  abdominal 
area.  The  treatment  of  gynecomastia  in  the  male  has  been  en- 
couraging, with  resultant  minimal  inconspicuous  scars.  The  sub- 
mental  area  and  cheeks  have  responded  well  to  such  procedures 
usually  in  association  with  rhytidectomy.  Other  areas  which  may 
be  sculptured  by  suction  assisted  lipolysis  are  over  the  sacral 
area,  knees,  calves  and  ankles. 

Conclusions 

As  more  experience  is  gained  in  the  use  of  suction  lipolysis, 
its  validity  appears  to  be  reinforced.  The  authors  feel,  provided 
the  patients  are  adequately  and  strictly  selected,  the  procedure 
is  cautiously  applied,  and  the  patients’  expectations  are  realistic, 
this  procedure  will  add  another  valuable  technique  in  the  man- 
agement of  unsightly  fatty  deposits. 


THE  Ohio  STATE-: 
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Annual  Meeting 
Wrapup 

• Minutes  of  the 
House 

• Pictorial  highlights  of 
the  meeting,  the 
installation,  and  the 
“You  Gotta  Have 
Hart”  party 


$100,000  + guarantee 

Plus  other  incentives  for  approved 
physicians  in  the  following  specialties 
in  Mid-Michigan  community 

— Obstetrician-gynecologist  — Urologist 

— Orthopedic  surgeon  — Family  practitioners 

— General  surgeon  — Pediatrician 

— ENT  — Internists 

Contact:  Vice  President  of  Professional  Services 
(517)  723-5211,  Ext.  1823 
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Classified  Advertising 


Employment 

Opportunities 


ANTERIOR  SEGMENT  FELLOWSHIP 

in  busy  private  practice  associated  with 
Medical  College.  Intraocular  Lens  Im- 
plantation, including  posterior  chamber 
and  anterior  chamber  lenses.  Extracapsu- 
lar  and  Phacoemulsification  techniques. 
Argon  & Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objec- 
tives to  Box  No.  37,  c/o  Ohio  State  Medi- 
cal Journal,  600  S.  High  St.,  Columbus, 
OH  43215. 


CAREER  ADVANCEMENT 
OPPORTUNITIES 

National  Emergency  Services  would 
like  to  offer  you  the  opportunity  for 
an  exciting,  challenging  career  in  emer- 
gency medicine.  Part-time  and  full- 
time positions  are  available  in  Ohio. 
National  Emergency  Services,  Inc. 
5555  Airport  Hwy.  Suite  220 
Toledo,  OH  43615 
1-800-537-3355 
In  Ohio:  419-865-2853 


EMERGENCY  ROOM 
PHYSICIAN  — 
NORTHEAST  OHIO 

A full-time  position  available  in  a 
progressive,  290  bed  hospital  that  has 
a modern  and  new  emergency  facility. 
A minimum  of  two  years  of  Emer- 
gency Room  experience  required  along 
with  a current  Ohio  license,  ACLS  and 
ATLS  certificates.  Excellent  salary 
and  benefits.  Send  curriculum  vitae  to: 
Director  of  Emergency  Department, 
Massillon  Community  Hospital,  875 
Eighth  Street  N.E.,  Massillon,  OH 
44646  or  call  (216)  832-8761,  Ext. 
5227. 

Equal  Opportunity  Employer 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 

caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 

EMERGENCY  DEPARTMENT 
PHYSICIAN  — 
SOUTHERN  OHIO 

Full-time  and  part-time  emergency  de- 
partment positions  available  in  seven  dif- 
ferent southern  Ohio  hospitals.  Physi- 
cians enjoy  independent  contractor 
status,  paid  malpractice,  other  significant 
fringe  benefits.  Career  opportunity  with 
growth  potential.  Contact  Acute  Care 
America,  P.O.  Box  729,  Louisa,  KY 
41230;  (606)  638-4832. 


FAMILY  PRACTICE 

Group  Health  Associates,  Inc.,  is  a thirty- 
five  physician  multi-specialty  medical 
group  searching  for  a full-time  staff  fam- 
ily practitioner  for  our  Springdale  office. 
This  office  is  presently  staffed  by  four 
family  practitioners  and  a pediatrician. 
Board  certification  is  preferred.  We  offer 
an  excellent  compensation  package,  flexi- 
bility in  practice  style  and  the  stimulation 
of  the  multi-specialty  environment.  Please 
forward  C.V.  to:  Search  Committee, 


GHA,  2915  Clifton  Avenue,  Cincinnati, 
OH  45220. 

FAMILY  PRACTITIONER/BCBE  to 

join  medical  clinic  in  northeastern  Ohio 
community.  Attractive  salary,  fringe 
benefits.  Send  C.V.  to:  Niles  Medical 
Clinic,  423  Robbins  Avenue,  Niles,  OH 
44446  (216-399-7850). 

FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 

FLORIDA,  Tampa  Bay/St.  Petersburg: 

U.S.  medical  school  and  residency  trained 
desirable.  Minimum  two  year  emergency 
department  experience.  Salary  $90,000/ 
year  (48-hour  week)  and  up.  Bonus  based 
on  productivity.  Administrative  skills  de- 
sirable. No  llpm-7am  shifts.  Four  clinics 
operating  and  expanding.  A full-  or  part- 
time  physician  to  join  MD-owned  and 
MD-managed  ambulatory  care  center  or- 
ganization. Call  (813)  875-2091,  Kenneth 
Kreye,  MD,  F.A.C.E.P. 

FOSTORIA,  OHIO  — Directorship  and 
full-time  emergency  department  position 
available  at  moderate  volume  facility 
within  one  hour  drive  of  Toledo.  At- 
tractive compensation  with  malpractice 
insurance  provided.  Please  submit  resume 
to  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  26,  Traverse 
City,  MI  49684;  or  call  1-800-253-1795. 
In  Michigan,  1-800-632-3496. 

HOLISTIC  DOCTOR.  Compensation 
$25-$30  per  hour  plus  percentage.  Solo 
practice.  All  equipment,  personnel  fur- 
nished. No  start-up  fees.  Excellent  growth 
potential.  Send  CV  and  recent  photo  to: 
MLG  Health  Care  Corporation,  1100 
Wilmington  Ave.,  Dayton,  OH  45420. 
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INTERNIST  — Board  certified  to  join 
busy  practice  in  Northeastern  Ohio. 
Excellent  opportunity  for  ambitious  inter- 
nist. Competitive  salary  and  fringe  bene- 
fits. Position  available  7/85.  Call  216/ 
282-4530. 


OBSTETRICIAN/GYNECOLOGIST  — 

Springfield,  Ohio  for  diagnosis,  treatment 
and  patient  care  in  all  ages  of  obstetrics 
and  gynecology.  Must  have  MD  degree 
and  three  years  experience  as  intern  (resi- 
dent) in  obstetrics  and  gynecology; 
$39,520  per  year;  40  hours  per  week,  8 
a.m.  to  5 p.m.  Qualified  applicants  apply 
with  resume  to  Ohio  Bureau  of  Employ- 
ment Services,  P.O.  Box  1618,  Colum- 
bus, OH  43216,  Attn:  L.  Ellison.  J.O. 
#0689884. 


OHIO,  NORTHEAST:  Immediate  full- 
time emergency  medicine  opportunity 
available.  Modern  ED  with  moderate  pa- 
tient volume.  Competitive  rates,  flexible 
scheduling  and  malpractice  insurance  pro- 
vided. For  more  information  contact: 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


PLASTIC  SURGEON 

Board  certified  or  board  eligible  plastic 
surgeon  wanted  to  join  established  two- 
physician  department  in  a large  multispe- 
cialty ambulatory  surgery  center.  Excel- 
lent opportunity  for  the  right  person. 
Please  submit  CV  to  P.O.  Box  66,  c/o 
Ohio  State  Medical  Journal,  600  South 
High  St.,  Columbus,  Ohio  43215. 


PEDIATRICS 

Attractive  practice  opportunity  available 
with  this  multispecialty  medical  group 
practice  for  a board  eligible/certified 
pediatrician  beginning  in  August  1985. 
Contact:  John  W.  Willis,  MD,  Chairman, 
Staff  Development  Committee,  Central 
Ohio  Medical  Group,  497  E.  Town  St., 
Columbus,  OH  43215. 


OSMA  Journal 
Advertising  Representatives 

Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


PHARMACEUTICAL  CAREER  OP- 
PORTUNITIES. We  have  assignments 
for  entry  and  experienced  physicians  in 
the  pharmaceutical  industry.  Send  your 
curriculum  vitae  in  confidence  to  Bruce 
Rogers  Co.,  Management  Consultants,  20 
Main  St.,  Port  Washington,  NY  11050. 
(516)  883-1058. 

POSITION  AVAILABLE  FOR  A 
BOARD  CERTIFIED  FAMILY  PHYSI- 
CIAN to  serve  as  clinical  associate  direc- 
tor. Obstetrical  skills  preferred.  Progres- 
sive family  practice  residency  program  in 
existence  for  14  years.  507  bed  commun- 
ity hospital  associated  with  Northeastern 
Ohio  Universities  College  of  Medicine. 


Competitive  salary  and  benefits.  Contact 
Mrs.  Carla  Kachmar,  Director,  Medical 
Staff  Relations,  Akron  General  Medical 
Center,  400  Wabash  Avenue,  Akron, 
Ohio  44307  (216)  384-6553. 

RHEUMATOLOGIST 

Our  thirty-five  member  multispecialty 
group  practice  is  searching  for  an  individ- 
ual willing  to  do  general  internal  medicine 
while  building  a rheumatology  practice. 
We  have  an  excellent  fringe  benefit  sched- 
ule and  a flexible  compensation  system. 
Please  send  your  C.V.  to:  Search  Com- 
mittee, Group  Health  Associates,  Inc., 
2915  Clifton  Avenue,  Cincinnati,  Ohio 
45220. 


Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we’re  able  to 
expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us,  the  oriental  rug  professionals.  And  you'll  love  your  new  rug,  and 
Menendian,  for  a lifetime. 
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continued 

SOUTHERN  CALIFORNIA 

Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for 
our  facilities  in  Los  Angeles  and  Orange 
Counties.  Located  in  close  proximity  to 
major  teaching  centers,  we  offer  the 
opportunity  for  continued  professional 
development  and  rewarding  clinical  prac- 
tice. Excellent  compensation  and  benefits 
including  paid  malpractice,  life,  disabil- 
ity, medical  and  dental  coverage,  paid 
vacations,  sick  leave,  educational  leave 
and  retirement  plan.  Please  send  C.V.  to: 
Director/Physician  Recruitment 
CIGNA  Healthplans  of  California 
700  N.  Brand  Blvd.,  Suite  500-40 
Glendale,  CA  91203 

WANTED:  A primary  care  physician 
licensed  in  Indiana  to  practice  in  univer- 
sity 38-bed  JCAH  accredited  hospital  for 
a 12-month  fiscal  year  appointment.  Must 
be  able  to  communicate  with  and  have 
empathy  toward  the  college  age  popula- 
tion. Salary  negotiable;  excellent  fringe 
benefits.  Send  resume  to  T.A.  Schott, 
Administrator,  Purdue  Student  Hospital, 
West  Lafayette,  Indiana  47907.  An  equal 
opportunity /affirmative  action  employer. 

WEST  SIDE  CLEVELAND  HOSPITAL 
HAS  OPENINGS  for  House  Staff  physi- 
cians in  family  practice,  Internal  Medicine 
beginning  July  1,  1985.  House  Staff  are 
eligible  to  establish  private  practices  in 
Hospital’s  Medical  Office  Building.  App- 
ly to  Box  No.  57,  c/o  Ohio  State  Medical 
Journal,  600  South  High  Street,  Colum- 
bus, Ohio  43215. 


Equipment 


MEDICAL  OFFICE  EQUIPMENT 
FOR  SALE  includes:  standard  medical 
furniture  and  instruments,  Enzac  Analy- 
zer, Chemiclave  5000,  Triac  Centrifuge, 
Schuco-Vac.  Some  items  never  used, 
others  rarely  used. 


Position  wanted 


ABIM  CERTIFIED  INTERNIST,  with 
cardiology  experience  available  for  hos- 
pital based  general  internal  medicine  prac- 
tice, will  consider  purchase  of  profession- 
al building.  Reply  to  Box  No.  65,  c/o 
Ohio  State  Medical  Journal,  600  South 
High  St.,  Columbus,  Ohio  43215. 


Practice  for  Sale 


FOR  SALE:  Internal  medicine  practice. 
North  Central  Ohio.  Retiring.  Will  intro- 
duce. Marvelous  opportunity.  Reply  to 
Box  No.  54,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
Ohio  43215. 


PRACTICE  FOR  SALE:  Family  physi- 
cian retiring,  leaving  urgent  need  for  prac- 
titioner. Established  practice  available  im- 
mediately in  Leipsic,  Ohio.  Progressive 
town,  trading  area  20,000.  Seven  rooms, 
ground  floor,  air  conditioned,  fully 
equipped  including  X-ray.  Within  30 
minutes  of  three  hospitals,  10  minutes  of 
ambulatory  center.  One  other  physician 
who  co-operates  for  time  off.  Average  net 
income  in  last  10  years  $50,000  working 
twice  weekly.  Interested  physicians  call 
(419)  943-3057  except  Tuesdays,  or  (419) 
222-5502  after  7 p.m. 

PRACTICE  FOR  SALE:  Orthopedic 
practice  in  a growing  area  of  Northwest 
Ohio,  well  established  with  own  large  of- 
fice, physio-therapy  and  x-ray.  Excellent 
records.  Owner  planning  to  retire.  Land 
contract  or  other  flexible  financing.  Reply 
to  Box  No.  56,  c/o  Ohio  State  Medical 
Journal,  600  S.  High  St.,  Columbus,  OH 
43215. 


S.W.  FLORIDA  ISLAND 
PARADISE 

General  practice  with  fully  equipped 
medical  building  on  5 acres. 

STERLING  INTL.  INVESTMENTS 
813-337-1616 


INTERESTED  IN  BUYING???  Flour- 
ishing, well-established,  independent  lab- 
oratory, S.W.  Ohio.  Send  credit  refer- 
ences with  inquiry;  please  reply  to  Box 
No.  62,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  OH 
43215. 


Real  Estate 


FOR  SALE  NORTHWEST  MICHIGAN 
CONDOMINIUMS:  “The  Bluffs  of 
Frankfort,”  a panoramic  view  from  150 


ft.  high  bluffs  of  Lake  Michigan,  gor- 
geous sunsets,  situated  in  a quiet  grove 
of  stately  hardwoods,  all  within  city  limits 
of  Frankfort  located  45  minutes  south- 
west of  Traverse  City.  Great  fishing,  ski- 
ing, excellent  golf  and  swimming  nearby. 
3 BR,  2 bath,  fireplace,  private  outdoor 
deck,  over  1600  sq.  ft.  plus  large  storage 
and  laundry,  drive  under  garage.  From 
$103,000.  Vaughan  Realty,  616-352-4771 
. . . in  Detroit  313-689-2512. 


SOUTH  WEST  FLORIDA 

Real  estate  investments,  commercial  or 
residential.  Discrete  professional  ser- 
vice. 

STERLING  INTL.  INVESTMENTS 
3049  Cleveland  Ave.  #255 
Fort  Myers,  Florida  33901 
813-337-1616 


Services 


HOLI  ER  MONITOR  SCAN  SERVICE 

Quality  holter  reports  produced  by 
qualified  technicians  and  certified  car- 
diologists. Scan  price  $35.  Purchase 
new  dual  channel  holter  recorders, 
$1,195,  one-year  warranty.  For  more 
information,  call  ADVANCE  MED- 
ICAL AND  RESEARCH  CENTER, 
1-800-552-6753. 


Next  month  . . . 
place  your  classified 
ad  here 


DOCTOR,  YOU  CAN’T  BEAT  THE 
QUALITY  OR  THE  PRICE! 
HOLTER  MONITOR  SCANNING 
SERVICE,  Physician  owned,  trained 
and  supervised.  Now  using  UP  Service 
for  faster  turnaround  time.  No  con- 
tracts to  sign.  We  can  arrange  for 
lease/purchase  of  Holter  equipment. 
New  dual  channel  recorders, 
$1,550.00.  DCG  Interpretation  (313) 
879-8860. 
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Strong  on  results.  Simple  to  taka 


In  recurrent  urinary  tract  infections 


Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently, be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia. 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN, AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg'trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min.  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min.  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Te!-E-DoseH  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 


ROCHE  LABORATORIES 
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Please  see  preceding  page  for  a summary  of  product  information. 
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Easier  to  remember. . . easier  to  prescribe 


Please  see  summary  of  product  Information  on  following  page. 


Limbitrol®  (jv  Tranquilizer-Antidepressant 
Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indicafions:  Relief  of  moderate  to  severe  depression  associated 
with  moderate  to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants.  Do  not  use  with  monoamine  oxi- 
dase (MAO)  inhibitors  or  within  14  days  following  discontinua- 
tion of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convul- 
sions and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal 
response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary 
retention  or  angle-closure  glaucoma  Severe  constipation  may 
occur  in  patients  taking  tricyclic  antidepressants  and  anticholin- 
ergic-type drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduc- 
tion time  reported  with  use  of  tricyclic  antidepressants,  espe- 
cially high  doses.  Myocardial  infarction  and  stroke  reported 
with  use  of  this  class  of  drugs.)  Caution  patients  about  possi- 
ble combined  effects  with  alcohol  and  other  CNS  depressants 
and  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  the  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 

Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiaz- 
epoxide  have  been  reported  rarely,  use  caution  in  administer- 
ing Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinua- 
tion of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of 
seizures,  in  hyperthyroid  patients  or  those  on  thyroid  medica- 
tion, and  in  patients  with  impaired  renal  or  hepatic  function. 
Because  of  the  possibility  of  suicide  in  depressed  patients,  do 
not  permit  easy  access  to  large  quantities  in  these  patients. 
Periodic  liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment.  Amitriptyline  component 
may  block  action  of  guanethidine  or  similar  anfihypertensives. 
When  tricyclic  antidepressants  are  used  concomitantly  with 
cimetidine  (Tagamet),  clinically  significant  effects  have  been 
reported  involving  delayed  elimination  and  increasing  steady 
state  concentrations  of  the  tricyclic  drugs.  Concomitant  use  of 
Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated; 
sedative  effects  may  be  additive.  Discontinue  several  days 
before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  preg- 
nancy. Limbitrol  should  not  be  taken  during  the  nursing  period. 
Not  recommended  in  children  under  12.  In  the  elderly  and 
debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia, 
oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associ- 
ated with  either  component  alone:  drowsiness,  dry  mouth, 
constipation,  blurred  vision,  dizziness  and  bloating.  Less  fre- 
quently occurring  reactions  include  vivid  dreams,  impotence, 
tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restless- 
ness and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with 
Limbitrol  but  requiring  consideration  because  they  have  been 
reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpi- 
tations, myocardial  infarction,  arrhythmias,  heart  block,  stroke. 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delu- 
sions, hallucinations,  hypomania  and  increased  or  decreased 
libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and 
paresthesias  of  the  extremities,  extrapyramidal  symptoms,  syn- 
cope, changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face 
and  tongue,  pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulo- 
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-PRESIDENTIAL  PERSPECTIVES- 

Mal  practice  . . . 
Another  Crisis 

By  Herman  I.  Abromowitz,  MD 


Herman  I.  Abromowitz,  MD 


History  often  repeats  itself. 

This  message  was  dramatically 
illustrated  a few  weeks  ago  as  I 
attended  the  initial  meeting  of  the 
OSMA’s  Task  Force  on 
Professional  Liability. 

This  Task  Force  was  first 
formed  in  1975  to  help  advise  our 
Association  on  how  best  to 
navigate  the  waters  of  that 
decade’s  professional  liability 
crisis.  It  performed  its  task  well. 
The  physicians  of  Ohio  weathered 
the  storm  and  we  all  breathed  a 
sigh  of  relief  as  the  crisis  of 
availability  abated  and  we  could 
once  again  give  our  undivided 
attention  to  our  first  priorities: 
our  patients  and  the  practice  of 
medicine. 

But  the  storm  is  brewing  again 
and  in  some  areas  of  the  country 
has  reached  tornado  proportions. 
As  a result,  after  several  years  of 
relative  inactivity,  the  Task  Force 
on  Professional  Liability  has  now 
been  reactivated  to  once  again 
address  this  issue. 

Of  course,  this  time  the  problem 
is  a little  different.  I’ve  found  that 
while  history  does  repeat  itself,  it 
usually  manages  to  add  a new 
wrinkle  or  a new  twist.  Ten  years 
later  we  find  ourselves  not  in  a 
crisis  of  availability  but  in  a crisis 
of  affordability.  As  the  number  of 
malpractice  suits  and  subsequent 
awards  skyrocket,  physicians  all 


over  the  country  are  experiencing 
a drastic  increase  in  the  cost  of 
insuring  their  practices. 

I think  what  so  many  of  us  find 
particularly  disturbing  is  the  fact 
that  all  of  this  is  happening  in  a 
time  when  medicine  has  so  much 
to  offer  patients  through  new 
technology. 

The  question  for  all  of  us  — 
physicians  and  patients  alike  — is 
what  effect  this  crisis  will  have  in 
the  long  run  in  terms  of  patients’ 
access  to  care  and  to  the  overall 
quality  of  care. 

In  attempting  to  solve  this 
problem,  it  is  important  that  we 
address  it  in  all  of  its  dimensions. 
For  example,  I think  it  is  apparent 
that  changes  must  be  made  in  the 
way  in  which  we,  as  a society, 
define  liability  — and  pay  for  it. 

In  addition,  the  legal  system  in 
this  country  needs  to  be 
restructured  to  ensure  that  valid 
claims  are  resolved  efficiently  and 
that  fair  and  adequate 
compensation  is  available  for 
injuries  arising  from  true  medical 
negligence.  Likewise,  there  must 
be  protection  from  suits  which 
lack  merit  so  that  quality,  access 
to  care  and  costs  to  patients  are 
not  negatively  affected. 

That  will  be  the  first  order  of 
business  as  the  Task  Force  once 
again  investigates  the  professional 
liability  issue.  As  before,  it  will 
not  be  an  easy  task.  But  we  have 
several  advantages. 

First,  we  are  honored  to  have  at 
the  helm  James  L.  Henry,  MD, 
Grove  City,  the  physician  who  as 
chairman  of  the  Task  Force  in 
1975  so  ably  guided  the  OSMA 
through  the  first  crisis.  It  gives  the 
OSMA  tremendous  advantage  to 
have  such  an  experienced  and 
dedicated  chairman.  Also,  the 


members  of  the  committee,  which 
I appointed  as  I began  my  term  as 
President,  have  all  expressed  an 
interest  in  and  a commitment  to 
the  professional  liability  problem 
and  its  resolution. 

To  aid  the  committee  in  its 
deliberations,  Dr.  Henry  has 
divided  the  members  into  four 
subcommittees  which  will  meet 
separately  and  report  back  to  the 
entire  committee.  Those 
subcommittees  and  their  chairmans 
and  their  members  are: 

Education  and  Coalitions 
D.  Ross  Irons,  MD,  Chairman 
Blaine  L.  Block,  MD 
Thomas  R.  Leech,  MD 
William  M.  Wells,  MD 

Arbitration,  Contingent  Fees, 
Countersuits  and  Collateral 
Source  Rule 

Donavin  A.  Baumgartner,  Jr., 

MD,  Chairman 
Nicholas  G.  DePiero,  MD 
John  J.  Gaughan,  MD 
Joseph  L.  Kloss,  MD 
Robert  G.  Thomas,  MD 

Legislation  and  Strategy 
A.  Burton  Payne,  MD,  Chairman 
Herman  I.  Abromowitz,  MD 
Benjamin  H.  Reed,  MD 
John  H.  Taylor,  MD 

Structured  Settlements,  Limitation 
on  Damages,  Statute  of 
Limitations  and  Ob/Gyn 
David  A.  Barr,  MD,  Chairman 
Stewart  B.  Dunsker,  MD 
James  L.  Henry,  MD 
Charles  E.  Hull,  MD 
Leonard  Kritzer,  MD 

I know  that  we  can  count  on  all 
of  the  Task  Force  to  help  light  the 
way.  OSMA 
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AN 

IMPORTANT 

ADVANCE 

FOR 

OHIO’S  DOCTORS 


You  can  cut 
your  administrative  costs 
and  improve  your  cash  flow 
through  Advance  Plan. 


As  an  Advance  Plan  physician,  you’ll  receive 
direct  payment  from  your  Blue  Cross  and  Blue 
Shield  Plan  every  week.  Plus,  you  have  the 
option  of  using  our  paperless  claims  process- 
ing and  direct  deposit  systems.  In  exchange, 
you  agree  to  accept  as  payment-in-full  our 
UCR  (Usual,  Customary,  Reasonable)  reim- 
bursement level  for  covered  services. 

Three  out  of  four  doctors  in  Ohio  have 
already  become  Advance  Plan  physicians. 
Why  not  call  your  local  Blue  Cross  and  Blue 
Shield  Professional  Relations  office  and  find 
out  why. 

Blue  Cross® 

Blue  Shield® 

® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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From  the  Editor’s  Desk 


The  1985  Annual  Meeting 


In  this  issue  of  the  Journal,  we 
attempt  to  provide  you  with  some 
of  the  sights  and  flavor  of  this 
year’s  Annual  Meeting,  held  this 
past  May  in  Columbus. 

From  the  moment  the  House 
convened  on  Friday  night,  there 
was  much  to  consider  — the  new 
“Peer-to-Peer”  membership 
recruitment  campaign,  introduced 
by  Thomas  A.  Morgan,  MD; 
Auxiliary  President  Fifi  Pfahl’s 
speech  which  urged  the 
membership  to  utilize  the  time, 
talent  and  resources  of 
“medicine’s  closest  ally”;  the 
developments  and  progress  of 
PICO,  PACO  and  the  OSMA,  as 
delineated  by  Dr.  Payne  in  his 
President’s  Address. 

There  was  more  — much  more. 
John  McLaughlin  spoke  out  on 
political  issues  at  Saturday’s 
OMPAC  luncheon,  and  the 
stimulating  “public  education” 
campaign  was  revealed  that  same 
afternoon  by  members  of  the 
OSMA’s  Communications 
Committee,  headed  by  William 
Dorner  Jr.,  MD. 

There  was  a chance  to  laugh,  to 
reminisce,  to  say  goodbye  to 
retiring  Executive  Director  Hart 
Page  at  a party,  given  in  his 
honor,  Saturday  night. 

And  of  course,  on  Sunday, 


came  the  business  at  hand  . . . 
resolutions,  an  installation  and  the 
election  of  the  1986-87  President. 
Resolutions  were  considered  and 
dealt  with  smoothly  this  year  — 
although  some  of  the  issues 
involved  were  complex  and 
difficult. 

Herman  I.  Abromowitz,  MD, 
from  Dayton,  was  installed  as 
OSMA  President  midway  through 
the  business  meeting,  and  his 
remarks,  as  well  as  his  mini- 
program, were  both  stirring  and 
inspiring. 

John  Albers,  MD,  from 
Cincinnati,  came  from  a field  of 
four  candidates  to  win  the  title  of 
OSMA’s  President-Elect. 

Much  of  what  was  discussed  at 
the  meeting  is  featured  here  on 
our  pages. 

If  you  weren’t  able  to  attend  the 
Annual  Meeting  this  year,  we  hope 
this  issue  will  give  you  a good 
glimpse  of  what  occurred  — for  it 
is  not  only  a look  at  the  activities 
and  concerns  of  the  Ohio  State 
Medical  Association,  but  a view  as 
to  how  organized  medicine  is 
attempting  to  meet  these  concerns 
in  an  ever-changing  health  care 
environment.  OSMA 
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The  ultimate  in  Health-Care  Data  Management. . . 

isten  to  the  experts” 


AUTOMED  is  Medical  Data  Systems'  proven 
full-service  Data  Management  System  for  Physi- 
cians, Group  Practices,  Clinics,  Hospital  Out- 
Patient  Clinics,  Urgent-Care  Centers,  Nursing  and 
Rehabilitation  Centers,  PPO's  and  HMO's. 

The  PLUS  is  IBM®  PC-the  computer  that  is 
designed  to  accommodate  the  future.  As  an  IBM 
Authorized  Value  Added  Dealer,  The  IBM  PC- 
XT/AT  you  buy  from  us  is  customized  for  health- 
care data  management.  And,  it  comes  with  our 
experience  and  service  to  assure  complete 
satisfaction  and  value. 

We  have  been  the  experts  in  health- 
care management  for  over  16  years. 


MEDICAL  DATA  SYSTEMS  CORPORATION  

20033  DETROIT  RD.  • ROCKY  RIVER,  OHIO  441  IB  • 216/333-5454  totalrec*ll/control 


providing  over  lOOO  physicians  in  a five  state 
area  with  reliable,  cost-effective  services. 

AUTOMED  PLUS  is  the  complete  state-of-the 
art  system  for  patient  billing,  insurance  (direct 
to  the  carrier),  analysis  and  productivity  reports, 
accounting,  medical  records,  research,  patient 
recall,  word  processing  and  communications, 
including  access  to  AMA  and  the  other  dial-in 
data  base  information  services. 

For  a no-cost,  no-obligation  customized  pro- 
posal based  on  a detailed 
analysis  of  your  office  proce- 
dures . . . give  us  a call. 


IBM  is  the  registered  trademark  of  International  Business  Machines  Corp. 
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OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  J.  Lucas,  M.D. 

2905  Burnet  Avenue 
Cincinnati,  Ohio  45202 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Avenue 
Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
John  S.  Devany,  M.D. 

2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

J.  James  Anderson,  M.D. 

5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  M.D. 

1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

John  F.  Kroner,  Jr.,  M.D. 

Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Thomas  P.  Price,  Jr.,  M.D. 

Holzer  Medical  Clinic 
385  Jackson  Pike 
Gallipolis,  Ohio  45631 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  M.D. 

1100  Morse  Road 
Columbus,  Ohio  43229 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 
D.  Ross  Irons,  M.D. 

813  Northwest  Street, 

Bellevue,  Ohio  44811 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Joseph  L.  Kloss,  M.D. 

185  W.  Cedar  St.,  Akron,  Ohio  44307 
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In  the  near  future,  physicians 
will  be  given  the  option,  at  the 
hospitals  at  which  they  practice,  of 
joining  a Preferred  Provider 
Organization  (PPO).  Preparations 
for  such  a venture  have  been 
going  on  for  some  time,  and 
hospital  administrators  have 
generally  let  it  be  known  that  they 
approve  of  the  plan  and  would 
like  to  have  us  join.  Hospital 
chiefs  of  staff,  caught  in  the 
middle,  in  most  instances  have 
gone  along  with  the  administrators 
without  much  fuss. 

All  of  this  has  come  about  as  a 
result  of  the  increasing 
unhappiness  of  big  business  over 
the  soaring  cost  of  employee 
health  benefits.  And  although 
current  data  show  that  physician 
payments  account  for  only  19 
percent  of  the  health  care  dollar, 
it  is  the  conventional  wisdom  of 
today’s  corporate  board  room  that 
the  fee-for-service  system  of  the 
medical  profession  is  a major 
cause  of  the  problem.  Business 
leaders  have  therefore  lobbied 


Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


. . A Trojan  Horse 


By  Donald  C.  Martin,  MD 


through  contacts  with  hospital 
boards  of  trustees,  hospital 
administrators,  third-party  payers, 
medical  societies,  health  planners, 
and  government  officials  for  the 
swift  implementation  of  the 
various  new  schemes  that  have 
been  proposed  in  recent  years  for 
the  payment  of  doctors.  The 
hospitals  in  turn,  responding  to 
pressure  from  local  corporations, 
have  attempted  this  past  year  to 
promote  among  members  of  their 
respective  medical  staffs  an 
attitude  of  enlightened  acceptance 
of  these  revolutionary  new 
schemes. 

With  so  much  input  from  big 
business,  it  comes  as  no  surprise 
that  the  biggest  push  has  been  for 
PPOs,  which,  by  placing  the 
employer  in  a position  to  pit  one 
hospital  against  another  in  the 
grim  competition  for  patients, 
gives  him/her  the  upper  hand  in 
the  negotiated  determination  of 
physician  fees  and  hospital  costs. 

The  arguments  in  favor  of  an 
overhaul  of  the  system  rest  on 


three  ideological  pillars:  1)  the 
deterministic  belief  that  a change 
in  the  system  of  paying  doctors  is 
“inevitable,”  2)  the  deprecatory 
notion  that  physicians  who  resist 
such  changes  are  clinging  to  horse- 
and-buggy  concepts,  and  3)  the 
seductive  proposition  that 
physicians  who  sign  up  for  a PPO 
aren’t  really  relinquishing  their 
traditional  right  to  set  their  own 
fees  — they  are  merely  turning  it 
over  to  elected  and  therefore 
controllable  surrogates.  There  is 
also  a cynical  calculation  by 
business  leaders  — probably  100 
percent  correct  — that  doctors, 
disparate  group  that  they  are,  will 
never  be  able  to  close  ranks  for  a 
concerted  defense  of  the  fee-for- 
service  system. 

Despite  our  resentment  at  these 
threatening  attitudes  and 
developments,  none  of  us,  if  we 
are  honest  and  minimally 
perceptive,  can  deny  that  there  is 
justification  for  the  widespread 
alarm  over  the  high  cost  of  illness 
and  health  maintenance  in  our 
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modern,  high-tech  society.  In 
1983,  10.8  percent  of  our  Gross 
National  Product  — a staggering 
355  billion  dollars  — was  spent  on 
health  care,  whose  component 
prices  are  currently  rising  more 
than  twice  as  fast  as  the  Consumer 
Price  Index.  Our  trillion  dollar- 
plus  Federal  Budget,  with  a deficit 
so  alarming  as  to  prompt  the 
enactment  of  the  draconian  Deficit 
Reduction  Act  of  1984,  contains, 
as  we  all  know,  the  actuarial 
disaster  known  as  Medicare.  And, 
on  a more  personal  level,  the 
steadily  increasing  bill  for  our 
own,  our  family’s,  and  our 
employees’  hospitalization 
insurance  reminds  us  monthly  of 
the  high  cost  of  state-of-the-art 
medicine.  Surely  we  should  have 
no  trouble  sympathizing  with  giant 
corporations  who  are  obliged  to 
pay  out  enormous  sums  for  their 
employees’  health  related  expenses. 

Why  then  should  we  take 
offense  at  nascent  PPOs?  Why 
should  we  despair  over  the 
unending  series  of  medical  staff 
meetings  devoted  to  this  dreary 
topic?  Why  should  we  feel 
betrayed  by  our  former  friends  in 
industry  — fellow  believers  in  the 
free  enterprise  system  — who  now 
seem  bent,  along  with  lawyers,  on 
the  vilification  of  the  medical 
profession?  Why  should  we  be  so 
concerned  about  PPOs  and  not 
about  HMOs  or  IP  As. 

The  answer  to  these  questions  is 
best  provided  by  a metaphor  — 
the  PPO  is  a Trojan  Horse.  It  is  a 
huge,  hollow,  wooden  horse 
containing  within  its  belly,  agents 
that  can  bring  about  our  downfall. 

I base  this  claim  on  two  lines  of 
reasoning,  one  largely  theoretical, 
the  other  completely  practical. 

First,  PPOs  bind  us  to  a 
contractual  relationship  with  a 
hospital  as  well  as  to  a contractual 
relationship  with  a local  employer. 
If  we  should  wonder  why  there  is 
concern  about  the  former,  and  not 
about  the  latter,  the  answer  is  this: 
in  our  present  independent  state,  if 


a particular  hospital  displeases  us 
in  any  significant  way,  we  have 
the  prerogative  of  taking  our 
patients  elsewhere.  It  is  a 
prerogative  infrequently  exercised 
by  mature  physicians  practicing  at 
a first-rate  hospital,  but  it 
nevertheless  exists,  and  its  latent 
power  is  recognized  and  respected 
by  both  hospital  administrators 
and  boards  of  trustees.  It  has  the 
effect  of  conferring  upon  the 
medical  staff  a degree  of 
autonomy  within  the 
organizational  framework  of  a 


The  PPO  is  a 
Trojan  Horse.  It  is 
a huge,  hollow, 
wooden  horse, 
containing  within 
its  belly  agents  that 
can  bring  about  our 
downfall. 


hospital,  and  most  would  agree 
that  in  doing  so  it  contributes  to  a 
balanced  interaction  between 
physicians,  hospital  administrators, 
and  trustees.  It  also  provides  an 
incentive  for  hospital 
administrators  to  make  some 
effort  to  please  doctors,  since  the 
overall  economy  of  a hospital  is 
critically  dependent  on  the  cash 
flow  generated  by  patient 
admissions.  When  we  enter  into  a 
contractual  PPO  relationship  with 
a hospital,  things  start  to  change. 
We  find  that  we  no  longer  have 
the  freedom  to  go  elsewhere  with 
certain  patients,  and  as  the  PPO 
concept  catches  on  and  spreads 
among  employees,  the  more 
circumscribed  that  option 
becomes.  Indeed,  we  find  that  in  a 
short  period  of  time  the  hospital, 


or,  more  properly,  the  “marketing 
organization”  set  up  by  the 
hospital  administration  and  a 
select  group  of  physicians,  has 
become  the  main  procurer  of 
patients  for  the  hospital.  Our 
contribution  as  rank  and  file 
physicians  to  the  daily  patient 
census  has  diminished  pari  passu. 
We  find  at  that  point  that  we  have 
signed  away  the  very  foundation 
of  our  political  and  economic 
power  within  a hospital. 

The  second  objection  is  entirely 
practical.  None  of  us,  I suspect, 
would  be  strongly  inclined  to  enter 
into  a business  partnership  with 
someone  who  was  in  financial 
trouble.  Even  if  we  could  be  sure 
that  he  or  she  had  been  the  victim 
of  circumstance,  there  would  still 
be  concern  about  unsettled  debts 
and  obligations  which  could 
compromise  his  or  her  judgment 
and  performance.  The  risk,  in  all 
likelihood,  would  outweigh  the 
gain.  Yet,  in  a very  real  sense,  this 
is  what  we  are  doing  if  we  sign  a 
PPO  contract  with  a hospital.  For 
there  is  no  mistaking  the  evidence 
— hospitals  across  the  country  are 
in  financial  trouble.  Indeed,  many 
are  cutting  back  on  personnel  and 
services,  and  some  are  facing 
possible  closure  or  are  submitting 
to  takeovers  by  investor-owned 
hospital  conglomerates  such  as 
Humana  or  the  Hospital 
Corporation  of  America.  Large 
teaching  hospitals  are  no 
exception.  At  a recent  meeting  of 
American  medical  school  deans,  a 
show  of  hands  indicated  that  a 
large  majority  of  those  present 
had  been  discussing  possible 
business  ventures  with  for-profit 
corporations.  In  Toledo,  rumors 
abound  as  to  which  hospital  will 
shut  down  first;  and,  although 
most  of  the  talk  is  pure  rumor,  it 
takes  only  dim  powers  of 
observation  to  note  that  the  daily 
patient  census  is  down  all  over  the 
city.  DRGs,  ambulatory  surgery 
centers,  and  second  opinion 
programs  are  the  obvious 
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explanations.  But  the  trouble  goes 
deeper  than  that.  Malpractice 
litigation,  JCAH  and 
governmental  regulations, 
educational  obligations,  and  the 
public’s  demand  for  quality  care 
have  caused  an  expensive 
proliferation  of  administrators, 
nursing  coordinators,  DMEs, 
quality  control  analysts,  patient 
representatives,  and  other  high- 
priced  personnel.  The  short  half- 
life  of  brand  new  equipment  and 
technology  — from  Central  Supply 
items  to  monitoring  equipment  to 
computer  systems  to  capital- 
intensive  devices  such  as  CT 
scanners  and  linear  accelerators  — 
has  overwhelmed  traditional  fund- 
raising methods;  borrowed  capital, 
at  high  interest  rates,  is  the 
current  resource  for  keeping  pace 
with  new  developments. 
Obsolescence  of  the  physical  plant 
is  a similar  problem  with  a similar 
solution.  And  employee 
unionization,  either  threatened  or 
realized,  dictates  a policy  of  high 
wages,  liberal  fringe  benefits,  low- 
key  supervision,  and  extended 
coffee  breaks.  None  of  this  of 
course  is  hidden  from  view, 
because  faltering  or  overly 
competitive  hospitals  insist  on 
stridently  announcing  to  the 
public,  via  expensive  and 
embarrassing  advertising 
campaigns,  that  patients  are  very 
much  needed.  What  self-respecting 
doctor,  no  matter  how  desperate 
he  or  she  was,  would  assent  to 
this  sort  of  hype?  Does  it  make 
good  sense  then  to  become 
contractually  part  of  this  razzle 
dazzle  struggle  for  survival?  Is 
there  anything  at  all  to  be  gained 
by  putting  ourselves  in  a position 
where  the  standards  of  good  taste 
are  set  by  marketing  experts  and 
where  our  main  contribution  to 
the  cause  takes  place  at  the 
negotiating  table? 

Having  said  all  I dare  to  say 
about  hospital  economics,  and 
having  ignored  another  important 
question  — namely,  the  effect  of 


PPOs  on  the  quality  of  patient 
care  — I shall  conclude  with  a few 
words  about  what  can  be  done  to 
secure  or  salvage  our  current  fee- 
for-service  system. 

Some  will  say  that  nothing  can 
be  done  and  that  we  should  sign 
up  and  negotiate  and  hope  for  the 
best  in  the  years  ahead. 

Ostensibly,  this  is  the  path  of  least 
resistance,  and  for  some  it  is 
tempting,  especially  if  cash  flow  is 
thereby  improved.  I might  caution, 
however,  that  if  this  is  the  path 
we  choose  to  take,  new  political 
structures,  such  as  physician 
unions,  will  almost  certainly  be 
needed,  and  time  will  tell  whether 
they  can  stand  up  to  the  might  of 
industry,  the  torpor  of 
bureaucracy,  and  the  artifice  of 
third-party  payers  if  they  still 
exist. 

Others,  however,  will  recognize, 
even  at  this  late  stage,  that  there  is 
a way  out.  We  can  — all  of  us,  or 


at  least  95  percent  of  us  — send 
back  unsigned,  the  PPO  contracts 
that  will  be  sent  to  us.  If  the 
rejection  is  massive  and 
monolithic,  it  will  be  effective.  We 
must  do  this  even  if  we  judge, 
correctly  or  incorrectly,  that  the 
hospital  or  hospitals  we  go  to  are 
financially  sound.  We  must  do  this 
despite  inducements  to  do 
otherwise  from  industry,  hospital 
administrators,  and  hospital  chiefs 
of  staff.  We  must  do  this  despite 
fears  that  a competitor  “across 
town”  will  betray  the  cause  and 
sign  up.  For  once  in  our 
professional  lives  we  must  stick 
together  and  present  a united 
front.  We  must  not  allow  this 
modern-day  Trojan  Horse  to  be 
dragged  into  the  city.  OSMA 


Donald  C.  Martin,  MD,  practices 
general  surgery  in  Toledo,  Ohio. 
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—News  Digest  = 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


More  generic  products  may  mean 
slowdown  in  drug  industry  advances 


Generic  products  — those  often 
dressed  in  a simplistic  black  and 
white  fashion  — are  a familiar 
sight  in  today’s  shopping  world. 
Consumers  generally  regard  these 
sans-brand  name  items  as 
“bargains”  because  they  offer  the 
same  relative  quality  as  their 
brand  name  counterparts  at  a 
lesser  price. 

In  the  medical  realm,  however, 
the  real  cost  of  generic  drugs  may 
be  hidden  from  the  consumer’s 
eye,  according  to  a recent  article 
by  a pharmacologist  in  the 
American  Council  on  Science  and 
Health  (ACSH)  News  & Views. 
While  consumers  may  be  saving 
money  now  by  purchasing  generic 
drugs,  they  may  be  losing  more  in 
the  long  run  — but  not  just  from 
their  pocketbooks.  Because  if  the 
generic  drug  industry  continues  as 
is,  it  may  eclipse  the  development 
of  new  drugs;  and  this,  ultimately, 
could  affect  the  quality  of  health 
care  consumers  receive. 

“At  the  present  time,  the 
manufacturers  of  pioneer  drugs 
return  a significant  portion  of 
their  profits  on  marketed  drugs  to 
their  in-house  research  efforts; 
much  of  this  funding  goes  to 
support  basic  research  into  the 
causes  of  disease  as  well  as  into 


the  development  of  completely 
new  therapeutic  approaches,”  says 
Roger  Maickel,  MD,  professor  of 
pharmacology  and  toxicology  at 
Purdue  University.  On  the  other 
hand,  the  manufacturers  of  generic 
drugs  need  only  prove  relative 
effectiveness;  i.e.  that  their 
products  work  as  well  as  the 
original  product. 

If  the  trend  in  the  drug  industry 
moves  toward  the  less  expensive 
and  less  time-consuming  generic 
market,  then  “one  might  expect  to 
see  fewer  and  fewer  truly  new 
drugs  and  therapeutic  advances 
developed  in  this  country,”  Dr. 
Maickel  added. 

In  addition,  the  passage  of  the 
Drug  Price  Competition  and 
Patent  Term  Restoration  Act  of 
1984  makes  it  easier  for  generic 
drugs  to  be  patented  and  more 
time-consuming  for  new  drugs  to 
be  approved  by  the  Food  and 
Drug  Administration. 

According  to  the  article,  what 
we  may  have  in  the  near  future  is 
a pharmaceutical  industry  that  is 
hinged  on  price  competition  rather 
than  quality.  And  the  real  cost  of 
generic  drugs  may  reveal  itself  to 
be  a reduction  in  the  quality  of 
medical  research  and  development. 


Aging  blacks  to  be 
subject  of  national 
study 

The  first  large-scale  research 
study  to  look  at  medical,  social, 
economic,  environmental  and 
behavioral  influences  on  the  health 
of  aging  black  Americans  recently 
began  at  the  Duke  University 
Medical  Center  in  Durham,  North 
Carolina.  The  six-year  study  is 
being  funded  by  the  National 
Institute  on  Aging  (NIA). 

Similar  population  studies  have 
examined  the  relationship  between 
environment  and  health  in  the 
elderly,  but  none  have  included  a 
significant  proportion  of  elderly 
black  participants.  At  least  half  of 
the  4,500  elderly  people  in  the 
Duke  study  will  be  black. 

It  is  well  known  that  certain 
diseases  and  risk  factors  are  more 
prevalent  among  blacks  than 
among  whites,  and  that  blacks 
have  higher  mortality  rates  than 
do  whites.  Cardiovascular  disease, 
hypertension  and  obesity,  for 
example,  are  more  common  in 
blacks  than  in  whites.  Also,  blacks 
are  generally  less  likely  to  eat  well- 
balanced  meals  or  to  obtain  some 
types  of  health  services. 

A major  aim  of  the  new  study 
is  to  uncover  any  socioeconomic, 
behavioral,  or  physical  factors 
underlying  illness,  use  of  health 
services,  and  death  among  elderly 
blacks.  “We  are  particularly 
interested  in  finding  ways  to 
prevent  illness  or  disability  in 
older  people,”  says  NIA 
epidemiologist  Mary  Farmer. 
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Personality  is  factor  when  patients  switch  physicians 


More  people  change  doctors  for 
matters  of  personality  rather  than 
matters  of  pocketbook,  according 
to  a recent  survey  by  Louis  Harris 
and  Associates. 

The  top  reasons  a doctor  gets 
the  thumbs  down?  For  not 
spending  enough  time  with 
patients  and  for  not  being 
friendly. 

Other  reasons  listed:  didn’t 
answer  questions  honestly  and 
completely;  treatment  didn’t  work; 
wasn’t  knowledgeable  and 
competent;  wasn’t  up  to  date; 
didn’t  show  respect. 

Surprisingly  enough,  cost  of 
service  didn’t  seem  to  be  a priority 
for  most  people  and  ranked  near 
the  bottom  in  the  survey. 

So,  despite  rumor,  sometimes 
money  isn’t  everything. 


Surplus  Medical  Equipment  Available 
from  Government 


Despite  awareness 
child  abuse  is  not 
being  reported 

A recent  poll  in  American 
Medical  News  reveals  that 
although  more  physicians  today  — 
76%  of  those  polled  — are  aware 
of  child  sexual  abuse,  many  still 
fail  to  report  it. 

Reasons  given  for  failure  to 
report  abuse  include  insufficient 
evidence,  inadequate  training  to 
detect  symptoms,  and  a preference 
to  deal  directly  with  the  child’s 
family.  Only  two  percent  cited 
legal  entanglements  as  a reason  for 
not  reporting  abuse. 


When  Nelsonville  Doctor’s 
Hospital  recently  purchased  an 
EMI  Body  Scanner,  it  saved  some 
$561,000  on  the  purchase,  thanks 
to  Ohio’s  Federal  Surplus  Property 
Program. 

The  program  allows  qualified, 
eligible  public  and/or  nonprofit 
tax  exempt  agencies  to  purchase 
surplus  equipment  from  the 
federal  government  at  savings  of 
up  to  85%  of  the  cost  of 
purchasing  that  same  equipment 
new.  Also  eligible  to  make 
purchases  from  the  federal  surplus 
program  are  hospitals,  clinics, 
health  centers  and  child  care 


clinics,  as  well  as  schools,  colleges 
and  universities. 

The  main  distribution  center  for 
Ohio’s  Federal  Surplus  Property 
Program  is  located  in  Columbus  at 
226  North  Fifth  Street.  A satellite 
warehouse  also  is  located  in 
Garfield  Heights  in  Cleveland. 

Those  interested  in  completing 
an  eligibility  application  form  or 
wishing  more  information  about 
the  program  can  write:  Federal 
Surplus  Property,  226  N.  Fifth 
St.,  Columbus,  Ohio  43215  or  call 
(614)  466-4485. 
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Ohio  medi-scene 


Malpractice  crisis  . . . Ohio’s  medical  schools  . . . athletes  and 
substance  abuse  . . . medical  resident  survey 


The  malpractice  crisis  of  the  ’80s:  The  AMA  takes  a look 


The  price  tag  dangling  from 
malpractice  insurance  policies 
these  days  has  suddenly 
reawakened  the  medical 
profession’s  interest  in 
professional  liability. 

The  “crisis  of  availability,” 
which  swept  through  the 
profession  in  the  1970s,  leaving 
many  practitioners  without 
coverage,  has  given  way  to  a new 
crisis  — one  of  affordability  and, 
according  to  the  American  Medical 
Association  (AMA),  it’s  driving  a 
number  of  physicians  out  of 
business. 

“Between  1975  and  1983,  the 
cost  of  (professional  liability) 
premiums  has  increased  80%. 
Current  costs  are  between  $20,000 
and  $30,000  per  year  in  some 
parts  of  the  country,  and  $70,000 
in  some  specialties.  Next  year,  the 
premiums  for  some  specialties  may 
increase  to  $100,000,”  says  James 
Sammons,  MD,  executive  vice 
president  of  the  AMA.  Dr. 
Sammons  was  one  of  four 
professionals  participating  in  a 
recent  AMA  teleconference  on 
professional  liability. 

“It  is  vital  that  we  work 
together  to  solve  this  problem,  or 
we  will  all  succumb  — doctor, 
nurse,  technician,  hospital 
administrator,”  he  continues. 

The  AMA  is  attempting  to 
combat  the  problem  through 
public  education,  legislation, 


defense  coordination  and  quality 
review. 

Legislatively,  the  AMA  is 
looking  at  tort  reform,  citing  it  as 
an  issue  whose  “time  has  come.” 

“We  feel  that  tort  reform 
should  start  at  the  state  level,” 
comments  Dr.  Sammons,  “since 
each  state  society  has  a unique 
sensitivity  on  how  this  issue  should 
be  handled  in  its  own  state.” 

In  Illinois,  for  example, 
individual  physicians  have  been 
meeting  with  legislators  and  the 
media,  and,  collectively,  in  a rally 
to  bring  public  attention  to  the 
matter. 

“The  rally  showed  that  this  is 
not  just  a physician  issue,”  says 
Jeff  Holden,  director  of 
Legislative  Affairs  for  the  Illinois 
State  Medical  Society,  in  an 
interview  with  the  AMA. 

Statistics  seem  to  bear  him  out, 
as  current  figures  estimate  that 
professional  liability  adds  $15 
billion  to  health  care  costs 
annually. 

“Nobody  wins,  everybody 
pays,”  is  the  slogan  Illinois  has 
adopted  to  bring  home  the  point 
that  the  growing  size  of  awards 
and  the  increasing  number  of 
frivolous  lawsuits  are  creating  a 
very  real  cost  problem. 

The  result?  Illinois  governor, 
James  Thompson,  has  developed  a 
task  force  on  professional  liability 
to  examine  the  issue  further. 
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“And  it  has  prompted  meetings 
between  legislators,  the  bar 
association  and  our  medical 
society,”  says  Holden. 

Together  these  groups  are 
considering  whether  or  not  to: 
limit  contingency  fees;  limit 
payments  on  wrongful  death; 
establish  pretrial  screening  panels 
(which  would  review  the  material 
prior  to  the  trial  to  determine  if 
there  is  an  actual  case  of 
malpractice);  and  establish 
standards  for  expert  witnesses. 

Quality/risk  review  is  yet 
another  perspective  the  AMA  is 
encouraging. 

“We  need  to  expand  peer 
review,”  says  Dr.  Sammons,  and 
he  points  to  the  American  Society 
of  Anesthesiologists  (ASA)  as  an 
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Ohio  medf-scene  . . . continued 


The  Malpractice  Crisis  (continued) 


example  of  a group  that  has 
already  done  much  in  this  area. 

Ellison  Pierce,  Jr.,  MD, 
immediate  past  president  of  the 
ASA  and  chairman  of  its 
committee  on  Patient  Safety  and 
Risk  Management,  outlines  some 
of  the  steps  the  group  has  taken 
to  help  educate  members  on  the 
subject  of  quality  review. 

“We  have  videotapes  on  risk 
management  to  show  our 
members,  and  we  encourage 
hospitals  to  have  regular  quality 
assurance  meetings,”  he  says. 

In  addition,  the  society 
continually  examines  insurance 
claims  data  to  see  where  the 
problems  are  occurring,  and  they 
take  quick  action  to  educate  their 
members  on  the  trouble  spots. 

“Results  are  being  seen  — 
though  it’s  too  early  to  have  any 
data  yet,”  claims  Dr.  Pierce. 

Despite  their  efforts,  however, 
Dr.  Pierce  admits  anesthesiologists 
often  fight  an  uphill  battle. 

“There  are  a lot  of 
misunderstandings.  Patients  think 
that  the  outcome  of  their  illness  is 
guaranteed.  But  disease  moves  in 
its  own  way.” 

The  fact  that  the  level  of 
anesthesia  care  has  improved 
greatly  in  the  last  two  years  adds 
substantially  to  the  misconception 
that  improved  health  is 
“guaranteed.” 

“The  patients  we  see  on 
operating  tables  today  are  sicker 
than  the  ones  in  the  past,  simply 
because  we  now  have  the 
techniques  and  tools  to  keep  them 
alive  longer.  But  it  takes  a lot  of 
skill,  effort  and  care  to  move  such 
a patient  from  a conscious  state  to 
an  unconscious  state  and  back  to 
consciousness.” 

It’s  a point  that  the  public  may 
well  be  overlooking  and  it’s  not 


the  only  one,  says  the  AMA. 

“They  think  malpractice  only 
affects  the  physician,”  but  even 
though  $2  billion  is  spent  each 
year  on  professional  liability, 
“billions  more  are  spent  on 
defensive  medicine”;  and  that 
cost,  says  the  AMA,  is  borne  by 
the  public. 

In  order  to  make  the  public,  or 
at  least  the  corporate  world,  more 
aware  of  the  malpractice  crisis,  the 
AMA  points  to  another  state 
society  that  is  opening  doors 
through  coalition-building. 

“During  the  first  malpractice 
crisis,  we  formed  a group  of 
knowing  people  to  look  at  the 
problem  and  come  up  with 
possible  solutions,”  says  Michael 
Freilich,  MD,  chairman  of  the 
California  Medical  Association’s 
Professional  Liability  Crisis 
Committee. 

Since  then,  he  explains,  other 
groups  have  been  added  as  issues 
arose.  Such  businesses  and 
organizations  as  the  American 
Automobile  Association,  Union 
Oil,  the  Hilton,  and  Union-Pacific 
are  now  working  toward  tort 
reform  through  various  political 
action  groups,  he  continues. 

“The  important  thing  is  that  the 
coalition  not  present  itself  as  a 
self-interest  group,”  Dr.  Freilich 
cautions. 

Increased  public  awareness  is 
one  result  of  coalition  work,  and 
so  is  increased  sympathy  as  the 
groups  involved  in  the  coalition 
become  more  varied. 

As  far  as  the  AMA’s  part  in  the 
new  crisis,  James  S.  Todd,  MD, 
senior  deputy  executive  vice 
president,  mentioned  the 
permanent  task  force  set  up  by  the 
organization  which  is  collecting 
comprehensive  information,  as 
well  as  pinpointing  areas  where 


physicians  can  improve. 

“We  are  also  preparing 
incentive  legislation  at  the  federal 
level,  which  will  be  applicable  to 
all,”  he  says  — including  a 
$200,000  cap  on  pain  and 
suffering  awards,  elimination  of 
the  collaborative  source  rule, 
limitation  on  attorney  fees,  and 
provisions  to  strengthen  state 
boards  and  peer  review 
processes.” 

The  AMA  is  also  working  with 
specialty  societies  to  develop  more 
risk  management,  a la  the  ASA. 

Local  societies  can  help  in  this 
area  by  developing  risk 
management  programs  with  local 
specialty  societies,  by  encouraging 
better  record-keeping,  and  by 
maintaining  closer  contacts  with 
their  physicians,  says  Dr.  Todd. 

The  AMA  will  serve  as  a 
clearinghouse  for  all  information 
gathered  by  the  county  and  state 
societies  and  specialty  societies,  he 
continues. 

But  the  individual  physician  has 
a responsibility,  too,  Dr.  Todd 
points  out. 

“The  individual  physician  has  to 
take  time  with  each  patient,  show 
his  concern,”  says  Dr.  Todd, 
adding  that  this  is  also  an 
opportunity  to  show  the  patient 
what  professional  liability  means 
to  them  in  terms  of  dollars  and 
cents. 

The  AMA  is  also  working  to 
defeat  the  “miracle- worker  image” 
which  surrounds  physicians. 

“Physicians  are  partly  at  fault 
for  this.  They  coined  the  term 
“wonder  drugs”  to  describe  the 
new,  post-war  antibiotics,”  says 
Dr.  Sammons,  and  the  image  has 
grown  accordingly. 

“We  need  to  point  out  the 
limitations  of  physicians,”  Dr. 
Todd  says. 
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A solid  relationship  with  your 
patient  will  go  a long  way  toward 
destroying  this  all-powerful  image, 
they  both  concur. 

“But  the  ‘you-don’t-sue-your- 
friends  theory’  doesn’t  work 
anymore,”  points  out  James  L. 
Griffith,  JD,  a partner  in  the  law 
firm  of  Griffith-Burr  in  Chicago. 

“People  think  they  are  going 
after  the  physician’s  carrier,  not 
the  physician.” 

But  whether  or  not  the  theory 
holds  up,  the  AM  A still  believes  a 
solid  doctor-patient  relationship  is 
the  key  to  unlocking  the  liability 
crisis. 

“The  AMA  isn’t  going  to 
change  public  opinion,”  Dr.  Todd 
notes,  “but  individual  physicians 
can.” — Karen  S.  Edwards 

Poster  advises 
allergy  patients 

A poster,  called  the  “ABCs  of 
Allergy  Relief,”  is  available  to 
allergists  who  may  wish  to 
distribute  the  poster  to  patients  or 
brighten  up  their  reception  rooms 
with  them.  Each  poster  offers  such 
allergy-alleviating  advice  as: 

* avoiding  trees,  plants,  pets 
and  tobacco  smoke 

* fluff-drying  drapes  and  small 
rugs  in  the  dryer  to  keep  them 
dust-free 

* enclosing  bookcases,  shelving 
units,  and  fireplaces  with  glass 
doors,  and 

* investing  in  a high-efficiency, 
non-electric  air  cleaner  to  remove 
up  to  99%  of  airborne  pollutants 
from  the  home. 

Copies  may  be  ordered  from 
Floyd  Carlstrom,  Research 
Products  Corporation,  1015  E. 
Washington  Ave.,  P.O.  Box  1467, 
Madison,  WIS.  53701. 


Are  Ohio’s  medical  schools 
contributing  to  oversupply? 


The  state  of  Ohio  is  held  up  as 
the  prime  example  of  medical 
school  overexpansion.  Much  of 
this  vocal  criticism  is  excessive, 
however.  Ohio  is  ranked  ninth  in 
the  number  of  first-year  students 
(8.2  per  100,000  population) 
compared  to  the  highest  ranking 
state,  New  York  (11.2  per  100,000 
population).  Eight  states,  relative 
to  population  size,  have  more 
first-year  positions  than  Ohio.  (In 
1981-82,  Ohio  ranked  twelfth  in 
this  category.)  However,  to  look 
at  the  absolute  number  of  medical 
students  or  schools  in  isolation  is 
a mistake  to  which  many 
vociferous  critics  have  succumbed. 
This  is  a simplified  approach 
which  results  in  conclusions  which 
exaggerate  Ohio’s  anticipated 
physician  oversupply. 

It  is  also  interesting  to  look  at 
the  number  of  first-year  medical 
school  positions  relative  to 
affluence.  Conceptually, 
expenditure  of  state  funds  should 
correspond  to  the  ability  of  states 
to  pay  for  medical  education 
costs.  Stated  another  way,  the 
affluent  are  able  to  spend  more 
for  health  care,  and  they  demand 
more  health  care  services. 
Although  Ohio  ranks  ninth  in 
number  of  first-year  positions  per 
100,000  population,  it  ranks  only 
twenty-third  in  per  capita  income. 
Ohioans,  therefore,  are  generous 
in  support  of  medical  education, 
compared  to  many  other  states  — 
considering  their  affluence  or 
ability  to  pay  for  it.  Minnesota, 
North  Dakota,  Kansas,  Nebraska 
and  South  Dakota  are  in  a similar 
situation. 


The  second  major  factor 
affecting  Ohio’s  physician  supply 
is  the  number  of  residency 
positions.  Ideally,  the  number  of 
first-year  residency  positions  in  the 
state  (1129)  should  approximate 
the  number  of  medical  school 
first-year  positions  (1026).  If  the 
state  had  fewer  residency  positions 
than  medical  school  graduates,  it 
would  be  a net  exporter  of 
physicians.  If  it  had  significantly 
more  residency  positions  than 
medical  school  graduates,  it  would 
be  a net  importer  of  physicians.  In 
this  respect,  the  number  of  first- 
year  residency  positions  is 
adequate.  Many  of  the  unfilled 
positions  will  be  filled  from 
outside,  bringing  the  number  of 
filled  positions  in  line  with  the 
total  number  of  medical  school 
graduates.  Thus,  the  two  parts 
(undergraduate  and  graduate) 
appear  to  be  in  approximate 
balance. 

Fill  rates  were  lowest  in  the 
following  specialties:  Psychiatry 
(53%),  Physical  Medicine  and 
Rehabilitation  (55%),  Internal 
Medicine  (60%),  and 
Medicine/Pediatrics  (65  % ) . 

It  seems  notable  that  the  lowest 
fill  rate  was  in  a specialty 
(Psychiatry),  projected  by 
GMENAC  to  be  in  short  supply  in 
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Ohio  medi-scene  . . . continued 


Team  psychiatrist  keeps  players 
“on  the  same  page” 


Are  Ohio’s  medical 
schools  contributing 
to  oversupply? 

(continued) 


1990.  All  positions  in  Emergency 
Medicine,  Neurological  Surgery, 
Otolaryngology,  and  Neurology 
were  filled.  In  the  three  primary 
care  specialties,  fill  rates  were  as 
follows:  Pediatrics  (85%),  Family 
Practice  (80%,  a 30% 
improvement  over  1983),  and 
Internal  Medicine  (60%). 

Since  over  50%  of  graduating 
residents  practice  in  the  state 
where  they  received  residency 
training,  the  number  of  residency 
positions  may  have  a greater 
impact  on  the  Ohio  physician 
supply  than  the  number  of  medical 
school  undergraduate  positions. 
Nationally,  the  number  of 
residency  positions  has  decreased 
somewhat,  so  that  there  is  nearly  a 
1:1  ratio  of  residency  positions  to 
American  medical  school 
graduates.  The  shift  to  prospective 
payment  (DRGs),  and  fear  of  the 
unknown  may  be  partly 
responsible  for  this.  Under  the 
new  system,  hospitals  will  carefully 
examine  all  costs  secondary  to 
their  main  mission  — patient  care. 
In  the  future  it  will  be  necessary 
to  monitor  the  number  of 
residency  programs,  positions,  and 
fill  rates,  as  well  as  medical  school 
class  sizes,  to  accurately  project 
the  future  physician  supply  in  the 
state. 

— Stephen  E.  Peterson,  PhD, 
and  Alvin  E.  Rodin,  MD 


What  makes  a winning  football 
team? 

It’s  a question  that  Gregg 
Collins,  MD,  director  of  the  drug 
and  alcohol  rehabilitation  program 
at  the  Cleveland  Clinic  and  team 
psychiatrist  for  the  Cleveland 
Browns,  has  asked  his  players 
often  over  the  past  three  years. 

The  answer  generally  comes  in 
the  same  words:  “We  all  have  to 
be  on  the  same  page,  Doc.”  It’s 
team  lingo  for  working  together 
with  a common  mind  set  toward  a 
common  goal. 

The  message  can  apply  to 
almost  any  group  or  enterprise, 
from  a high  school  soccer  team  to 
a multi-million  dollar  corporation. 
But  keeping  on  the  same  page 
isn’t  always  easy. 

When  Dr.  Collins  first  joined 
the  Browns  as  team  psychiatrist, 
the  players  were  “all  over  the 
book”  in  terms  of  their  mental 
and  physical  status  — and  the 
team  was  hardly  a winner  with  a 
5-11  season. 

“No  one  knew  anything  about 
professional  athletes  and  substance 
abuse,”  Dr.  Collins  says.  But  it 
was  suspected  that  drugs  and 
alcohol  had  something  to  do  with 
the  team’s  downfall,  and  so 
professional  assistance  was  sought. 

“What  we  found,”  says  Dr. 
Collins,  “is  that  the  problem  was 
a lot  worse  than  had  originally 
been  anticipated.  The  drugs  being 
used  were  worse,  both  in  terms  of 
expense  and  illegality.  The  extent 
and  nature  of  the  problem  was 
worse  than  we  had  imagined,  and 


extensive  damage  had  already  been 
done.” 

Therefore,  a total  organization 
effort  was  needed  to  “clean  up” 
the  problem,  he  says. 

The  result  was  the  development 
of  “The  Inner  Circle,”  a 
nationally  recognized  program  for 
the  treatment  of  drug  and  alcohol 
abuse  among  professional  athletes. 
The  program,  which  has  received 
the  attention  of  The  New  York 
Times  and  Sports  Illustrated,  pulls 
together  all  aspects  of  the 
professional  athletes’  lives  and 
involves  everyone  from  the  owner 
of  the  team  to  the  players’ 
families  in  the  process.  It  also 
calls  upon  professionals  in 
chemical  dependency,  drug 
rehabilitation  and  prevention 
education,  and  may  involve 
hospitalization  in  special 
rehabilitation  centers. 

It’s  called  the  inner  circle 
because  it  links  together  these 
various  resources  in  a common 
commitment.  The  program  is  an 
expensive  one;  initially  it  cost  the 
Browns  approximately  $250,000  a 
year  to  run,  Dr.  Collins  says. 

However,  the  concept  behind  it 
is  free,  and  it  can  be  used 
effectively  for  other  groups  both 
large  and  small,  from  high  school 
sports  teams  to  entire  school 
systems  and  communities. 

There  are  certain  high-risk 
groups  in  society  that  are 
particularly  susceptible  to  the  drug 
and  alcohol  abuse  syndrome, 
according  to  Dr.  Collins.  These 
include  those  working  in  the 
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entertainment  industry,  sales  and 
marketing  executives,  health  care 
professionals,  clergy,  attorneys 
and  the  family  members  of  all  of 
these. 

Among  those  most  at  risk  are 
young  people  today  who  find  it 
difficult  to  get  through  high 
school  without  tremendous  peer 
pressure  to  use  alcohol,  marijuana 
and  cocaine. 

“Doctors  today  are  curing  all 
kinds  of  diseases  — American 
medicine  is  the  best  in  the  world 
and  life  expectancies  are  getting 
longer  and  longer,”  he  says. 
“Except  for  those  under  30  years 
of  age.  For  this  age  group,  the  life 
expectancy  is  actually  shrinking. 
The  three  top  reasons:  automobile 
accidents,  suicide  and  homicide. 
And  much  of  this  is  related  to 
drug  and  alcohol  abuse.  It  is  a 
difficult  time  to  get  through  those 
early  years.” 

Through  his  experiences,  Dr. 
Collins  has  found  that  drugs  are  a 
significant  problem  among  athletes 
at  all  levels  — high  school,  college 
and  professional.  The  high  level  of 
stress  that  results  from  the 
pressure  to  perform,  in  addition  to 
the  high-profile  social  life  which 
often  surrounds  the  athlete,  makes 
him  or  her  a vulnerable  target. 

“We  started  out  looking  at  the 
cocaine  problem,”  Dr.  Collins 
says,  “but  we  soon  found  that 
alcohol,  marijuana,  cocaine  and 
other  drugs  were  all  linked 
together.  In  other  words,  you  have 
to  give  up  drinking  in  order  to 
give  up  cocaine.” 

Yet  because  drinking  is  socially 
sanctioned  and  easily  accessible, 
even  to  youth,  it  is  perhaps  the 


worst  abuse  problem  facing  society 
today.  It  is  of  particular  hazard  to 
the  athlete  because  “it  adds  weight 
and  fat,  diminishes  vitamin 
absorption  and  is  most  likely  to 
present  problems  statistically,”  Dr. 
Collins  says. 

About  marijuana,  he  adds, 

“The  medical  community  is  no 
longer  divided.  Those  of  us  who 
have  worked  with  this  problem 
know  that  it  is  very  dangerous.” 

Its  use  results  in  memory  loss, 
time  distortions  and  interference 
with  motor  activity,  along  with 
marked  personality  changes  and 
interference  with  hormonal 
metabolism,  he  says.  “We  are 
finding  the  effects  of  THC  may  be 
responsible  for  breast  enlargement 
in  some  adolescent  boys.” 

Cocaine  — the  most  highly 
controversial  of  the  three,  and  yet 
one  of  the  most  commonly  used, 
is  also  the  most  expensive.  “We 
found  some  of  our  athletes  were 
going  through  $30,000  in  a few 
weeks,”  Dr.  Collins  says. 
“Spending  $2,000  to  $3,000  a 
week  is  nothing  to  support  a good 
habit.” 

One  of  its  most  dangerous  side 
effects  is  that  it  is  habit-forming. 
“The  desire  to  continue  using 
cocaine  is  one  of  the  most 
powerful  behavior  inducers 
known,”  Dr.  Collins  says.  As  a 
result,  team  members  were 
changing  markedly  in  their 
performance  on  the  field,  were 
falling  asleep  during  team 
meetings,  and  were  experiencing 
major  personality  changes. 

Dr.  Collins  says  the  Cleveland 
Browns  “are  one  of  the  few 
organizations  in  the  whole  sports 


world  that  has  cared  enough  to  do 
something  about  this  — in  this 
regard,  they  have  been  true 
pioneers,  real  trail  blazers.” 
Physicians  can  become  likewise 
involved  in  their  own 
communities,  acting  as 
professional  consultants  and 
working  with  a “team”  of 
parents,  teachers,  coaches,  school 
board  members,  clergy,  law 
enforcement  officers  and  others  to 
combat  the  problem. 

Those  serving  as  team  physicians 
in  schools  both  large  and  small  are 
in  a particularly  good  position  to 
help,  he  says,  suggesting  the 
following  to  them: 

1.  Be  aware  of  the  problem 

2.  Understand  these  drugs  and 
their  effects  on  the  human  body 

3.  Educate  your  players  to  these 
dangers 

4.  Don’t  avoid  confronting  the 
issue 

5.  Ensure  confidentiality 

6.  Set  a good  example  — be 
“clean”  yourself 

7.  Keep  your  eyes,  ears  and  nose 
open 

8.  Maintain  strict  control  in  your 
organization. 

An  all-out  team  effort  is 
required  to  tackle  the  problem, 

Dr.  Collins  says.  A half-hearted 
attempt  to  smooth  out  difficulties 
will  not  do.  Physicians  can  be 
leaders  of  that  team  by  mobilizing 
their  communities  through 
education,  prevention  and 
awareness  programs  aimed  at 
discouraging  use  and  misuse.  — 
Susan  Porter 
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OSMA  Residency  Program  Survey 

Survey  Totals 

Total  number  of  residents 

Number  of  residents  to  locate  in  Ohio 

Number  of  residents  to  locate  out  of  state 

Number  of  residents  going  into  fellowships  or  other  further  training 

Residents  who  have  not  chosen  a location 

Residents  who  plan  to  locate  in  city  where  residency  was  taken 

Residents  who  will  locate  within  50  miles  of  residency 

Residents  who  will  locate  in  Ohio  metro,  cities  (population  150,000  + ) 

Residents  who  will  locate  in  small  or  rural  towns  (population  under  50,000) . . . 

Residents  planning  group  practice 

Residents  planning  solo  practice 

Residents  taking  salaried  positions 

Residents  taking  HMO  positions 

Residents  taking  PPO  positions 

Residents  attending  medical  school  in  Ohio/planning  practice  in  Ohio 

Residents  attending  medical  school  in  Ohio/planning  practice  out  of  Ohio  .... 
Residents  attending  medical  school  out  of  Ohio/planning  practice  in  Ohio  .... 


1984 

1983 

1982 

773 

786 

716 

293 

266 

261 

191 

199 

213 

235 

247 

186 

54 

75 

56 

177 

181 

163 

60 

52 

65 

175 

195 

172 

88 

71 

89 

149 

130 

126 

36 

53 

39 

113 

109 

95 

34 

16 

4 

13 

5 

— 

178 

157 

— 

30 

47 

— 

106 

109 

— 

OSMA  Residency  Program  Survey 
Totals  by  Specialty 


Internal  Medicine 213 

Family  Practice 113 

Pediatrics 102 

Anesthesiology 57 

Surgery 55 

Ob/Gyn 49 

Radiology 37 

Orthopedics 36 

Pathology 32 

Psychiatry 31 

Ophthalmology 18 

Dermatology 18 

Otolaryngology 9 

Allergy /Immunology 3 
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Where  are  all  the  residents  going? 


They’re  staying  in  Ohio. 

So  says  a recent  survey  of  Ohio 
medical  residents  conducted  by  the 
Ohio  State  Medical  Association’s 
Department  of  Field  Service. 

The  survey,  which  has  been 
conducted  for  the  past  three 
consecutive  years,  shows  that  38% 
of  the  residents  included  in  the 
questionnaire  plan  to  practice  in 
Ohio,  while  only  25%  will  locate 
out  of  state. 

Another  30%  of  the  residents 
will  go  into  fellowships  or  other 
programs  for  further  training, 
while  7%  have  not  yet  chosen  a 
location. 

Information  was  collected  in 
1984  from  a total  of  773  residents 
in  164  residency  programs 
throughout  the  state.  Another  11 
residency  programs  did  not 
respond. 

Data  were  then  compiled  for  15 
specialty  areas,  including  allergy, 
anesthesiology,  dermatology, 
family  practice,  internal  medicine, 
obstetrics/gynecology, 
ophthalmology,  orthopedics, 
otolaryngology,  pathology, 
pediatrics,  psychiatry,  diagnostic 
radiology,  therapeutic  radiology 
and  surgery. 

The  most  popular  specialty  was 
internal  medicine,  with  213 
residents  participating.  Family 
practice  was  second  with  113,  and 
pediatrics  was  third  with  102 
residents.  Anesthesiology  with  57 
residents,  surgery  with  55  residents 
and  obstetrics/gynecology  with  49 
residents  were  fourth,  fifth  and 
sixth. 

Along  with  showing  that  the 
majority  of  those  in  residency 
programs  who  did  not  plan  further 


training  will  begin  their  careers 
here  in  Ohio,  the  survey  also 
reflects  other  nationwide  trends  in 
medicine.  The  first  is  that  greater 
numbers  of  residents  are  choosing 
to  locate  in  small  towns  and  rural 
areas,  as  opposed  to  the  large 
metropolitan  areas  popular  in 
years  past. 

For  example,  of  the  113 
residents  in  family  practice,  only 
28  plan  to  locate  in  metropolitan 
cities  with  populations  of  150,000 
or  more,  while  47  will  locate  in 
small  cities  or  rural  towns  with 
populations  under  50,000.  Eighty 
of  the  113  will  locate  in  Ohio, 
while  only  27  will  locate  out  of 
state  — 58  plan  to  locate  within 
the  cities  where  their  residencies 
were  taken  or  within  50  miles  of 
those  cities. 

The  trend  towards  joining  group 
practices  and  taking  salaried 
positions,  as  opposed  to  setting  up 
private  solo  practices  as  was 
popular  in  the  past,  is  also 
reflected  in  the  survey.  Among  the 
108  internal  medicine  residents  not 
planning  to  go  on  for  further 
training  in  their  specialty  area,  32 
will  enter  a group  practice  and  28 
will  take  salaried  positions.  Only 
five  residents  in  internal  medicine 
are  planning  to  set  up  solo 
practices. 

Sixty-one  of  the  213  internal 
medicine  residents  listed  in  the 
survey  plan  to  locate  in  Ohio, 
while  33  will  go  out  of  state  — 53 
plan  to  locate  within  50  miles  of 
the  cities  where  their  residencies 
were  taken.  Nearly  half  of  the 
total,  or  105  residents  in  internal 
medicine,  are  going  into 
fellowships  or  other  programs  for 


further  training. 

The  OSMA’s  residency  program 
survey  also  indicates  that  positions 
in  Health  Maintenance 
Organizations  (HMOs)  and 
Preferred  Provider  Organizations 
(PPOs)  are  increasingly  becoming 
options  for  those  completing  their 
residencies.  In  fact,  almost  as 
many  residents  (34)  will  take 
HMO  positions  as  will  set  up  solo 
practices  (36)  according  to  the 
survey. 

Overall,  19%  of  the  residents 
surveyed  were  planning  to  go  into 
group  practices,  15%  into  salaried 
positions,  .05%  into  solo  practice, 
.04%  into  HMO  positions  and 
.02%  into  PPO  positions.  Those 
remaining  were  going  on  for 
further  training  or  had  not  yet 
decided  their  type  and  location  of 
practice. 

Compared  to  previous  years, 
“More  residents  are  choosing 
group  practices,  salaried  positions, 
participation  in  HMOs  and 
PPOs,”  a summary  of  the  report 
says.  “Apparently,  few  feel  they 
can  afford  to  try  a solo  practice 
with  no  financial  guarantees.” 

The  survey  also  indicates  that  a 
significant  number  of  students 
who  attended  medical  school 
outside  of  this  state  also  plan  to 
practice  in  Ohio,  while  only  30  of 
the  residents  surveyed  who  had 
received  their  medical  educations 
in  Ohio  planned  to  practice 
outside  of  the  state.  One  hundred 
and  six  residents  who  had  attended 
medical  school  outside  of  Ohio 
plan  to  set  up  practices  here. 

— Susan  Porter 
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“If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


e knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.” 
Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
a wheelchair,  unable  to  bear  weight  on 
left  leg.  Her  injured  brain  prevented 
left  hand  and  arm  from  working 
. She  had  also  lost  all  of  her 
term  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy, 
her  specialized  services  helped 
ain  her  memory  and  improve  her  ability 
communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
will  do  when  someone’s  life  is  at  stake. 
For  information  on  our  programs,  please 
ball  Lynn  McMurdo,  Director  of  Admissions, 
12)  781-5700  (ext.  296). 


We  add  life  to  years 

HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  15238 
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OSMA  Annual  Meeting  Wrap-up 


The  OSMA  Annual  Meeting 

Highlights 


Editor’s  note:  This  year,  we’re  doing  the  highlights  section  a little 
differently.  Instead  of  running  all  pictures,  as  we’ve  done  in  the  past, 
we’ve  chosen  to  include  reports  on  some  of  the  issues  raised  and  topics 
discussed  during  the  three-day  meeting.  We  hope  you  like  this  year’s 
more  informative  approach. 


Friday  Night 

The  OSMA  auxiliary.  Working  synergistically  for  medicine. 


The  auxiliary’s  theme  this  year 
— “Synergy:  Working  Together 
with  Medicine  for  Effective 
Action”  — was  selected,  in  part, 
out  of  concern  for  unity  between 
the  medical  association  and  the 
auxiliary,  for  one  of  our  greatest 
strengths  as  an  organization  is  our 
association  with  medicine. 

We  are  your  most  undeveloped 
resource,  your  strongest  ally,  and 
your  greatest  advocates.  With 
medicine’s  expertise,  county 
auxiliaries  continue  to  reach  out, 
either  on  their  own,  or  in  coalition 
with  other  health-related 
organizations  to  help  meet 


community  health  needs. 
Community  health  education  is  the 
medical  profession’s  best  public- 
image  making  activity.  In  the 
spirit  of  synergy  with  medicine, 
and  through  preventive  health 
education  projects,  we  can  assure 
a collective  impact  in  our 
communities,  help  reduce  medical 
costs  and  continue  to  let  our 
public  know  that  medicine  does, 
indeed,  care. 

As  government  funds  for 
medical  education  continue  to 
diminish,  we  think  it  is  important 
that  we  continue  to  expand  efforts 
to  raise  funds  for  medical 


education  and  health-related 
careers  so  that  not  only  the  rich 
have  access  to  medical  education. 

Our  association  with  medicine 
also  continues  to  provide  us  with 
unique  opportunities  to  impact  on 
medically-related  issues  through 
our  political  activities. 

We  are  grateful  that  there 
continues  to  be  a strengthening  of 
medicine  and  auxiliary  ties  over 
the  years.  If  the  auxiliary  is  to 
survive,  our  members  need  to 
know  that  what  they  are  asked  to 
do  is  important,  and  that  their 
involvement  makes  a difference  to 
organized  medicine.  We  have 
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Annual  Meeting  Highlights,  continued 


The  OSMA  auxiliary 

continued 

auxiliaries  organized  in  47  out  of 
88  counties  in  Ohio,  and 
approximately  4500  members  out 
of  a possible  12,000.  We  need  to 
do  better  than  that,  and  I’m  sure 
— with  your  help  — we  can. 

As  your  spouses,  as  your 
partners,  we  share  your  concerns 
about  the  future  of  medicine.  We 
know  that  DRGs,  PPOs,  IP  As 
and  HMOs  are  more  than 
acronyms  — they  are  the  realities 
and  programs  that  are  changing 
the  face  of  medicine,  and  the  way 
we  see  you  practicing.  We  know 
that  no  longer  is  it  sufficient  to 
“help  the  sick,  do  no  harm, 
educate  the  novice,  and  share 
medical  knowledge  with  fellow 
physicians.”  Now,  you  must  be 
concerned  with  competition,  how 
best  to  limit  access,  ration  care, 
decrease  demand,  and  control 
costs  — meanwhile  coping  with 


increased  threat  of  litigation  and 
its  skyrocketing  costs. 

We  want  to  reach  out  to  people 
in  our  communities  to  help  them 
understand  medicine’s  point  of 
view,  and  be  your  best  volunteer 
and  public  relations  arm,  but  we 
need  your  encouragement. 

We  thank  you  for  the 
inspiration,  for  the  assistance  you 
have  provided  — for  it  has 
enabled  us  to  grow  to  our  present 
strength.  We  ask  that  you 
continue  to  offer  your  needed 
support  in  the  years  to  come,  for 
we  believe  that  working  together 
in  the  spirit  of  synergy  — 
physician  and  spouse  united  in 
common  goals  — can  keep  us  on 
a successful  journey  toward  better 
health  for  all,  and  help  us 
maintain  the  best  health  care 
system  in  the  world. 

— Fifi  Pfahl,  Immediate  Past 
President,  OSMA  Auxiliary. 


Mrs.  Fifi  Pfahl  was  escorted  to  the 
podium  by  her  husband  S.  Baird 
Pfahl,  MD. 


Hart  Page  received  resolutions  from  both  the  Ohio  House  and 
Senate  which  congratulated  him  on  his  years  of  service  and 
extended  him  best  wishes  in  his  retirement. 


Herman  Abromowitz,  MD,  presented  a plaque  to  OSMA 
staff  member  Gail  Dodson  for  her  25  years  of  service  to  the 
Association. 
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OSMA  launches  new  member  recruitment  campaign 


With  the  climate  of  health  care 
changing  so  rapidly,  there  has 
never  been  a better  time  for 
medicine  to  regroup  — to  gather 
its  forces  and  present  a united 
front  in  the  face  of  increasing 
competition,  government 
regulation  and  rising  health  care 
costs.  And,  if  the  old  saying  is  to 
be  believed,  there  is  strength  in 
numbers. 

During  this  year’s  Annual 
Meeting,  a new  membership 
recruitment  program  was  launched 
by  Membership  Chairman  Thomas 
A.  Morgan,  MD,  Gallipolis. 

The  program,  called  “Peer-to- 
Peer,”  or  “Physician  Outreach,” 
is  designed  to  let  the  physician 
contact  those  colleagues  whom  he 
or  she  knows  to  be  non-members, 
and  attempt  to  recruit  them  into 
OSMA  membership. 

“This  is  the  most  ambitious, 
and,  what  I hope  will  be  the  most 
successful  campaign  for  new 
members  that  the  OSMA  ever 
launched,”  said  Dr.  Morgan,  in 
unveiling  the  campaign  at  the 
opening  session  of  the  House  of 
Delegates. 

“I’m  optimistic  because  this 
campaign  involves  you,  the  leaders 
of  medicine,”  he  continued. 

Although  the  OSMA  has  shown 
an  increase  in  membership  in 
recent  years,  there  has  been  an 
ominous  trend  in  other  medical 
societies  toward  membership 
decline. 

“The  future  of  the  American 
Medical  Association  has  to  be 
considered  seriously  jeopardized 
when  it  represents  fewer  than  50% 
of  the  nation’s  doctors,”  said  Dr. 
Morgan. 

Medical  associations  are  no 
longer  in  a seller’s  market,  he 
adds. 

“It  used  to  be  a privilege  to  be 


granted  membership  in  the  medical 
association,”  Dr.  Morgan  reflects. 
“In  fact,  many  hospitals  would 
require  that  a physician  be  a 
member  of  the  medical  society 
before  adding  him  or  her  to  their 
staff. 

“But  we  no  longer  enjoy  that 
privilege  today.  Medical  societies 
are  in  a buyer’s  market,  and  we 
must  now  aggressively  seek  out 
new  members.” 

The  Peer-to-Peer  recruitment 
program  is  for  1985  membership 
— half-year  dues,  which  amount 
to  $125. 

Each  delegate  who  chose  to 
participate  in  the  program  during 
Annual  Meeting  was  given  the 
names  of  non-member  physicians, 
located  in  his  or  her  county.  They 
may  have  been  former  members  of 
their  county  society  and/or  the 
OSMA,  and  may  or  may  not  have 
been  direct  members  of  the  AMA. 
Others  may  have  been  billed  for 
membership  dues  for  1985,  but 
have  not  yet  paid.  Each 


participant  was  asked  to  select  a 
minimum  of  five  physicians  to 
contact.  A kit,  filled  with 
brochures  regarding  recruitment 
strategy,  information  about  both 
the  OSMA  and  AMA,  as  well  as 
answers  to  the  question  “why  join 
a medical  society?”  was  made 
available  to  participants  to  help 
them  in  their  recruiting  efforts. 
Correspondence  stationery  was 
also  included. 

As  an  extra  incentive, 
participants  have  the  opportunity 
to  win  awards  for  their  recruiting 
efforts. 

The  campaign  will  officially 
wrap  up  in  November. 

Those  interested  in  receiving 
further  information  about  the 
Peer-to-Peer  campaign  or  who 
may  wish  to  serve  as  a recruiter 
should  contact  the  Membership 
Department,  Ohio  State  Medical 
Association,  600  S.  High  St., 
Columbus,  Ohio  43215.  — Karen 
S.  Edwards 


Dr.  Abromowitz  recognizes  retiring  Executive  Director  Hart  Page  and  his  wife, 
Jean,  during  the  opening  session  of  the  House  Friday  night. 
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Saturday 


‘Surprise-free’  political  environment  predicted  at 
OMPAC  luncheon 


A “periscopic,  broad-brush  view 
of  what’s  going  on  in  Reagan’s 
Washington”  was  recently 
provided  members  of  OMPAC  — 
the  Ohio  State  Medical 
Association’s  Political  Action 
Committee  — by  John 
McLaughlin,  Washington 
Executive  Editor  of  the  National 
Review,  and  moderator  of  a 
weekly  TV  program,  “The 
McLaughlin  Report.” 

McLaughlin  addressed  OMPAC 
members  at  a luncheon  held 
during  the  OSMA’s  annual 
meeting  this  past  May.  This  was 
McLaughlin’s  second  appearance 
as  an  OMPAC  speaker.  His  first 
appearance  was  in  1983. 

The  political  analyst  began  his 
talk  with  a discussion  of  the 
summit  meeting  recently  held  in 
Bonn,  Germany. 

“The  Bonn  summit  meeting 
proved  to  be  a small  minus  for  the 
President,  largely  because  of  the 
Bitburg  incident,”  McLaughlin 
claims  — and  this,  despite  the  fact 
that  the  allies  came  out  in  support 
of  Reagan’s  star  wars  policy. 

But  the  focus  of  the  summit,  he 
continues,  was  clearly  on  “the  new 
man  in  the  Kremlin”  — Mikhail 
Gorbachev,  Russia’s  new  Kremlin 
chief. 

“Gorbachev  has  been  very  bold 
in  seizing  the  initiative,” 
McLaughlin  analyzes.  “He 
immediately  put  Reagan  on  the 
defensive  by  blaming  him  for  not 
putting  the  star  wars  issue  on  the 
table.” 


In  fact,  McLaughlin  adds, 
Gorbachev  is  showing  Reagan  a 
PR  trick  or  two,  and  the  analyst 
predicts  that  the  new  Soviet  leader 
will  steal  the  spotlight  away  from 
the  President  before  the  year  is 
out. 

“Gorbachev  is  different  from 
his  predecessors,”  McLaughlin 
says. 

For  one  thing,  Gorbachev  is 
more  economically  minded. 

“He  is  conscious  of  his 
country’s  purse-strings.  He  wants 
to  establish  Russia’s  economy,  and 
that  is  why  he  hates  the  star  wars 
talks.  He  doesn’t  want  to  spend 
the  27  billion  dollars  that  would 
keep  Russia  up-to-date  in  the  star 
wars  battle.  He  would  rather  put 
the  money  into  Soviet  farming  and 
agriculture.” 

McLaughlin  predicts  that  there 
will  be  no  serious  problem  with 
the  U.S.S.R.  during  Reagan’s 
second  term. 

“Reagan  has  been  bitten  by  the 
peace  bug,”  he  says  in  way  of 
explanation. 

But  the  Mideast  will  bring  about 
its  own  set  of  problems,  he  adds. 

He  points  to  Secretary  of  State 
George  Schultz,  who  has  recently 
been  visiting  Mideast  leaders. 

“He  has  talked  to  everyone 
except  Syrian  President  Hafez  Al- 
Asad,  and  yet  Asad  is  the  one 
who  pulls  the  Mideast’s  purse- 
strings,” McLaughlin  points  out. 

“I  hope  there  will  be  some 
progress  over  there,  but  if  not, 
then  I wonder  if  it  will  ever  come 


about  at  all,”  he  adds. 

McLaughlin  touched  briefly  on 
other  global  hot-spots. 

“The  situation  in  Nicaragua  has 
deteriorated  so  much  that  the 
country  is  now  just  a small  police 
state.  Ortega  has  undermined  our 
credibility.  There  is  a strong 
distaste  here  for  his  visit  to 
Russia,  and  his  subsequent  trips  to 
the  Eastern  bloc  countries,  asking 
for  money.  We  see  him,  now,  as  a 
Communist  puppet.” 

Duarte,  in  El  Salvador,  feels 
that  the  war,  there,  is  finally 
turning  in  his  direction,  “and  he 
supports  the  president’s  peace 
initiative,”  McLaughlin  adds. 

In  Latin  and  South  America, 
more  countries  than  ever  have 
asked  for,  and  received,  their 
independence.  Argentina,  Brazil, 
Panama,  Columbia,  Venezuela 
and  Grenada  are  just  a few  of  the 
examples,  McLaughlin  notes. 

“President  Reagan  didn’t 
prohibit  independence  nearly  as 
much  as  Carter  did  when  he  was 
president,”  he  adds. 

McLaughlin  is  also  predicting 
that  the  People’s  Republic  of 
China  will  move  toward  a free 
marketplace.  “Pockets  of 
capitalization  are  being  encouraged 
by  the  government  over  there.” 
The  Philippines  has  the  potential 
of  being  the  hottest  spot  during 
Reagan’s  second  term,  says 
McLaughlin,  but  he  also  points  to 
Pakistan  and  India  as  places  to 
keep  an  eye  on.  “Watch  for  signs 
of  violence  over  there,”  he  says. 
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And  because  of  the  current 
problem  of  parity  between  South 
African  blacks  and  whites, 
McLaughlin  says  to  look  for  a bill 
banning  the  sale  of  kruggerands  in 
the  U.S. 

“Otherwise,  President  Reagan’s 
second  term  will  be  OK,”  predicts 
McLaughlin,  and  much  of  the 
credit  for  that  must  go  to  Reagan 
himself,  whom  McLaughlin  calls 
“the  shrewdest  political  anical 
since  FDR.” 

“Reagan  keeps  the  public’s 
interest  focused  on  one  topic  at  a 
time  — which  is  about  as  much  as 
the  public  psyche  can  handle,”  he 
jokes.  In  fact,  he  adds,  the  reason 
Reagan’s  popularity  has  dipped  in 
recent  months  is  because  “he  has 
too  much  on  the  public’s  plate 
now.” 

The  budget  is  certainly  one  such 
factor,  he  says. 

“The  Senate  has  put  in  $51 
billion  in  cuts  — including  a 
freeze  on  military  spending, 
reduction  of  AMTRAK  support, 
student  loans,  and  farm  support.” 

However,  there  has  been  no 
freeze  placed  on  the  cost  of  living 
to  social  security  — “and  the  dust 
has  yet  to  settle  on  how  Medicare 
cuts  will  take  place,”  McLaughlin 
says. 

Because  federal  health  programs 
for  the  elderly  consumed  some  77 
billion  federal  dollars  last  year, 
“they  are  an  inviting  target  for 
cuts,”  the  analyst  notes. 

“Reagan  does  want  to  reduce 
the  Medicare  budget  by  $4  billion, 


but  nothing  has  been  finalized 
yet.” 

The  elderly  are  a concern  to  this 
administration,  he  continues,  and 
he  predicts  that  much  attention 
will  be  paid  to  Medicare  cuts  as 
well  as  cuts  in  social  security  in 
the  future. 

“The  status  of  physician  DRGs 
is  waiting  on  a report  that  won’t 
be  ready  till  the  end  of  the  year, 
so  don’t  fret  much  on  this 
subject,”  he  consoles. 

And,  as  far  as  tax  reform  is 
concerned,  McLaughlin  feels  that 
Treasury  I and  II  will  be  embraced 
by  the  President  and  receive  a 
nationwide  media  blitz. 

“It  all  boils  down  to  no  tax 
credits.  Will  it  pass?  Yes,  in  some 
form.  Medical  expense  deductions 
will  probably  be  retained,  but 
third-party  payors  have  already 
rendered  this  category  meaningless 
for  most  tax  payors.” 

On  other  fronts,  McLaughlin 
says  that  the  quotas  will  probably 
be  lifted  on  Japanese-made  cars 
entering  the  country. 

“When  the  Japanese  increased 
their  production  of  exported  cars, 
all  hell  broke  loose  in  Congress. 
The  Japanese  have  been  trying  to 
accommodate  the  outrage  ever 
since.  We  even  saw  the  Japanese 
president  go  on  television  and  urge 
viewers  to  buy  American.  Can  you 
imagine  Reagan  appearing  on  TV 
and  urging  us  to  buy  Japanese?” 

The  quota  will  be  lifted, 
however,  because  Japan’s 
president  is  one  of  Reagan’s  loyal 


friends. 

“And  Reagan  can’t  say  no  to 
friends  he  feels  are  loyal.  That’s 
why  there  was  a Bitburg,” 
McLaughlin  claims.  However,  he 
also  predicts  that  there  will  be 
some  protective  legislation 
regarding  foreign  imports  coming 
out  of  Congress. 

As  far  as  predicting  the  ’88 
elections  — “Reagan  is  not  yet  a 
lame  duck,  and  any  notion  that  he 
is  will  be  forestalled  for  the  rest  of 
the  year.  Then,  I predict  that 
George  Bush  will  be  pushed  out 
into  the  limelight.” 

As  far  as  the  Democratic  party 
is  concerned,  McLaughlin  says 
they  need  three  things  — leaders, 
issues,  and  money. 

“What  has  the  Democratic  party 
done  to  improve  its  chances  in 
’88?”  McLaughlin  asks 
rhetorically,  then  answers.  “They 
have  put  Paul  Kirk  in  charge  of 
the  Democratic  party,  and  Kirk  is 
doing  a lot  of  intelligent  things.” 
For  example,  says  McLaughlin, 
one  of  his  efforts  has  been  to  try 
to  rid  the  party  of  its  “special 
interest  group  image.” 

“The  Democratic  party  is  split 
down  the  middle.  On  the  one 
hand,  there  are  the  conservative, 
established  Ivy  Leaguers  — on  the 
other,  the  young  turks  who  are 
very  partisan,  who  say  change  is 
productive,  and  who  are  not 
willing  to  accept  or  make  any 
compromises.” 

According  to  McLaughlin,  the 
personalities  in  these  two  groups 
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OMPAC  Luncheon 

continued 

continuously  waiver  back  and 
forth,  first  in  one  camp,  then 
another.  Ted  Kennedy,  for 
example,  historically  one  of  the 
party’s  strongest  advocate  for 
change  is  now  “minueting  to  the 
right,”  McLaughlin  says. 

Who  will  run  during  ’88? 

“On  the  Republican  side,  there 
is  the  old  guard  — people  like 
Bob  Michael,  minority  leader  of 
the  House  of  Representatives,  and 
Bob  Dole,  leader  of  the  Senate. 

“I  think  the  two  to  watch, 
though,  are  Jack  Kemp  — ‘the 
rhinestone  cowboy,’  and  George 
Bush  — ‘Mr.  Preppy.’  Dole’s 
train  has  already  left  the  station,” 
McLaughlin  claims. 

According  to  the  analyst, 
Kemp’s  problem  is  that  people  are 


used  to  seeing  Bush,  and  that  may 
lead  to  his  downfall. 

As  far  as  the  Democratic  party 
candidates  are  concerned, 
McLaughlin  is  predicting  Gebhart 
or  Mario  Quomo  — New  York’s 
new  governor,  whom  McLaughlin 
describes  as  a “Mondale  with 
charisma.” 

“He  is  the  darling  of  the 
Georgetown  set,”  McLaughlin 
claims,  and  thus  stands  a good 
chance  at  getting  the  nomination. 

McLaughlin  rules  out  Iacocca  as 
a possible  candidate. 

“No  one  takes  him  that 
seriously  in  Washington,”  he  says. 
“He  may  be  OK  in  economics, 
but  he  is  illiterate  in  foreign  and 
domestic  policy.” 

Congress  in  ’86  will  continue  to 


be  Republican. 

“The  Democrats  would  need  a 
gain  of  four  seats,  and  there  is 
simply  no  way  they  can  do  it,” 
McLaughlin  says  — partly  because 
there  is  a lot  of  party-switching 
going  on,  and  a lot  of  Democrats 
are  becoming  Republicans. 

“The  Republicans  are  like 
missionaries  out  there  in  the  field, 
saying  “come  to  us,  we’ll  take 
care  of  you,’  ” he  says. 

And  it  appears  to  be  working  — 
though  McLaughlin  says  present 
polls  still  indicate  that  both  parties 
are  about  even. 

All  in  all,  concludes 
McLaughlin,  “I  think  we  can 
expect  a surprise-free  environment 
for  the  next  four  years.”  — Karen 
S.  Edwards 

Launching  the 
public  education 
campaign 

Early  last  spring,  the  relatively 
quiet  offices  of  the  Stark  County 
Medical  Society  began  buzzing 
with  a number  of  phone  calls, 
asking  questions  staff  members 
could  not  easily  answer. 

This  northeastern  Ohio  county 
which  includes  the  cities  of  Canton 
and  Alliance  is  home  to  a number 
of  steel  and  auto  workers  and 
many  of  their  contracts  had  come 
up  for  negotiation,  explains  Nancy 


William  Dorner,  Jr.,  MD,  presents  the 
Communications  Committee’s  public 
education  campaign  at  a special 
meeting  Saturday  afternoon. 
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Carol  Mullinax,  Director  of  OSMA ’s  Communications 
Department , explains  the  television  commercial. 


John  Thomas,  MD,  Wooster,  a 
Communications  Committee  member,  rises  to 
make  a point  about  the  campaign. 


Adams,  executive  secretary  of  the 
society. 

Among  the  many  items  being 
negotiated  were  health  care 
benefits,  and  many  of  these 
employees  had  received  letters 
from  their  companies  explaining 
some  of  the  new  alternative  health 
care  delivery  systems  being 
offered,  Adams  says.  “So  we  were 
getting  a lot  of  questions  like 
‘What  is  an  HMO?’  and  ‘Which 
plan  should  I choose?’  ” she  says. 

The  society  had  on  hand  a small 
booklet  on  HMOs,  originally 
published  by  the  Hillsborough 
County  Medical  Association  in 
Tampa,  Florida  — but  it  quickly 
depleted  its  supply  of  800  copies. 


In  addition,  says  Adams,  the 
health  care  scene  has  continued  to 
grow  increasingly  complicated. 

“Hospitals  are  now  forming 
their  own  HMOs,  PPOs  and 
IP  As,”  she  explains.  “Even  I was 
confused  at  first  — I’m  sure  many 
members  of  the  public  still  don’t 
understand  it  all.” 

Then,  last  May,  the  Ohio  State 
Medical  Association  offered  its 
new  public  education  campaign  to 
local  county  medical  societies.  The 
campaign  consists  of  one 
television,  two  radio  and  four 
newspaper  advertisements, 
designed  to  inform  the  public 
about  the  numerous  changes 
taking  place  in  health  care  today. 


It  also  includes  a small  booklet 
entitled  “Changes  in  Health  Care” 
which  can  be  obtained  by  patients 
who  call  toll-free,  1-800-MED- 
NEWS. 

Stark  County  became  the  first 
to  use  the  campaign  by  placing 
three  of  the  four  newspaper  ads  in 
local  papers  and  by  sponsoring 
both  radio  spots  on  area  stations. 

In  addition,  says  Adams,  the 
society  mailed  out  news  releases 
and  “letters  to  the  editor” 
explaining  the  public  education 
campaign  and  the  need  to  explain 
changes  in  health  care  to  the 
public. 

The  response,  says  Adams,  was 
overwhelming.  “The  phone  never 
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Public  education 
campaign 

continued 

stopped  ringing  the  first  day,”  she 
says,  adding  that,  to  date,  the 
society  has  mailed  out  over  500 
copies  of  the  “Changes  in  Health 
Care”  booklet.  In  addition,  the 
OSMA  received  more  than  500 
calls  on  its  toll-free  line  during 
Stark  County’s  campaign  and 
mailed  out  that  number  of 
booklets. 

A number  of  other  counties, 
including  Licking,  Erie, 
Montgomery  and  Sandusky  have 
followed  suit  and  are  using  the 
public  education  campaign  this 
summer. 

Licking  County,  which  began  its 
campaign  in  July,  raised  the 
$7,000  necessary  to  sponsor  the 
radio  and  newspaper  ads  through 
a special  voluntary  assessment  of 
its  members. 

continued  on  page  586 


For  more  information  on  the 
campaign,  clip  and  mail  the  coupon 
below. 


Saturday  night 


Retiring  Executive  Director  Hart  F.  Page  takes  a moment  to  show  off 
granddaughters  Jeannie  and  Julie  Wells. 

- - - -Clip  and  Mail 


□ Yes,  please  send  me  a free  copy  of  Changes  in  Health  Care:  What  you  and 
your  family  should  know,  and  more  information  about  the  OSMA's  public 
education  campaign. 

| Please  send  me  four  free  posters  about  the  campaign  which  I can  hang  in  my  office. 


□ I would  like  to  have  a representative  from  the  Ohio  State  Medical  Association 

visit  my  county  medical  society  to  discuss  how  we  can  utilize  the  public  education 
campaign. 


Name  _ 
Address 


Return  to:  Ohio  State  Medical  Association,  Communications  Department,  600  South 
High  Street,  Columbus,  Ohio  43215 
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Herman  Abromowitz,  MD,  OSMA’s  new  president  (far  right)  and  his  wife,  Joyce  (far  left),  extend  good 
wishes  to  Hart  and  Jean  Page. 
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OSMA ’s  Deputy  Executive  Director,  Brent  Mulgrew,  JD,  congratulates  Hart 
while  S.  Baird  Pfahl,  MD,  Sandusky,  looks  on. 


Hart  with  Scott  Haynes  from  Worthington, 
Ohio. 


At  the  podium,  Robert  Lang,  Executive  Director  of  the  Cleveland  Academy,  serves  as  emcee  for  the  evening.  Others  at  the  head 
table  include  (from  l.  to  r.):  Oscar  Clarke,  MD,  Gallipolis;  Mrs.  Page;  Hart;  and  Mrs.  Lang. 
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Sunday 


As  Immediate  Past  President,  S. 
Baird  Pfahl,  MD,  Sandusky,  had 
the  duty  of  installing  Herman  I. 
Abromowitz,  MD,  Dayton,  as 
OSMA ’s  new  President.  Mrs.  Joyce 
Abromowitz  watches  as  her 
husband  receives  the  President’s 
medallion. 


Dr.  Abromowitz  invites  his  family 
up  to  share  the  moment.  They  are 
(from  l.  to  r.):  Leslie,  David,  and 
Mrs.  Abromowitz. 
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Dr.  Abromowitz’s  first  official  duty 
was  to  present  A . Burton  Payne,  MD, 
Iron  ton,  with  the  Past  President’s  pin. 
Mrs.  Leona  Payne  is  pictured  in  the 
center. 


Dr.  Abromowitz  addresses  the  House. 


LIPO-NICIN 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


Nicotinic  Acid  Therapy 


IPP** 


For  patient’s  comfort/convenience 
in  choice  of  3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN«/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/1 00  mg. 


Each  blue  tablet  contains: 


Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, arid  arterial  bleeding. 


Write  for  literature  and  samples 


t BRoWlft  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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OSMA  Annual  Meeting  Wrap-up 


The  1985  Annual  Meeting 
Proceedings  of  the  OSMA 
House  of  Delegates 

Minutes  of  the  First  Session 


Minutes  of  the  First  Session 

The  first  session  of  the  House  of 
Delegates  of  the  Ohio  State  Medical 
Association  was  convened  at  7:40  PM, 
Friday,  May  17,  1985,  at  the  Ohio  Center, 
with  the  President,  A.  Burton  Payne, 
M.D.,  presiding. 

The  invocation  was  offered  by  Rabbi 
Samuel  Fox,  Dayton. 

Dr.  Payne  then  introduced  others  seated 
at  the  Speakers  Table,  as  follows:  Drs. 
W.J.  Lewis,  Dayton,  OSMA 
Parliamentarian;  Herman  I.  Abromowitz, 
Dayton,  President-Elect;  S.  Baird  Pfahl, 
Jr.,  Sandusky,  Past-President;  David  A. 
Barr,  Lima,  Secretary-Treasurer;  Messrs. 
Hart  F.  Page,  CAE,  Executive  Director; 
Herbert  E.  Gillen,  Executive  Director 
Designate;  James  E.  Pohlman,  J.D., 
General  Counsel;  D.  Brent  Mulgrew,  J.D., 
Staff  Counsel,  and  Dr.  William  T.  Paul, 
President  of  the  Academy  of  Medicine  of 
Columbus  and  Franklin  County,  all  of 
Columbus. 

Dr.  William  T.  Paul,  Columbus, 
President  of  the  Academy  of  Medicine  of 
Columbus  and  Franklin  County,  welcomed 
the  delegates,  alternates  and  guests  to 
Columbus. 

Report  of  the  Credentials  Committee 

Dr.  Luther  W.  High,  Millersburg, 
Chairman  of  the  Credentials  Committee, 
reported  that  of  234  members  eligible  to 
attend  and  vote,  197  were  present.  This 
figure  included  17  specialty  society 
delegates  who  qualified  for  representation 
under  Chapter  4,  Section  3,  of  the  OSMA 
Bylaws.  The  Medical  Student  Section  also 
was  represented. 


A number  of  alternate  delegates,  guests, 
officers  of  county  medical  societies,  and 
executives  were  in  attendance. 

1984  Minutes  Approved 

The  minutes  of  the  1984  sessions  of  the 
House  of  Delegates,  as  published  in  the 
September  and  October  1984  issues  of  the 
Ohio  State  Medical  Journal,  were  approved 
by  official  action. 

Introduction  of  AMA  Field  Representative 

Dr.  Payne  introduced  Kevin  Walker,  the 
new  AMA  Field  Representative  for  Ohio. 

Introduction  of  OSMA  Past  Presidents 

Dr.  Payne  introduced  the  following  Past 
Presidents  of  the  Association:  Dr.  Robert 
E.  Howard,  Cincinnati;  Dr.  Theodore  L. 
Light,  Dayton;  Dr.  Robert  N.  Smith, 
Toledo;  Dr.  Oscar  W.  Clarke,  Gallipolis; 
Dr.  James  L.  Henry,  Grove  City;  Dr.  John 
J.  Gaughan,  Cleveland;  Dr.  Thomas  W. 
Morgan,  Gallipolis;  Dr.  C.  Douglass  Ford, 
Toledo;  and  Dr.  S.  Baird  Pfahl,  Jr., 
Sandusky. 

Introduction  of 

Past  Members  of  the  OSMA  Council 

Dr.  Payne  then  introduced  former 
members  of  the  Council:  Dr.  Theodore  J. 
Castele,  Cleveland;  Dr.  Alford  C.  Diller, 
Van  Wert;  Dr.  William  Dorner,  Jr., 

Akron;  Dr.  Philip  B.  Hardymon, 
Columbus;  Dr.  Stephen  P.  Hogg, 
Cincinnati;  Dr.  Edward  G.  Kilroy, 
Cleveland;  Dr.  W.J.  Lewis,  Dayton;  Dr. 
J.P.  McAfee,  Portsmouth;  Dr.  James  C. 
McLarnan,  Mt.  Vernon;  Dr.  C.  Edward 
Pichette,  Youngstown;  Dr.  H.  Judson 


Reamy,  New  Philadelphia;  Dr.  George  J. 
Schroer,  Sidney;  Dr.  George  Newton 
Spears,  Portsmouth;  Dr.  J.  Hutchison 
Williams,  Columbus. 

PICO  Report 

Dr.  John  J.  Gaughan,  Cleveland, 
Chairman  of  the  Board  of  Physicians 
Insurance  Company  of  Ohio,  was 
introduced.  Dr.  Gaughan  gave  a report  on 
the  activities  of  the  company  since  its 
beginning  and  he  reported  on  its  progress 
and  future  expansion. 

PACO  Report 

Dr.  D.  Ross  Irons,  Bellevue,  Chairman 
of  the  Board  of  Physicians  Administrative 
Corporation  of  Ohio,  was  introduced.  Dr. 
Irons  gave  a report  on  the  current  status  of 
PACO  and  urged  the  members  of  the 
House  of  Delegates  to  visit  a demonstration 
of  PACO  services  during  the  Annual 
Meeting. 

Membership  Outreach  Program 

Dr.  Thomas  W.  Morgan,  Gallipolis, 
Chairman  of  the  OSMA  Membership 
Committee,  presented  a slide  program  to 
recruit  members  for  this  program. 

Medicaid  Drug  Formulary 

Dr.  Janet  Bixel,  Columbus, 
Delegate/Franklin  County,  and  member  of 
the  Drug  Formulary  Advisory  Group  of  the 
Department  of  Public  Welfare,  addressed 
the  House.  In  1984,  Dr.  Bixel  asked  for  the 
support  of  members  of  the  House  in 
completing  a survey  to  give  input  to  this 
project.  She  advised  that  she  had  had 
excellent  response  to  her  request  and 
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On  nitrates, 
but  angina  still 
strikes... 


(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


1SOPT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored,  film -coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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Minutes  of  the  First  Session 

continued 


expressed  her  thanks  to  the  House  for  its 
support. 


Staff  25- Year  Award 

Dr.  Payne  asked  Dr.  James  L.  Henry  to 
escort  Mrs.  Gail  E.  Dodson  to  the  rostrum. 
Mr.  Hart  Page  then  gave  members  of  the 
House  a little  background  information  on 
Mrs.  Dodson’s  25  years  of  employment 
with  the  Ohio  State  Medical  Association. 

At  this  time,  he  introduced  Mrs.  Dodson’s 
husband  and  daughter. 

Dr.  Abromowitz  presented  Mrs.  Dodson 
with  a certificate  and  a gift,  as  a token  of 
the  Association’s  gratitude  for  her  excellent 
work. 

Mrs.  Dodson  then  addressed  the  House 
with  words  of  thanks.  She  received  a 
standing  ovation. 

Introduction  of  OSMA  Auxiliary  President 

Mrs.  Fifi  Pfahl,  Huron,  Immediate  Past 
President  of  the  Ohio  State  Medical 
Association  Auxiliary,  was  escorted  to  the 
rostrum  by  Dr.  Pfahl.  She  addressed  the 
House  of  Delegates  and  reported  on 
1984-85  activities  of  the  Auxiliary. 

Mrs.  Pfahl  received  a standing  ovation 
of  the  House. 

AMA-ERF  Checks  Presented 

Dr.  Philip  B.  Hardymon,  Columbus, 
Chairman  of  Ohio’s  Committee  for  the 
American  Medical  Association’s  Education 
and  Research  Foundation  (AMA-ERF)  was 
introduced,  as  was  Mrs.  Fifi  Pfahl.  Mrs. 
Pfahl  assisted  Dr.  Hardymon  in  the 
presentation  of  the  AMA-ERF  checks  to 
Ohio’s  six  medical  schools.  The 
contributions  totaled  $84,945.16. 

Certificate  of  Appreciation  to 
Retiring  Members  of  The  Council 

The  following  members  of  the  Council 
received  certificates  of  appreciation  in 
honor  of  their  service  to  the  Association  as 
members  of  the  Council:  Dr.  S.  Baird 
Pfahl,  Jr.,  Sandusky;  Mr.  J.R.  Sarpa, 
Toledo,  representing  the  Medical  Student 
Section. 


Certificates  of  Appreciation 

Dr.  Payne  announced  that  the  following 
members  of  Standing  Committees  and 
chairmen  of  Special  Committees  of  the 
Association  will  receive  certificates  of 
appreciation  for  past  service:  Dr.  Carl  E. 
Spragg,  New  Concord,  Chairman  of  the 
Committee  on  Auditing  and 
Appropriations;  Dr.  D.  Ross  Irons, 
Bellevue,  Chairman  of  the  Auxiliary 
Advisory  Ad  Hoc  Committee;  Dr.  Joseph 
L.  Kloss,  Akron,  Chairman  of  the 
Advisory  to  the  Medical  Assistants;  Dr.  D. 
James  Hickson,  Mt.  Gilead,  Chairman  of 
the  Committee  on  Education;  Dr.  William 
H.  Kose,  Findlay,  Chairman  of  the  Task 
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Force  on  Competition  and  Marketing;  Dr. 
Samuel  R.  Lowery,  Fremont,  Chairman  of 
the  Environmental  Liaison  Committee;  Dr. 
D.  Ross  Irons,  Bellevue,  Chairman  of  the 
Task  Force  on  Health  Care;  Dr.  Thomas 
R.  Leech;  Lima,  Chairman  of  the  Health 
Planning  Advisory  Panels  Committee;  Dr. 
D.  James  Hickson,  Mt.  Gilead,  Chairman 
of  the  Ad  Hoc  Committee  on  Medical 
Services  Review;  Dr.  Paul  W.  McFadden, 
Dover,  Chairman  of  the  Physical 
Qualifications  Standards  for  School  Bus 
Drivers;  Dr.  Herman  I.  Abromowitz, 
Dayton,  Chairman  of  the  Presidents-Elect 
Committee  — Specialty  Societies;  Dr. 
Charles  H.  McMullen,  Loudonville, 
Chairman  of  the  Committee  on  School 
Health;  Dr.  G.  Dean  Timmons,  Akron, 
Chairman  of  the  Joint  Advisory  Committee 
on  Special  Education;  Dr.  Benjamin  H. 
Reed,  Wauseon,  Chairman  of  the 
Committee  on  State  Legislation;  Dr. 
Benjamin  H.  Reed,  Wauseon,  Member,  Art 
& Culture  Committee;  Dr.  D.  James 
Hickson,  Mt.  Gilead,  Member,  Art  & 
Culture  Committee;  Dr.  Jack  L.  Harris, 
Middletown,  Member,  Art  & Culture 
Committee;  Dr.  Gordon  S.  Walbroehl, 
Dayton,  Member,  Art  & Culture 
Committee;  Dr.  Donald  J.  Vincent, 
Columbus,  Member,  Committee  on 
Education;  Dr.  Richard  H.  Williamson, 
Huron,  Member,  Committee  on  Education; 
Dr.  Winslow  J.  Bashe,  Jr.,  Springfield, 
Member,  Committee  on  Education;  Dr. 
Pacifico  D.  Dorado,  Ironton,  Member, 
Committee  on  Membership;  Dr.  Stanley  J. 
Lucas,  Cincinnati,  Member,  Committee  on 
Membership;  Dr.  D.  James  Hickson,  Mt. 
Gilead,  Member,  Committee  on  Program, 
and  Dr.  Robert  H.  Schosser,  Dayton, 
Member,  Committee  on  Program. 

Reference  Committee  Chairmen  Announced 

The  following  House  of  Delegates 
Reference  Committee  chairmen  were 
introduced  by  President  Payne: 

Credentials  of  Delegates  — Dr.  Luther 
W.  High,  Holmes  County;  Tellers  and 
Judges  of  Election  — Dr.  Claire  V.  Wolfe, 
Franklin  County;  Resolutions  Committee 
No.  1 — Dr.  Henry  G.  Krueger, 

Cuyahoga;  Resolutions  Committee  No.  2 
— Dr.  William  H.  Gates,  Hamilton; 
Resolutions  Committee  No.  3 and 
President’s  Address  — Dr.  William  H. 
Kose,  Hancock. 

One  change  in  committee  personnel  was 
announced. 

Election  of  Committee  on  Nominations 

The  House  of  Delegates  nominated  and 
elected  the  following  persons,  one  from 
each  district,  for  the  Committee  on 
Nominations:  First  District  — Dr.  Kenneth 
Frederick,  Hamilton  County;  Second 
District  — Dr.  A.  Robert  Davies,  Miami 


County;  Third  District  — Dr.  Alford  C. 
Diller,  Van  Wert  County;  Fourth  District 
— Dr.  Thomas  J.  O’ Grady,  Lucas  County; 
Fifth  District  — Dr.  John  J.  Gaughan, 
Cuyahoga  County;  Sixth  District  — Dr. 
Robert  C.  Reed,  Stark  County;  Seventh 
District  — Dr.  Donald  R.  Piatt,  Monroe 
County;  Eighth  District  — Dr.  John  W. 
Ray,  Muskingum  County;  Ninth  District  — 
Dr.  Thomas  P.  Price,  Jr.,  Gallia  County; 
Tenth  District  — Dr.  J.  Richard  Briggs, 
Franklin  County;  Eleventh  District  — Dr. 
Charles  G.  Adams,  Lorain  County; 

Twelfth  District  — Dr.  W.  Paul  Kilway, 

Jr.,  Summit  County. 

Dr.  Payne  announced  that  under  the 
system  of  rotation  approved  by  the  House 
of  Delegates  in  1963,  the  chairman  of  the 
Committee  this  year  would  be  the  delegate 
from  the  Twelfth  District,  Dr.  W.  Paul 
Kilway,  Jr.,  Summit  County. 

President’s  Address 

Hart  F.  Page  introduced  Dr.  A.  Burton 
Payne,  who  then  gave  his  Presidential 
Address. 

Upon  completion  of  the  presentation  of 
the  Address,  Dr.  Payne  received  a standing 
ovation. 

Introduction  of  Out-of-State  Guests 

Dr.  Payne  introduced  the  following  out- 
of-state  guests:  Dr.  Lawrence  Allen, 
Anderson,  Indiana,  President,  Indiana 
State  Medical  Association,  and  Mrs.  Allen; 
Dr.  Charles  C.  Smith,  Jr.,  Louisville, 
Kentucky,  President,  Kentucky  Medical 
Association,  and  Mrs.  Smith;  Dr.  Richard 
J.  McMurray,  Flint,  Michigan,  President  of 
the  Michigan  State  Medical  Association, 
and  Mrs.  McMurray;  Dr.  D.  Ernest  Witt, 
Bloomsburg,  Pennsylvania,  President, 
Pennsylvania  Medical  Society,  and  Mrs. 
Witt;  Dr.  Carl  J.  Roncaglione,  S. 
Charleston,  West  Virginia,  President,  West 
Virginia  Medical  Association,  and  Mrs. 
Roncaglione;  Dr.  J.K.  Scott,  Madison, 
Wisconsin,  President,  State  Medical  Society 
of  Wisconsin. 

Introduction  of  Representatives  of 
Allied  Organizations 

Dr.  Payne  introduced  the  following 
representatives  of  allied  organizations: 

Bryan  Rogers,  Toledo,  Chairman  of  the 
Board,  Ohio  Hospital  Association,  and 
Mrs.  Rogers;  Dr.  Richard  McFarland, 
Cincinnati,  President,  Ohio  Dental 
Association,  and  Mrs.  McFarland;  Dr. 
Ronald  C.  Van  Buren,  Columbus,  Vice 
President,  Ohio  Academy  of  Family 
Physicians;  Dr.  R.C.  Smith,  Columbus, 
President-Elect,  Ohio  Veterinary  Medical 
Association,  and  Mrs.  Smith;  Ms.  Alice 
Pitman,  Wooster,  President,  Ohio  State 
Society  of  Medical  Assistants;  Mrs.  Dee 
Talmage,  Toledo,  President,  OSMA 


Auxiliary,  and  Dr.  Talmage;  Mrs.  Nora 
Feezel,  Canton,  President-Elect,  OSMA 
Auxiliary. 

Mr.  Page  Honored 

Mrs.  Hart  F.  Page  was  escorted  to  the 
rostrum  by  Dr.  Warren  W.  Smith, 
Columbus,  and  Mr.  Page  joined  her.  Dr. 
Abromowitz  read  the  following  resolution 
of  tribute  to  Mr.  Page. 

WHEREAS,  for  forty  years,  Hart  F. 
Page  has  devoted  his  time,  talents  and 
service  to  the  Ohio  State  Medical 
Association;  and 

WHEREAS,  for  twenty  years  he  has 
provided  exceptional  and  creative 
leadership  as  the  Association’s  Executive 
Director;  and 

WHEREAS,  organized  medicine  in 
general  and  the  Ohio  State  Medical 
Association  in  particular  has  gained  in 
strength  and  visibility  because  of  his 
dedication  and  professionalism;  and 

WHEREAS,  Hart  F.  Page  has  proven  to 
be  a friend  to  medicine  and  an  inspiration 
to  all  those  who  have  known  and  worked 
with  him;  therefore  be  it 

RESOLVED,  that  the  House  of 
Delegates  convey  to  him  our  highest  levels 
of  respect,  admiration  and  affection;  and 
be  it  further 

RESOLVED,  that  this  plaque  serve  as  a 
token  of  our  appreciation  for  his  service 
and  his  achievements  on  behalf  of  the  Ohio 
State  Medical  Association. 

After  the  presentation  of  the  resolution, 
Mrs.  Page  was  presented  with  a floral 
tribute  and  she  then  addressed  the  members 
of  the  House.  She  received  a standing 
ovation. 

Memorial  Resolutions  Introduced 

Dr.  Abromowitz  read  the  following 
resolution  honoring  the  late  Richard  L. 
Meiling,  M.D.: 

WHEREAS,  Richard  L.  Meiling,  M.D., 
born  in  Springfield,  Ohio,  December  21, 
1908,  served  as  President  of  this 
Association,  1956-57,  and  received  the 
Association’s  Distinguished  Service  Citation 
in  1975;  and 

WHEREAS,  Dr.  Meiling  served  as  Dean 
of  the  Ohio  State  University  College  of 
Medicine  from  1961  to  1970,  and  Vice 
President  for  Medical  Affairs  of  the  Ohio 
State  University  from  1970  to  1974;  and 

WHEREAS,  Dr.  Meiling’s  distinguished 
military  career  included  service  as  U.S.  Air 
Force  Evacuation  officer  during  World 
War  II;  U.S.  Strategic  Bombing  Survey  in 
Europe  in  1944-45;  promotion  to  Major 
General,  U.S.  Air  Force  Reserve  in  1961; 
Assistant  to  the  Secretary  of  Defense 
(Medical  & Health  Affairs);  and  Chairman 
of  the  Armed  Forces  Medical  Policy 
Council  1949-51;  and 

WHEREAS,  Dr.  Meiling  was  a Delegate 
from  Ohio  to  the  American  Medical 
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Consider  the 
causative  organisms 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 


(ampicillin-susceptible)  (ampicillin-resistant) 


Indications  and  Usage:  Ceclor  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designafed  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae).  Haemoph- 
ilus influenzae.  and  S pyogenes  (group  A beta-hemolytic 
streptococci  I 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY. 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  amibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  lo 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range 
in  severity  from  mild  to  lile-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond 


to  drug  discontinuance  alone.  In  moderate  to  severe  cases, 
management  should  include  sigmoidoscopy,  appropriate 
bacleriologic  studies,  and  fluid,  electrolyte,  and  protein  supple- 
mentation. When  the  colitis  does  not  improve  after  the  drug  has 
been  discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the 
drug  of  choice  foi  antibiotic-associated  pseudomembranous 
colitis  produced  by  C difficile.  Other  causes  of  colitis  should 
be  ruled  out. 

Precautions:  General  Precautions  -If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  il  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  lest  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  i n Pregnancy  - Pregnancy  Category  B - Reproduction 


studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 
human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  letus  due  to  Ceclor,  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive 
of  human  response,  this  drug  should  be  used  during  pregnancy 
only  if  clearly  needed. 

Nursing  Mothers  - Small  amounts  of  Ceclor*  (cefaclor,  Lilly) 
have  been  detected  in  mother’s  milk  following  administration  ol 
single  500-mg  doses.  Average  levels  were  0.18, 0.20,  0.21.  and 
0.16  mcg/ml  at  two.  three,  four,  and  five  hours  respectively. 
Trace  amounts  were  detected  at  one  hour.  The  effect  on  nursing 
infants  is  not  known.  Caution  should  be  exercised  when  Ceclor 
is  administered  to  a nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  lo  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthrilis/artbralgia  and.  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported. 


Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  ball  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  lo  therapy  included 
eosinophilia  (1  in  50  palients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renat- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782R) 

Note : Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 

© 1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reguest  from 
Eh  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
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Association  from  1953  to  1976,  and  served 
as  Chairman  of  the  Ohio  Delegation  for 
many  years,  and  was  appointed  to  many 
councils  and  committees  of  the  AMA  from 
1947  until  1975;  and 
WHEREAS,  Dr.  Meiling’s  specialty  in 
medicine  was  Obstetrics  and  Gynecology, 
and  he  became  a diplomate  of  the 
American  Board  of  Obstetrics  and 
Gynecology  in  1947;  and 
WHEREAS,  More  recently  Dr.  Meiling 
served  as  Consulting  Medical  Editor  of  the 
Ohio  State  Medical  Journal  from  1974  to 
1982,  and  was,  at  the  time  of  his  death,  a 
member  of  the  Board  of  Directors  of  the 
Ohio  Medical  Education  and  Research 
Foundation;  now  therefore  be  it 
RESOLVED,  That  the  House  of 
Delegates  of  the  Ohio  State  Medical 
Association  appreciates  the  impact  of  this 
one  physician  on  the  world  of  medicine, 
and  observes  his  passing  with  sorrow  that 
the  world  has  been  deprived  of  this 
vigorous  and  accomplished  colleague  and 
long-time  friend;  and  be  it  further 
RESOLVED,  that  a copy  of  this 
resolution  and  the  expression  of  sympathy 
be  forwarded  to  Mrs.  Ann  Elizabeth 
(Betty)  Meiling,  and  that  a memorial 
resolution  be  introduced  by  the  Ohio 
delegation  at  the  Annual  Meeting  of  the 
American  Medical  Association  House  of 
Delegates. 

Commemorative  Resolution  Introduced 

Dr.  Abromowitz  read  the  following 
resolution  honoring  the  late  Robert 
Holbrook  Smith,  M.D.,  co-founder  of  the 
first  Alcoholics  Anonymous: 

50th  ANNIVERSARY  OF 
ALCOHOLICS  ANONYMOUS 

WHEREAS,  The  late  Robert  H.  Smith, 
M.D.,  an  Akron  surgeon,  was  a member  in 
good  standing  of  the  Ohio  State  Medical 
Association  between  1911  and  1949;  and 
WHEREAS,  Dr.  Smith  and  William  G. 
Wilson,  a stockbroker,  were  companions  in 
the  tragic  bonds  of  alcoholism;  and 

WHEREAS,  In  1935,  Dr.  Smith  and  Mr. 
Wilson  came  to  believe  that  they  had  no 
power  to  overcome  their  disease  — at 
which  time  they  reached  for  and  found 
divine  help;  and 

WHEREAS,  With  the  fading  of 
selfishness,  anxiety  and  doubt,  Dr.  Smith 
and  Mr.  Wilson  shared  their  experiences 
with  other  suffering  alcoholics  at  Akron 
City  Hospital;  and 

WHEREAS,  This  became  the  nucleus  of 
the  first  Alcoholics  Anonymous  group  — 
as  they  found  out  that  an  alcoholic  who  no 
longer  drank  had  an  exceptional  ability  for 
reaching  and  rescuing  uncontrolled 
drinkers;  now  therefore  be  it 
RESOLVED,  That  the  Ohio  State 
Medical  Association  honor  the  memory  of 
its  late  member  surgeon  from  Akron  who 
co-founded  Alcoholics  Anonymous;  and, 
be  it  further 

RESOLVED,  That  this  achievement, 
impossible  without  divine  guidance,  be 


recognized  for  inspiring  the  formation  of 
International  Doctors  in  Alcoholics 
Anonymous,  Ohio  Doctors  in  Alcoholics 
Anonymous,  and  the  OSMA’s  own 
Physician  Effectiveness  Program  which  for 
10  years  has  inspired  several  hundred  Ohio 
physicians  to  understand  their  disease  and 
to  follow  the  pathway  first  traversed  by 
Dr.  Smith  and  Mr.  Wilson;  and,  be  it 
further 

RESOLVED,  That  copies  of  this 
resolution  be  sent  to  the  Summit  County 
Medical  Society  and  to  Father  Samuel 
R.  Ciccolini,  founder  and  executive  director 
of  Interval  Brotherhood  Home  in  Akron, 
who  has  told  the  inspiring  story  of  AA’s 
founding,  nurturing,  and  worldwide  impact 
through  his  writing,  “God,  AA,  and 
Akron.” 

Dr.  Payne  then  asked  permission  of  the 
House  for  immediate  action  on  the  three 
resolutions  without  referral  and  this  was 
granted  by  the  House.  The  three 
resolutions  were  adopted  seriatim. 

Committee  on  Emergency 
Resolutions  Report 

Dr.  Payne  reported  that  the  Committee 
on  Emergency  Resolutions  met  earlier  on 
May  17  to  consider  four  emergency 
resolutions  as  follows:  E.R.  #1, 
“Amendments  to  Ohio  Medical  Practice 


Act”;  E.R.  #2,  “Activities  of  the  State 
Medical  Board”;  E.R.  #3,  “Final  PRO 
Rules”;  and  E.R.  #4,  “National  PPO  and 
Alternative  Delivery  System  Agreements.” 

It  was  the  decision  of  the  committee  that 
all  four  met  the  criteria  for  the  emergency 
resolution  category  and  were  approved  for 
submission  to  the  House. 

The  report  was  filed  by  action  of  the 
House  and  the  resolutions  were  referred  as 
follows:  “Amendments  to  Ohio  Medical 
Practice  Act”  was  referred  to  Resolutions 
Committee  No.  3;  “Activities  of  the  State 
Medical  Board”  was  referred  to 
Resolutions  Committee  No.  3;  “Final  PRO 
Rules”  was  referred  to  Resolutions 
Committee  No.  1,  and  “National  PPO  and 
Alternative  Delivery  System  Agreements” 
was  referred  to  Resolutions  Committee  No. 
1. 

Action  Report  on  1984  Resolutions 

Dr.  Payne  announced  that  a report  on 
the  “follow-up”  work  on  1984  Resolutions 
had  been  distributed  to  the  Delegates  and 
Alternates  prior  to  the  First  Session. 

House  Recessed 

The  House  then  recessed  until  the  final 
session,  1:00  PM,  Sunday,  May  19. 


Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We  ve  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we  re  able  to 
expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us,  the  oriental  rug  professionals.  And  you'll  love  your  new  rug.  and 
Menendian.  for  a lifetime. 


Menendian 


1090  W.  Fifth  Ave.  • 294-3345 

Mon  -Fri  9 am  -5:30  p m. 

Thurs  9 a m. -9  p m.,  Sat  10  am  -4:30  p.m. 
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Announcing...  An  authoritative  new  medical  reference 
from  the  American  Medical  Association 

AMA  Handbook  of  Poisonous 
and  Injurious  Plants 


An  easy-to-use  guide 
to  the  identification, 
diagnosis,  and 
management  of  human 
intoxications  from  plants 
and  mushrooms. 

Comprehensive 

Covers  the  important 
native  and  cultivated  plants 
of  the  United  States, 
Canada,  northern  Mexico, 
and  the  Caribbean. 

Authoritative 

Features  435  pages  drawn 
from  the  vast  scientific  re- 
sources of  the  American 
Medical  Association. 

Illustrated 

Includes  187  pages  of  full 
color  photographs  to  aid  in 
plant  identification. 


Section  I 

Systemic  Plant  Poisoning 
takes  you  from  “A”  to  “Z” 
outlining  details  of  each 
plant,  symptoms,  manage- 
ment, and  other  references. 

Section  II 

Plant  Dermatitis  discusses 
reactions  to  common  der- 
matitis-producing plants  and 
gives  appropriate  therapeu- 
tic measures. 

Section  III 

Mushroom  Poisoning  con- 
centrates treatment  of  in- 
juries based  solely  on  the 
history  and  symptoms. 
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2 Acokanthera  species 
‘ Family- Apocynaceae 
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Trivial  Names:  Bushman  s Poison.  Poison  Bush, 
poison  Tree 


A oblon*ifoU«  intc^w^  shrubs  „r  small  trees 
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Benefits  you  in  4 

important  ways: 

1 . Helps  determine  the  need 
for  medical  intervention. 

2.  Suggests  appropriate 
therapeutic  measures. 

3.  Lists  key  references  in 
case  of  complications. 

4.  Provides  full  color  photos 
to  aid  patient  recognition 
of  injurious  plants. 


An  indispensable 
reference  for: 

• Physicians 

• Hospital  Emergency 
Rooms 

• Poison  Control  Centers 

• HMOs 

• Medical  and  Public 
Libraries 

• Public  Health  Departments 

• School  Health  Personnel 

• Government  and  Voluntary 
Health  Organizations 


Also  available  at  local  book- 
stores. 

Mail  the  attached  coupon 
today. 


Section  I is  organized 
to  provide  “instant” 
answers. 


Compact,  field  guide  format. 
4V2"  x 8",  soft  bound.  435 
pages,  1 87  pages  of  full 
color  photos. 


Order  Coupon 

YES,  please  send  my  copy  of  the  AMA  Handbook  of  Poisonous  and  Injurious 
Plants.  I understand  that  each  copy  is  mine  for  only  $18.95,  plus  $2.50  to  help 
cover  UPS  delivery  and  handling.  Please  allow  2 to  3 weeks  for  delivery. 

No.  of  copies 

at  $18.95  ea.  plus  $2.50  UPS  delivery  and  handling. 

Enclosed  is  my  check  or  money  order  in  the  amount  of  $ 

My  MasterCard,  or  Visa  number  is 

Expiration  Date 


For  faster  ordering  service,  use  our  toll-free  number  1-800/621-8335  (In  Illinois, 
call  collect  312/645-4987). 

Fill  in . . . detach . . . and  mail  with  your  payment  to: 

Chicago  Review  Press,  213  W.  Institute  Place,  Chicago,  IL  60610. 

Send  to: 

Name 

(Please  print  plainly.) 

Address 


City . 


State . 


Zip. 
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Subject  and  Sponsor 

Committee 

01-85 

Official  Date  of  the  Birth  of  the  Ohio  State 

1 

37-85  to 

Medical  Professional  Liability 

2 

Medical  Association 

Sub.  31-85 

(By  John  J.  Gaughan,  M.D.,  Chairman  of  the 

(By  OSMA  Council) 

Board,  PICO) 

02-85 

Corporate  Membership  Category 

1 

38-85  to 

Malpractice  Insurance 

2 

(By  OSMA  Council) 

Sub.  38-85 

(By  Madison  County  Medical  Society) 

03-85 

Medicare  Assignment  for  the  Indigent 

1 

39-85 

Commemoration  of  The  Daniel  Drake 

2 

(By  Montgomery  County  Medical  Society) 

Bicentennial 

04-85  to 

Support  of  AMA  Challenge  to  Medicare  Freeze 

1 

(By  First  District  Delegation) 

Am.  04-85 

(By  Montgomery  County  Medical  Society) 

40-85 

Opaque  One-Way  Windows  on  Cars 

3 

05-85  to 

Physician  Reimbursement  Methods 

1 

(By  The  Academy  of  Medicine  of  Toledo  & 

Sub.  05-85 

(By  Montgomery  County  Medical  Society) 

Lucas  County) 

06-85 

Availability  of  PACO  Services 

1 

41-85 

Minimum  Height  of  Road  Vehicle  Bumpers 

3 

(By  Fifth  District) 

(By  The  Academy  of  Medicine  of  Toledo  & 

07-85  to 

Prospective  Pricing  for  Physicians 

1 

Lucas  County) 

Sub.  05-85 

(By  Fifth  District) 

42-85  to 

Redundancy  of  Eye  Prophylaxis  in  Newborns 

3 

08-85  to 

Unethical  Aspects  of  Certain  Medical 

1 

Sub.  42-85 

for  Gonorrhea  as  Well  as  Mandatory 

Am.  08-85 

Care  Plans 

Gonorrhea  Cultures  in  Pregnancy 

(By  Fifth  District) 

(By  The  Academy  of  Medicine  of  Toledo  & 

09-85  to 

Billing  for  Interpretive  Services  in  Emergency 

1 

Lucas  County) 

Am.  09-85 

or  Urgent  Settings 

43-85 

Reserve  and  National  Guard  Physician  Recognition 

3 

(By  Fifth  District) 

(By  The  Academy  of  Medicine  of  Toledo  & 

10-85  to 

Long  Range  Planning 

1 

Lucas  County) 

Sub.  10-85 

(Fifth  District) 

44-85 

Media  Advertising  for  Tobacco  Products 

3 

11-85 

Physician  Costs  of  Business 

1 

(By  Montgomery  County  Medical  Society) 

Sub.  05-85 

(By  Fifth  District) 

45-85  to 

Generic  Drugs 

3 

12-85  to 

Hospital  “Certification”  Program  of 

1 

Sub.  45-85 

(By  Montgomery  County  Medical  Society) 

Am.  12-85 

Blue  Cross  Blue  Shield  of  Northern  Ohio 

46-85 

Seat  Belt  Legislation 

3 

(By  William  B.  Saxbe,  Jr.,  M.D.,  Member  and 

(By  Montgomery  County  Medical  Society) 

Feite  F.  Hofman,  M.D.,  Delegate,  Lorain 

47-85 

Physician  Assistants 

3 

County  Medical  Society) 

(By  J.  Thomas  Leininger,  M.D.,  Member, 

13-85 

Democratic  Balloting  for  President  of  OSMA 

1 

Academy  of  Medicine  of  Cleveland) 

(By  Huron  County  Medical  Society) 

48-85  to 

Abortion  is  Inconsistent  with  Natural  Law 

3 

14-85 

Employment  of  a Physician  as  Executive  Vice 

1 

Am.  48-85 

(By  Nino  M.  Camardese,  M.D.,  Delegate, 

President  of  OSMA 

Huron  County) 

(By  Huron  County  Medical  Society) 

49-85  to 

Ohio  State  Medical  Board 

3 

15-85  to 

Long  Range  Plan 

1 

Sub.  49-85 

(By  Summit  County  Medical  Society) 

Sub.  10-85 

(By  Summit  County  Medical  Society) 

50-85  (com- 

Need for  a Fulltime  Medical  Director  of  the 

3 

16-85 

Physician  Owned  and  Controlled  Health 

1 

bined  with 

Ohio  State  Medical  Association  Physician 

Delivery  System 

63-85 

Effectiveness  Program  (PEP) 

(By  Summit  County  Medical  Society) 

(By  Summit  County  Medical  Society) 

17-85  to 

Continuation  of  Individual  Reimbursement  of 

1 

51-85  to 

Promotion  of  Professional  Education  on 

3 

Sub.  17-85 

Physicians  for  Hospital  Services 

Sub.  51-85 

Alcoholism/Drug  Abuse 

(By  Greene  County  Medical  Society) 

(By  Academy  of  Medicine  of  Columbus  & 

18-85 

Dependent  Medical  Practitioners 

1 

Franklin  County) 

(By  W.W.  Tuckerman,  M.D.,  Delegate, 

52-85 

Emergency  Training  for  Safety  Forces 

3 

Cuyahoga  County) 

(By  Academy  of  Medicine  of  Columbus  & 

19-85 

Establishment  of  an  Ohio  State  Medical 

1 

Franklin  County) 

Association  Historian 

53-85  to 

Federal  Excise  Tax  on  Cigarettes 

3 

(By  First  District  Delegation) 

Am.  53-85 

(By  Academy  of  Medicine  of  Columbus  & 

20-85  to 

Physician  Exemption  from  IRS  Record  Keeping 

1 

Franklin  County) 

Am.  20-85 

Requirements 

54-85 

Federal  Tobacco  Subsidies 

3 

(By  First  District  Delegation) 

(By  Academy  of  Medicine  of  Columbus  & 

21-85  to 

Forms  Requirements 

1 

Franklin  County) 

Am.  21-85 

(By  Madison  County  Medical  Society) 

55-85 

Non  Smoking  Sections  Within  Public  Eating 

3 

22-85  to 

PRO  Reviews 

1 

Facilities 

Sub.  22-85 

(By  Madison  County  Medical  Society) 

(By  OSMA  Medical  Student  Section) 

23-85 

Ohio  Supreme  Court  Decisions  Affecting 

2 

56-85  to 

Alcohol  Impaired  Driving 

3 

Workmen’s  Compensation  and  the  Ability  of 

Sub.  56-85 

(By  OSMA  Medical  Student  Section) 

an  Employer  to  Dismiss  an  Employee 

57-85 

Physician  Assistants 

3 

(By  The  Academy  of  Medicine  of  Toledo  & 

(By  W.W.  Tuckerman,  M.D.,  Delegate, 

Lucas  County) 

Cuyahoga  County) 

24-85  to 

Medical  Malpractice  in  OB/GYN 

2 

58-85 

To  Allow  Hospitals  and  Clinics  to  Employ 

3 

Sub.  24-85 

(By  The  Academy  of  Medicine  of  Toledo  & 

Physicians’  Assistants  Under  Appropriate 

Lucas  County) 

Supervision 

25-85 

Credentialing  Procedure 

2 

59-85 

Mandatory  Use  of  Seat  Belts  in  Automobiles 

3 

(By  Fifth  District) 

and  Trucks 

26-85  to 

JCAH  Regulations  Defining  Executive 

2 

(By  Herbert  S.  Bell,  M.D.,  Member,  Cuyahoga 

Am.  26-85 

Committee  Composition 

County) 

(By  Fifth  District) 

60-85 

Mandatory  Use  of  Helmets  for  Motorcycle 

3 

27-85 

Medical  Professional  Liability 

2 

Drivers  and  Passengers 

(By  Fifth  District) 

(By  Herbert  S.  Bell,  M.D.,  President,  Ohio 

28-85 

Self  Care  I.R.A.  Type  Funding 

2 

State  Neurosurgical  Society) 

(By  Nino  M.  Camardese,  M.D.,  Delegate, 

61-85 

Mandatory  Seat  Belt  Law 

3 

Huron  County) 

(By  First  District  Delegation) 

29-85 

County  Society  Members  as  Guests  at  OSMA 

2 

62-85 

ABCs  of  Safe  Driving 

3 

Council  Meetings 

(By  First  District  Delegation) 

(By  Huron  County  Medical  Society) 

63-85 

Need  for  Fulltime  Medical  Director  of  the 

3 

30-85  to 

Special  Meetings  of  the  OSMA  House  of  Delegates 

2 

Ohio  State  Medical  Association  Physician 

Sub.  30-85 

(By  Summit  County  Medical  Society) 

Effectiveness  Program  (PEP) 

31-85  to 

Professional  Liability 

2 

(By  Lake  County  Medical  Society) 

Sub.  31-85 

(By  Summit  County  Medical  Society) 

64-85 

Amendments  to  Ohio  Medical  Practice  Act 

3 

32-85  to 

Medical  Malpractice 

2 

(E.R.  #1)  to 

(By  Academy  of  Medicine  of  Cleveland) 

Sub.  31-85 

(By  Academy  of  Medicine  of  Columbus  and 

Sub.  49-85 

Franklin  County) 

65-85 

Activities  of  the  State  Medical  Board 

3 

33-85 

Support  of  Unified  Membership  in  Ohio 

2 

(E.R.  #1)  to 

(Donald  A.  Hammel,  M.D.,  Delegate,  Portage 

(By  Academy  of  Medicine  of  Columbus  and 

Sub.  49-85 

County) 

Franklin  County) 

E.R.  #3  to 

Final  PRO  Rules 

1 

34-85 

Medical  Liability  as  it  Relates  to  Medical  Students 

2 

Sub.  22-85 

(By  Fifth  District) 

(By  OSMA  Medical  Student  Section) 

E.R.  #4 

National  PPO  and  Alternate  Delivery  System 

1 

35-85 

Unpaid  Residency  Positions 

Withdrawn 

Agreements 

(By  OSMA  Medical  Student  Section) 

(By  H.  William  Porterfield,  M.D.,  Delegate, 

36-85 

Abortion  Clinic  Violence 

2 

Franklin  County) 

(By  OSMA  Medical  Student  Section) 

Report  A 

Policies  to  be  Retained  — 1981  House  of 

2 

Delegates  Proceedings 

President’s  Address 

3 
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The  1985  Annual  Meeting 
Proceedings  of  the  OSMA 
House  of  Delegates 

Minutes  of  the  Final  Session 

(Editor’s  note:  Index  to  resolutions  on  page  563.) 


Minutes  of  the  Final  Session 

The  final  session  of  the  House  of 
Delegates  was  convened  at  1:00  PM. 

Dr.  Payne  announced  that  Dr.  Jerry 
Hammon,  West  Milton,  Chairman  of  the 
Committee  on  Program,  has  not  been  in 
attendance  at  the  meeting,  due  to  back 
surgery. 

Introduction  of  Distinguished  Guests 

Dr.  Payne  introduced  the  following 
distinguished  guests:  Dr.  Robert  G. 

Thomas,  Elyria,  Past  President;  Dr.  Frank 
H.  Mayfield,  Cincinnati,  Past  President; 

Dr.  H.  Judson  Reamy,  New  Philadelphia, 
Past  Councilor;  Dr.  Robert  E. 
Rinderknecht,  formerly  of  Dover,  Past 
Councilor;  Mr.  Steve  Seekins,  American 
Medical  Association,  Mr.  Earl  Thayer, 
Secretary  and  General  Manager,  State 
Medical  Society  of  Wisconsin,  and  Mr. 
Donald  F.  Foy,  Executive  Director,  Indiana 
State  Medical  Association. 

Report  of  the  Credentials  Committee 

Dr.  Luther  W.  High,  Miller sburg, 
Chairman  of  the  Credentials  Committee, 
reported  that  out  of  234  delegates  eligible 
to  vote,  209  were  present,  credentialed  and 
seated. 

Election  of  President-Elect 

Dr.  Payne  called  for  nominations  for  the 
office  of  President-Elect. 

Dr.  Frank  H.  Mayfield,  Cincinnati, 
placed  in  nomination  Dr.  John  E.  Albers, 
Cincinnati,  Hamilton  County.  The 
nomination  was  seconded  by  Dr.  Kenneth 
Frederick,  Cincinnati.  Dr.  Sylvan 
Weinberg,  Dayton,  placed  in  nomination 
Dr.  David  A.  Barr,  Lima,  Allen  County. 
The  nomination  was  seconded  by  Dr. 


William  H.  Kose,  Findlay.  Dr.  C.  Douglass 
Ford,  Toledo,  placed  in  nomination  Dr. 
Benjamin  H.  Reed,  Wauseon,  Fulton 
County.  The  nomination  was  seconded  by 
Dr.  Luther  W.  High,  Miller  sburg.  Dr.  _ 
William  Dorner,  Jr.,  Akron,  placed  in 
nomination  Dr.  Carl  E.  Spragg,  New 
Concord,  Muskingum  County.  The 
nomination  was  seconded  by  Dr.  John  F. 
Kroner,  Athens.  There  were  no  other 
nominations  and  a written  ballot  was 
taken.  Dr.  Albers  was  elected  on  the 
second  ballot. 

Dr.  Albers  gave  a statement  of 
acceptance  to  the  House  and  thanked  the 
members  for  their  support. 

Report  of  Nominating  Committee 

Dr.  W.  Paul  Kilway,  Jr.,  Delegate, 
Summit  County,  Chairman  of  the 
Nominating  Committee,  presented  the 
report  of  the  Committee  on  Nominations, 
as  follows: 

Secretary-T  reasurer 

The  Committee  on  Nominations 
presented  the  name  of  one  candidate  for 
Secretary-Treasurer,  Dr.  Joseph  Sudimack, 
Jr.,  Warren,  Trumbull  County.  There  were 
no  nominations  from  the  floor  and  Dr. 
Sudimack  was  elected  by  acclamation.  Dr. 
Sudimack,  as  Secretary-Treasurer,  thanked 
the  House. 

Councilors 

Second  District:  As  Councilor  of  the 
Second  District,  to  succeed  himself,  Dr. 
William  J.  Marshall,  Dayton,  was 
nominated.  The  nomination  being  duly 
seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr. 


Marshall  was  declared  re-elected  Councilor 
of  the  Second  District  for  a term  of  two 
years,  1985-1987. 

Fourth  District:  As  Councilor  of  the 
Fourth  District,  to  succeed  Dr.  Benjamin 
H.  Reed,  Wauseon,  the  Committee  placed 
in  nomination  Dr.  John  A.  Devany, 
Toledo.  The  nomination  being  duly 
seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr. 
John  A.  Devany  was  declared  elected 
Councilor  of  the  Fourth  District  for  a term 
of  two  years,  1985-1987. 

Sixth  District:  As  Councilor  of  the  Sixth 
District,  to  succeed  himself,  Dr.  J.  James 
Anderson,  Youngstown,  was  nominated. 
The  nomination  being  duly  seconded  and 
there  being  no  further  nominations  from 
the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Anderson 
was  declared  re-elected  Councilor  of  the 
Sixth  District  for  a term  of  two  years, 
1985-1987. 

Eighth  District:  As  Councilor  of  the 
Eighth  District,  to  succeed  Dr.  Carl  E. 
Spragg,  New  Concord,  the  Committee 
placed  in  nomination  Dr.  John  F.  Kroner, 
Jr.,  Athens.  The  nomination  being  duly 
seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr. 
John  F.  Kroner,  Jr.,  was  declared  elected 
Councilor  of  the  Eighth  District  for  a term 
of  two  years,  1985-1987. 

Tenth  District:  As  Councilor  of  the 
Tenth  District,  to  succeed  Dr.  D.  James 
Hickson,  Mt.  Gilead,  the  Committee  placed 
in  nomination  Dr.  H.  William  Porterfield, 
Columbus.  The  nomination  being  duly 
seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official 
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action  the  nominations  were  closed  and  Dr. 
H.  William  Porterfield  was  declared  elected 
Councilor  of  the  Tenth  District  for  a term 
of  two  years,  1985-1987. 

Twelfth  District:  As  Councilor  of  the 
Twelfth  District,  to  succeed  himself,  Dr. 
Joseph  L.  Kloss,  Akron,  was  nominated. 
The  nomination  being  duly  seconded  and 
there  being  no  further  nominations  from 
the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Kloss  was 
declared  re-elected  Councilor  of  the 
Twelfth  District  for  a term  of  two  years, 
1985-1987. 

First  District:  As  Councilor  of  the  First 
District,  to  succeed  Dr.  John  E.  Albers, 
Cincinnati,  the  Committee  placed  in 
nomination  Dr.  Stanley  J.  Lucas, 
Cincinnati.  The  nomination  being  duly 
seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr. 
Stanley  J.  Lucas  was  declared  elected 
Councilor  of  the  Second  District  for  a term 
of  one  year,  1985-1986. 

AMA  Delegates 

Dr.  Kilway  then  presented  the  nominees 
for  the  office  of  Delegate  to  the  American 
Medical  Association  to  serve  a term 
beginning  January  1,  1986  and  ending 
December  31,  1987  (8  to  be  elected):  Dr. 
John  E.  Albers,  Cincinnati;  Dr.  Oscar  W. 
Clarke,  Gallipolis;  Dr.  Alford  C.  Diller, 
Van  Wert;  Dr.  William  Dorner,  Jr., 

Akron;  Dr.  C.  Douglass  Ford,  Toledo;  Dr. 
John  J.  Gaughan,  Cleveland;  Dr.  Ray  W. 
Gifford,  Jr.,  Cleveland;  and  Dr.  B.  Leslie 
Huffman,  Jr.,  Maumee.  The  nominations 
were  duly  seconded  and  there  were  no 
further  nominations  from  the  floor.  The 
nominees  were  elected  unanimously,  by 
acclamation. 

For  Delegate  to  the  American  Medical 
Association  to  serve  a term  beginning  May 
19,  1985  and  ending  December  31,  1986  (1 
to  be  elected),  the  Committee  placed  in 
nomination  Dr.  Thomas  W.  Morgan, 
Gallipolis.  The  nomination  being  duly 
seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr. 
Thomas  W.  Morgan  was  elected 
unanimously,  by  acclamation  for  a term  of 
one  year.  May  19,  1985  to  December  31, 
1986. 

AMA  Alternates 

For  Alternate  Delegate  to  the  American 
Medical  Association  to  fill  a term 
beginning  January  1,  1986  and  ending 
December  31,  1987,  the  nominees  were  (8 
to  be  elected):  Dr.  Herman  I.  Abromowitz, 
Dayton;  Dr.  David  A.  Barr,  Lima;  Dr. 
Donavin  A.  Baumgartner,  Jr.,  Cleveland; 
Dr.  Edward  E.  Grable,  Canton;  Dr. 

Jerome  Kimmelman,  Toledo;  Dr.  Joseph 


L.  Kloss,  Akron;  Dr.  Thomas  R.  Leech, 
Lima;  Dr.  Stanley  J.  Lucas,  Cincinnati; 

Dr.  Raymond  J.  McMahon,  Jr.,  Massillon; 
Dr.  Richard  J.  Nowak,  Cleveland;  Dr. 
William  T.  Paul,  Columbus;  Dr.  Carl  E. 
Spragg,  New  Concord;  and  Dr.  J. 
Hutchison  Williams,  Columbus.  The 
nominations  were  duly  seconded  and  there 
were  no  further  nominations  from  the 
floor.  A written  ballot  was  taken  and  Drs. 
Abromowitz,  Barr,  Baumgartner,  Lucas, 
Nowak,  Paul,  Spragg  and  Williams  were 
declared  elected. 

The  nominees  for  Alternate  Delegate  to 
the  American  Medical  Association  to  serve 
a term  beginning  May  19,  1985  and  ending 
December  31,  1985,  were  presented  by  Dr. 
Kilway  (2  to  be  elected):  Dr.  Donavin  A. 
Baumgartner,  Jr.,  Dr.  William  T.  Paul, 
and  Dr.  Carl  E.  Spragg.  The  nominations 
were  duly  seconded  and  there  were  no 
further  nominations  from  the  floor.  A 
written  ballot  was  taken  and  Drs. 
Baumgartner  and  Spragg  were  declared 
elected. 

For  Alternate-Delegate  to  the  American 
Medical  Association  to  serve  a term 
beginning  May  19,  1985  and  ending 
December  31,  1986,  the  nominees  were  (2 
to  be  elected):  Dr.  Edward  E.  Grable, 
Canton;  Dr.  Jerome  Kimmelman,  Toledo; 
Dr.  Joseph  L.  Kloss,  Akron;  Dr.  Henry  G. 
Krueger,  Cleveland;  Dr.  Thomas  R.  Leech, 
Lima;  Dr.  Raymond  J.  McMahon, 
Massillon;  Dr.  Thomas  J.  O’Grady, 

Toledo;  and  Dr.  Lee  J.  Vesper,  Cincinnati. 
The  nominations  were  duly  seconded  and 
there  were  no  further  nominations  from  the 
floor.  A written  ballot  was  taken  and  Drs. 
Krueger  and  Vesper  were  declared  elected. 


Report  of  Resolutions 
Committee  No.  1 

Dr.  Henry  G.  Krueger,  Cuyahoga 
County,  as  chairman,  presented  the  report 
of  Resolutions  Committee  No.  1: 

Mr.  President  and  members  of  the  House 
of  Delegates.  Resolutions  Committee  No.  1 
held  hearings  on  Resolutions  No.  1-85 
through  22-85  and  Emergency  Resolutions 
3 and  4.  The  testimony  by  OSMA  members 
was  concise,  knowledgeable  and  of  great 
help  to  the  Committee. 

AMENDED  RESOLUTION  4-85 
SUPPORT  OF  AMA  CHALLENGE  TO 
MEDICARE  FREEZE 

RESOLVED,  That  the  Ohio  State 
Medical  Association  express  its  support  of 
the  American  Medical  Association 
challenge  of  the  constitutionality  of  the 
Medicare  Freeze  and  the  participating/non- 


participating provisions  of  the  Deficit 
Reduction  Act. 

By  official  action,  the  House  adopted 
Amended  Resolution  4-85. 

RESOLUTION  5-85  — PHYSICIAN 
REIMBURSEMENT  METHODS 
RESOLUTION  7-85  — PROSPECTIVE 
PRICING  FOR  PHYSICIANS 
RESOLUTION  11-85  — PHYSICIAN 
COSTS  OF  BUSINESS 
RESOLUTION  17-85  — CONTINUATION 
OF  INDIVIDUAL  REIMBURSEMENT  OF 
PHYSICIANS  FOR  HOSPITAL 
SERVICES 

The  Commmittee  considered  Resolutions 
5-85,  7-85,  11-85  and  17-85  together  and 
recommends  the  following  Substitute 
Resolution  in  lieu  of  Resolutions  5-85, 

7-85,  11-85,  and  17-85. 

SUBSTITUTE  RESOLUTION  5-85 
PHYSICIAN  REIMBURSEMENT 
METHODS 

RESOLVED,  That  the  OSMA 
recommend  consideration  of  development 
of  Relative  Value  Scales  as  an  alternative 
method  of  reimbursement  for  physician 
services;  and  be  it  further 
RESOLVED,  That  the  OSMA  support 
the  principle  that  reimbursement  for 
physicians’  services  should  be  independent 
of  reimbursement  systems  for  other 
providers  of  health  care;  and  be  it  further 
RESOLVED,  That  the  OSMA  begin 
immediately  to  develop  statistics 
representing  physicians’  actual  cost  of 
doing  business  in  regions  of  Ohio  and  that 
such  statistics  include  all  recognizable  costs 
to  physicians  as  well  as  investment  in 
education  so  as  to  accurately  reflect 
averages  for  various  professional 
specialties;  and  be  it  further 

RESOLVED,  That  the  OSMA  study  and 
report  to  the  membership  the  implications 
of  any  reimbursement  scheme  designed  to 
pool  physicians’  hospital  fee  reimbursement 
for  professional  services  and  utilize  hospital 
administration  or  medical  staff 
organizations  to  distribute  the 
reimbursement  among  the  involved 
physicians. 

By  official  action,  the  House  adopted 
Substitute  Resolution  5-85. 

AMENDED  RESOLUTION  8-85 
UNETHICAL  ASPECTS  OF  CERTAIN 
MEDICAL  CARE  PLANS 
RESOLVED,  That  the  Ohio  State 
Medical  Association  clearly  state  that  it  is 
unethical  for  an  attending  physician  for 
PERSONAL  financial  gain  AS  ONE 
CRITERIA  to  withhold  appropriate 
medical  care  services  from  his  patient  and 
further  that  referral  of  a patient  by  an 
attending  physician  to  a consultant  should 
be  based  on  the  consultant’s  individual 
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competence  and  ability  to  perform  the 
services  needed  by  the  patient;  and,  be  it 
further 

RESOLVED,  That  this  Resolution  be 
presented  to  the  American  Medical 
Association. 

Mr.  President,  I move  adoption  of 
Amended  Resolution  8-85. 

By  official  action,  the  House  voted  to 
make  minor  amendments  in  the  Amended 
Resolution,  as  indicated  in  capital  letters 
with  deletions  as  noted,  and  to  adopt  it  as 
amended. 

RESOLUTION  9-85  — BILLING  FOR 
INTERPRETIVE  SERVICES  IN 
EMERGENCY  OR  URGENT  SETTINGS 

AMENDED  RESOLUTION  9-85 
BILLING  FOR  INTERPRETIVE 
SERVICES  IN  EMERGENT  SETTINGS 

RESOLVED,  That  the  Ohio  State 
Medical  Association  request  the  Judicial 
Council  of  the  American  Medical 
Association  to  determine  the  appropriate 
method  by  which  the  physician  who  treats 
a patient  in  an  emergent  setting  and  the 
consultant  physician  who  performs  services 
at  a later  date,  may  best  bill  for  services 
each  has  provided. 

By  official  action,  the  House  adopted 
Amended  Resolution  9-85. 

RESOLUTION  10-85  — LONG  RANGE 
PLANNING 

RESOLUTION  15-85  — LONG  RANGE 
PLAN 

The  Committee  considered  Resolutions 
10-85  and  15-85  together  and  recommends 
the  following  Substitute  Resolution  in  lieu 
of  Resolutions  10-85  and  15-85. 

SUBSTITUTE  RESOLUTION  10-85 
OSMA  LONG  RANGE  PLAN 

RESOLVED,  That  the  Council  of  the 
OSMA  institute  a long  range  planning 
program  to  cover  all  aspects  of  health  care 
problems  and  Association  financing;  and 
be  it  further 

RESOLVED,  A formal  report  of  the 
long  term  planning  process  be  presented  to 
the  OSMA  House  of  Delegates  at  the  1986 
Annual  Meeting. 

By  official  action,  the  House  adopted 
Substitute  Resolution  10-85. 

AMENDED  RESOLUTION  12-85 
HOSPITAL  “CERTIFICATION’’ 

PROGRAM  OF  BLUE  CROSS/BLUE 

SHIELD  MUTUAL  OF  NORTHERN 
OHIO 

RESOLVED,  That  Blue  Cross/Blue 
Shield  Mutual  of  Northern  Ohio  devise 
plans  which  reward  efficiency  and  cost- 
consciousness  at  all  hospitals  and  for  all 
users  of  those  hospitals;  be  it  further 

RESOLVED,  That  all  such  proposed 


plans  should  make  public  the  criteria  used 
for  the  selection  of  hospitals,  discontinue 
use  of  the  term  “certified”  and 
acknowledge  that  such  criteria  cannot 
solely  judge  the  quality  of  care  at  any 
hospital. 

By  official  action,  the  House  voted  to 
adopt  Amended  Resolution  12-85. 

RESOLUTION  16-85  — PHYSICIAN 
OWNED  AND  CONTROLLED  HEALTH 
DELIVERY  SYSTEM 

Mr.  President,  the  Committee 
recommends  Resolution  16-85  be  filed. 

Without  objection,  Resolution  16-85  was 
filed. 

RESOLUTION  18-85  — DEPENDENT 
MEDICAL  PRACTITIONERS 

Mr.  President,  the  Committee 
recommends  rejection  of  Resolution  18-85. 

By  official  action,  the  House  voted  to 
reject  Resolution  18-85. 

AMENDED  RESOLUTION  20-85 
PHYSICIAN  EXEMPTION  FROM  IRS 
RECORD  KEEPING  REQUIREMENTS 

RESOLVED,  That  the  Ohio  State 
Medical  Association  support  the  intent  of 
House  Bill  1869  and  any  other  legislation 
which  would  repeal  the  contemporaneous 
record  keeping  requirements  of  the  Tax 
Reform  Act  of  1984,  and  be  it  further 

RESOLVED,  That  the  Ohio  State 
Medical  Association  Delegation  to  the 
American  Medical  Association  support  this 
exemption  at  the  national  level. 

By  official  action,  the  House  voted  to 
adopt  Amended  Resolution  20-85. 

AMENDED  RESOLUTION  21-85 
FORMS  REQUIREMENTS 

RESOLVED,  That  all  medical  groups 
and  individual  physicians  who  receive 
requests  from  insurance  companies  and 
PROs  for  information  regarding  patients 
shall  be  fairly  compensated  by  insurance 
companies  and  PROs  for  the  time  and 
effort  required  to  honor  such  requests. 

By  official  action,  the  House  voted  to 
adopt  Amended  Resolution  21-85. 

RESOLUTION  22-85  — PRO  REVIEWS 

EMERGENCY  RESOLUTION  NO.  3 

SUBSTITUTE  RESOLUTION  22-85 
PRO  REVIEWS 

BE  IT  RESOLVED,  That  the  Ohio  State 
Medical  Association  inform  its  members  of 
the  Medicare  and  Medicaid  Programs;  Peer 
Review  Organization;  Final  Rules  as 
published  in  Part  III  of  the  April  17,  1985 
Federal  Register  so  that  physicians  are 
aware  of  the  increasing  importance  of 
maintaining  accurate  and  complete  medical 
records,  and  be  it  further 

RESOLVED,  That  the  OSMA  encourage 


the  PRO,  in  those  cases  where  denials  are 
made,  that  the  physician  making  the 
decisions  to  deny  these  services  sign  the 
correspondence. 

By  official  action,  the  House  voted  to 
adopt  Substitute  Resolution  22-85. 

RESOLUTION  1-85  — OFFICIAL  DATE 
OF  THE  BIRTH  OF  THE  OHIO  STATE 
MEDICAL  ASSOCIATION 

The  Committee  placed  Resolution  1-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  May  14,  1846  be 
recognized  as  the  official  date  of  the  birth 
of  The  Ohio  State  Medical  Association; 
and,  be  it  further 

RESOLVED,  That  Article  IX  of  the 
Constitution  be  amended  to  read: 

ARTICLE  IX 
SEAL 

“This  Association  shall  have  an  official 
seal  bearing  the  legend  ‘Ohio  State  Medical 
Association  — 1846.’ 

“The  power  to  change  or  renew  the  seal 
shall  rest  with  the  House  of  Delegates  in 
conformity  with  the  laws  of  the  State  of 
Ohio.” 

By  consent,  the  House  adopted 
Resolution  1-85. 

RESOLUTION  2-85  — CORPORATE 
MEMBERSHIP  CATEGORY 

The  Committee  placed  Resolution  No. 
2-85  on  the  Consent  Calendar  and 
recommended  its  adoption. 

RESOLVED,  That  the  resolution 
adopted  by  The  Council  on  the  26th  day  of 
June,  1984  be,  and  the  same  hereby  is, 
ratified  and  approved. 

The  House  voted  that  Resolution  2-85  be 
taken  off  of  the  consent  calendar,  discussed 
it,  then  adopted  it. 

RESOLUTION  3-85  — MEDICARE 

ASSIGNMENT  FOR  THE  INDIGENT 

The  Committee  placed  Resolution  3-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  the  Ohio  State 
Medical  Association  go  on  record  to 
encourage  physicians  to  accept  the 
Medicare  Assignment  fee  as  payment  in  full 
for  selected  patients  who  are  financially 
unable  to  meet  additional  charges. 

By  consent,  The  House  adopted 
Resolution  3-85. 

RESOLUTION  6-85  — AVAILABILITY 
OF  PACO  SERVICES 

The  Committee  placed  Resolution  6-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  efforts  be  made  to 
enhance  the  availability  of  PACO’s  services 
to  physicians  in  more  distant  parts  of  Ohio 
through  utilization  of  consultant  firms 
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We’ve  been  defending 
doctors  since 
these  were  the  jj 
state  of  the  art.CTJ^ 


Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Louis  A.  Flaherty,  Vernon  Manor,  Suite  C 
400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 


Robert  E.  Stallter,  Suite  H,  RO.  Box  331, 

1011  Sandusky  Street,  Ferrysburg,  OH  43551,  (419)  874-8080 


JohnE.  Hansel,  Timothy  D.  Harrison,  Suite  535 
Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202 , (614)  267-9156 


Stuart  Mitchelson,  Robert  Dowdy,  Suite  111,  1 Commerce  Park  Square 
23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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which  have  agents  in  these  more  remote 
areas;  and,  be  it  further 

RESOLVED,  That  a no-toll  phone  line 
be  considered  so  that  all  might  have  equal 
telephone  access  to  these  centralized 
services. 

By  consent,  The  House  adopted 
Resolution  6-85. 

EMERGENCY  RESOLUTION  NO.  4 — 
NATIONAL  PPO  AND  ALTERNATIVE 

DELIVERY  SYSTEM  AGREEMENTS 

The  Committee  placed  Emergency 
Resolution  No.  4 on  the  Consent  Calendar 
and  recommended  its  adoption. 

RESOLVED,  That  the  OSMA  inform  its 
members  of  the  proposed  national  PPO 
Teamsters  contract;  and  be  it  further 

RESOLVED,  That  the  OSMA  ask  the 
AMA  Legal  Department  to  review  the 
proposed  physician  contracts  of  this 
National  PPO  and  provide  explanations  of 
the  contract’s  proposed  terms;  and  be  it 
further 

RESOLVED,  That  the  OSMA 
recommend  that  member  physicians  be 
involved  with  their  hospitals  in  the 
development  of  proposals  to  the  National 
Teamster  PPO  so  that  retired  Teamster 
members  can  be  assured  that  they  will 
continue  to  receive  quality  health  care  in 
each  local  area;  and  be  it  further 

RESOLVED,  That  the  OSMA  strongly 
recommend  that  its  members  closely  review 
the  terms  of  this  and  any  other  proposed 
alternative  delivery  system  agreements  prior 
to  agreeing  to  participate, 
PARTICULARLY  AS  IT  MAY  PERTAIN 
TO  MANDATORY  MEDICARE 
ASSIGNMENT  OR  TO  HOLD 
HARMLESS  CLAUSES  IN  PROPOSED 
CONTRACTS;  AND  BE  IT  FURTHER 

RESOLVED,  THAT  THE  OHIO 
DELEGATION  INTRODUCE  THIS 
RESOLUTION  IN  THE  AMA  HOUSE  OF 
DELEGATES. 

The  House  voted  that  Emergency 
Resolution  No.  4 be  taken  off  of  the 
consent  calendar,  amended  it  as  indicated 
in  capital  letters,  then  adopted  it. 

RESOLUTION  19-85  — ESTABLISHMENT 
OF  AN  OHIO  STATE  MEDICAL 
ASSOCIATION  HISTORIAN 

The  Committee  placed  Resolution  19-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  the  Ohio  State 
Medical  Association  House  of  Delegates 
established  the  category  of  a historian  to  be 
appointed,  or  reappointed,  yearly  by  the 
incoming  President  of  the  Ohio  State 
Medical  Association. 


By  consent,  the  House  adopted 
Resolution  19-85. 

RESOLUTION  13-85  — DEMOCRATIC 

BALLOTING  FOR  PRESIDENT  OF 
OSMA 

The  Committee  placed  Resolution  13-85 
on  the  Consent  Calendar  and  recommended 
its  rejection. 

By  consent,  the  House  rejected 
Resolution  13-85. 

RESOLUTION  14-85  — EMPLOYMENT 

OF  A PHYSICIAN  AS  EXECUTIVE 
VICE  PRESIDENT  OF  OSMA 

The  Committee  placed  Resolution  14-85 
on  the  Consent  Calendar  and  recommended 
its  rejection. 

By  consent,  the  House  rejected 
Resolution  14-85. 

THE  REPORT  OF  RESOLUTIONS 
COMMITTEE  NO.  1,  AS  A WHOLE,  AS 
AMENDED,  WAS  APPROVED  BY  THE 
HOUSE. 

Dr.  Payne  yielded  the  chair  to  Dr. 
Abromowitz  who  called  for  the  report  of 
Resolutions  Committee  No.  2. 

REPORT  OF  RESOLUTIONS 
COMMITTEE  NO.  2 

Dr.  William  H.  Gates,  Hamilton  County, 
as  chairman,  presented  the  report  of 
Resolutions  Committee  No.  2: 

Mr.  President  and  members  of  the  House 
of  Delegates,  Resolutions  Committee  No.  2 
met  in  open  session  on  Saturday,  May  18, 
1985,  and  heard  testimony  on  Resolutions 
23-85  through  39-85  and  Report  A — 1985. 
Resolution  35-85,  Unpaid  Residency 
Positions,  was  withdrawn  by  the  Governing 
Council  of  the  OSMA  Medical  Student 
Section. 

AMENDED  RESOLUTION  23-85 

OHIO  SUPREME  COURT  DECISIONS 
AFFECTING  WORKER’S 

COMPENSATION  AND  THE  ABILITY 

OF  AN  EMPLOYER  TO  DISMISS  AN 
EMPLOYEE 

RESOLVED,  That  the  OSMA  represent 
physicians  as  small  business  men  and 
women  in  supporting  legislation  necessary 
to  void  the  Ohio  Supreme  Court’s  recent 
decisions  on  Worker’s  Compensation 
eligibility  and  the  rights  of  an  employer 
regarding  terms  of  employment. 

By  official  action,  the  House  adopted 
Amended  Resolution  23-85. 

SUBSTITUTE  RESOLUTION  24-85  — 
PROFESSIONAL  LIABILITY  IN 
OB/GYN 


RESOLVED,  That  the  Ohio  State 
Medical  Association  encourage  the 
enactment  of  Professional  Liability 
legislative  reform;  and  be  it  further 

RESOLVED,  That  the  OSMA  Task 
Force  on  Professional  Liability  carefully 
and  specifically  consider  the  development 
of  suitable  alternative  methods  to  address 
the  problems  of  parents  with  the  financial 
burden  of  therapy  and  care  for  congenitally 
abnormal,  injured  or  malformed  infants. 

By  official  action,  the  House  amended 
Substitute  Resolution  24-85  and  adopted  it. 

AMENDED  RESOLUTION  25-85 

CREDENTIALING  PROCEDURE 

RESOLVED,  That  the  Ohio  State 
Medical  Association  introduce  a resolution 
to  the  American  Medical  Association  that 
directs  the  AMA  Commissioners  to  the 
JCAH  to  re-examine  the  JCAH 
credentialing  procedures,  so  that  the 
traditional  credentials  file  contains  only 
well  documented  and  specific  data  and  does 
not  include  information  that  is  misleading 
or  of  questionable  value  AND  THAT  THE 
CREDENTIALS  FILE  SHALL  BE 
UNDER  THE  JOINT  CUSTODY  OF  THE 
MEDICAL  STAFF  EXECUTIVE 
COMMITTEE  AND  THE  HOSPITAL 
ADMINISTRATION,  AND  FURTHER 
THAT  ALL  MEDICAL  STAFF 
MEMBERS  SHALL  BE  APPRISED  OF 
THEIR  RIGHT  TO  REVIEW  THEIR 
INDIVIDUAL  FILES. 

By  official  action,  the  House  adopted 
Amended  Resolution  25-85  with  an 
addition  as  indicated  in  capital  letters. 

AMENDED  RESOLUTION  26-85 
JCAH  REGULATIONS  DEFINING 
EXECUTIVE  COMMITTEE 
COMPOSITION 

RESOLVED,  That  the  Ohio  State  Medical 
Association  introduce  a resolution  to  the 
American  Medical  Association  that  directs 
the  AMA  Commissioners  to  the  JCAH 
oppose  the  requirement  that  all  members  of 
a medical  staff  must  be  considered  eligible 
for  membership  on  its  executive  committee. 

By  official  action,  the  House  adopted 
Amended  Resolution  26-85. 

RESOLUTION  28-85  — SELF  CARE 
I.R.A.  TYPE  FUNDING 

Mr.  President,  the  Committee 
recommends  that  Resolution  28-85  be 
rejected.  The  Committee  felt  that  the 
subject  is  of  national  interest  and  is 
currently  under  active  consideration  by  the 
American  Medical  Association. 

RESOLVED,  That  the  House  of 
Delegates  of  the  Ohio  State  Medical 
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Association  petition  the  American  Medical 
Association  to  establish  such  an  Ad  Hoc 
Committee  to  search  into  the  possibility  of 
establishing  a SELF  CARE  MEDICAL 
SYSTEM  which  would  employ  an  I.R.A. 
type  funding  for  individual,  personal 
Medical-Health  Care  Costs;  phase  out 
Medicare;  and  return  Medical-Health  Care 
to  the  private  sector. 

By  official  action,  the  House  referred 
Resolution  28-85  to  the  OSMA  Council 
asking  for  a report  at  the  1986  Annual 
Meeting. 

RESOLUTION  30-85  — SPECIAL 
MEETINGS  OF  THE  OHIO  STATE 
MEDICAL  ASSOCIATION  HOUSE  OF 
DELEGATES 

In  testimony,  the  Committee  received  the 
following  recommended  substitute 
resolution: 

SUBSTITUTE  RESOLUTION  30-85 

SPECIAL  MEETINGS  OF  THE  OHIO 
STATE  MEDICAL  ASSOCIATION 
HOUSE  OF  DELEGATES 

RESOLVED,  That  the  House  of 
Delegates  authorize  Council  and  the 
officers  of  Ohio  State  Medical  Association 
to  investigate  the  feasibility  of  utilizing 
audiovisual  technology  for  special  or 
emergency  meetings  of  the  Ohio  State 
Medical  Association  House  of  Delegates 
and  report  the  findings  and 
recommendations  of  Council  at  the  1986 
Annual  Meeting  of  the  Ohio  State  Medical 
Association. 

By  official  action,  the  House  adopted 
Substitute  Resolution  30-85. 

RESOLUTION  31-85  — PROFESSIONAL 
LIABILITY 

RESOLUTION  32-85  — MEDICAL 
MALPRACTICE 

RESOLUTION  37-85  — MEDICAL 
PROFESSIONAL  LIABILITY 

Mr.  President,  the  Committee  considered 
Resolutions  31-85,  32-85,  and  37-85 
together. 

SUBSTITUTE  RESOLUTION  31-85 
PROFESSIONAL  LIABILITY 

RESOLVED,  That  the  OSMA  Task 
Force  on  Professional  Liability  continue  to 
actively  consider  legislative  and  other 
proposals  to  control  the  rising  costs  of 
medical  professional  liability  insurance  and 
the  rising  costs  of  “defensive  medicine” 
resulting  therefrom;  and  be  it  further 

RESOLVED,  That  the  OSMA  Task 
Force  on  Professional  Liability  Insurance 
carefully  and  specifically  consider,  among 
other  matters,  proposed  legislation  directed 
to  the  following  subjects: 

a.  The  collateral  source  rule  should  be 
revised  to  allow  other  sources  of 
reimbursement  to  be  considered  while 
deciding  on  the  amounts  of  malpractice 


awards. 

b.  The  statute  of  limitations  should  be 
revised  to  prevent  the  possibility  of 
permanent  liability  of  physicians  for 
alleged  negligence. 

c.  Limitation  on  damages  awarded  in 
medical  professional  liability  claims. 

d.  Limitations  on  and/or  court  monitoring 
of  contingent  fee  agreements  by  lawyers 
representing  plaintiffs  in  medical 
professional  liability  claims. 

e.  Encouragement  of  structured  settlements. 

f.  Investigation  or  consideration  of 
changing  the  Ohio  standards  for 
counter  suits  against  plaintiffs  and  their 
representatives  in  cases  of  frivolous 
claims. 

By  official  action,  the  House  voted  to 
amend  Substitute  Resolution  31-85  with 
deletions  as  noted  and  adopted  it. 

RESOLUTION  38-85  PROFESSIONAL 
LIABILITY  INSURANCE 
SUBSTITUTE  RESOLUTION  38-85 
PROFESSIONAL  LIABILITY  INSURANCE 

RESOLVED,  That  the  Ohio  State 
Medical  Association  encourage  all 
physicians  to  carry  appropriate  amounts  of 
medical  professional  liability  insurance 
coverage,  and  be  it  further 
RESOLVED,  That  the  Ohio  State 
Medical  Association  believes  that  unilateral 
actions  by  hospital  boards  of  trustees  or 
their  insurance  carriers  to  compel 
physicians  to  carry  arbitrarily  chosen 
amounts  of  medical  professional  liability 
insurance  as  a condition  for  medical  staff 
appointment  are  inappropriate,  and  be  it 
further 

RESOLVED,  That  the  Ohio  State 
Medical  Association  supports  the  right  of  a 
hospital  medical  staff  to  establish  bylaws 
regarding  Professional  Liability  insurance 
coverage  in  cooperation  with  the  hospital 
boards  of  trustees. 

By  official  action,  the  House  voted  to 
refer  the  “Resolved”  portions  of  Substitute 
Resolution  38-85  to  the  OSMA  Council  to 
investigate  legality. 

REPORT  A — 1985  — REPORT  OF  THE 
AD  HOC  COMMITTEE  TO  REVIEW 
HOUSE  OF  DELEGATES  POLICY 

Mr.  President,  The  Committee 
recommends  Report  A — 1985  be  adopted 
with  the  amended  addition  of  Resolution 

50-81,  “PAP  SMEAR”  Law  to  the  list  of 
retained  policies.  The  OSMA  position  to 
repeal  the  mandatory  Pap  Smear  law  being 
maintained. 

Report  A — 1985  is  as  follows: 

POLICIES  TO  BE  RETAINED  — 

1981  HOUSE  OF  DELEGATES 
PROCEEDINGS 

12-81  Ohio  State  Medical  Association 
Annual  Meeting 
15-81  Women  in  Medicine 


22- 81  Continued  Support  by  OSMA  and 

County  Societies  of  the 
AAMA-OSS 

23- 81  Reconvene  Task  Force  on 

Professional  Liability 
29-81  The  Right  of  a Hospitalized 

Patient  to  Choose  His  Attending 
or  Consulting  Physician 
31-81  Organized  Medicine  Participation 
with  Business  Leaders 
34-81  Repeal  P.S.R.O. 

42-81  Opposition  to  Present  Attempts  to 
Change  the  Requirements  for  a 
Medical  Certificate  to  Practice 
Medicine  in  Ohio 

45-81  Welfare  Payment  Inequities 
47-81  Manpower 

50- 81  “PAP  SMEAR”  Law 

51- 81  Resolution  to  Teach  Bio-Ethics  in 

Ohio  Medical  Schools 

52- 81  Comprehensive  Health  Education 

in  Ohio  Schools 

53- 81  Confidentiality  of  Quality 

Assurance  Program  Information 

54- 81  Voluntary  Health  Planning  at  the 

Local  Level 

58-81  Direct  Membership  in  AMA 
60-81  Hospital  Malpractice  Insurance 
Report 

C Categorization  of  Hospital 

Facilities  for  Emergency  Medical 
Services  in  Ohio 

By  official  action,  the  House  adopted 
Amended  Report  A- 1985. 

RESOLUTION  27-85  — MEDICAL 
PROFESSIONAL  LIABILITY 

The  Committee  placed  Resolution  27-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  the  Ohio  State 
Medical  Association  proceed  in  the  most 
appropriate  manner  to  either  amend  or 
repeal  Section  2711.21  of  the  Ohio  Revised 
Code  — Mandatory  Non-Binding 
Arbitration;  and,  be  it  further 

RESOLVED,  That  the  result  of  the 
effort  to  either  amend  or  repeal  Section 
2711.21  of  the  Ohio  Revised  Code  be 
reported  to  the  OSMA  House  of  Delegates 
at  the  1986  Annual  Meeting. 

By  consent,  the  House  adopted 
Resolution  27-85. 

RESOLUTION  34-85  — MEDICAL 
LIABILITY  AS  IT  RELATES  TO 
MEDICAL  STUDENTS 

The  Committee  placed  Resolution  34-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  the  OSMA  make 
available  to  medical  students  throughout 
the  state  current  knowledge  concerning  the 
limits  of  liability  of  medical  students  in 
association  with  their  responsibilities  as 
part  of  the  health  care  education  system 
and  to  update  this  information  as  needed. 
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By  consent,  the  House  adopted 
Resolution  34-85. 

RESOLUTION  36-85  — ABORTION 
CLINIC  VIOLENCE 

The  Committee  placed  Resolution  36-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  the  OSMA  publicly 
affirm  THAT  acts  of  violence  against 
abortion  clinics  and  other  health  care 
facilities  ARE  a violation  of  the  right  to 
the  access  of  health  care. 

The  House  voted  to  extract  Resolution 
36-85  from  the  consent  calendar  for 
editorial  changes  and  adopted  it. 

RESOLUTION  39-85  — 
COMMEMORATION  OF  THE  DANIEL 
DRAKE  BICENTENNIAL 

The  Committee  placed  Resolution  39-85 
on  the  Consent  Calendar  and  recommended 
its  adoption.  The  resolution  reads  as 
follows: 

RESOLVED,  That  the  Ohio  State 
Medical  Association  pass  a resolution 
honoring  the  commemoration  of  the 
bicentennial  of  the  birth  of  Daniel  Drake  in 
1785. 

By  consent,  the  House  adopted 
Resolution  39-85. 

RESOLUTION  29-85  — COUNTY 

SOCIETY  MEMBERS  AS  GUESTS  AT 
OSMA  COUNCIL  MEETINGS 

The  Committee  placed  Resolution  29-85 
on  the  Consent  Calendar  and  recommended 
its  rejection. 

By  consent,  the  House  rejected 
Resolution  29-85. 

RESOLUTION  33-85  - UNIFIED 
MEMBERSHIP 

The  Committee  placed  Resolution  33-85 
on  the  Consent  Calendar  and  recommended 
its  rejection. 

By  consent,  the  House  rejected 
Resolution  33-85. 

THE  REPORT  OF  RESOLUTIONS 
COMMITTEE  No.  2,  AS  A WHOLE,  AS 
AMENDED,  WAS  APPROVED  BY  THE 
HOUSE. 

Dr.  Abromowitz  yielded  the  chair  to  Dr. 
Payne  who  called  up  the  report  of 
Resolutions  Committee  No.  3. 

Report  of  Resolutions 
Committee  No.  3 

Dr.  William  H.  Kose,  Hancock  County, 
as  chairman,  presented  the  report  of 
Resolutions  Committee  No.  3: 

Mr.  President  and  members  of  the  House 
of  Delegates,  Resolutions  Committee  No.  3 
met  in  open  session  on  Saturday,  May  18, 
1985,  and  heard  testimony  relating  to 
Resolutions  40-85  through  65-85,  and  the 


President’s  Address.  The  hearings  were  well 
attended  and  many  opinions  were  presented 
on  the  various  resolutions.  The  Committee 
wishes  to  thank  the  physicians  who 
presented  their  views. 

RESOLUTION  40-85  — OPAQUE 
ONE-WAY  WINDOWS  ON  CARS 

RESOLVED,  That  state  legislation  be 
supported  which  bans  the  use  of  opaque  or 
one-way  window  glass  in  automobiles  in 
the  State  of  Ohio. 

By  official  action,  the  House  adopted 
Resolution  40-85. 

RESOLUTION  41-85  — MINIMUM 
HEIGHT  OF  ROAD  VEHICLE 
BUMPERS 

RESOLVED,  That  legislation  be 
enforced  which  dictates  a minimum  and 
maximum  height  of  a road  vehicle  bumper 
above  the  road  surface. 

By  official  action,  the  House  adopted 
Resolution  41-85. 

RESOLUTION  42-85  — REDUNDANCY 
OF  EYE  PROPHYLAXIS  IN 

NEWBORNS  FOR  GONORRHEA  AS 
WELL  AS  MANDATORY  GONORRHEA 
CULTURES  IN  PREGNANCY 

Testimony  was  offered  in  support  of  the 
concept  incorporated  in  the  “Resolved.” 
The  Committee  recommends  the  following 
substitute  resolution  in  lieu  of  Resolution 
42-85. 

SUBSTITUTE  RESOLUTION  42-85 

EYE  PROPHYLAXIS  IN  NEWBORNS 

FOR  GONORRHEA  AS  WELL  AS 
MANDATORY  GONORRHEA 
CULTURES  IN  PREGNANCY 

RESOLVED,  That  eye  prophylaxis  be 
continued  in  all  cases  including  Caesarean 
section. 

RESOLVED,  That  the  question  of  the 
requirement  of  mandatory  cervical  culture 
be  referred  to  Council. 

By  official  action,  the  House  adopted 
Substitute  Resolution  42-85. 

RESOLUTION  44-85  — MEDIA 
ADVERTISING  FOR  TOBACCO 
PRODUCTS 

RESOLVED,  That  the  OSMA  go  on 
record  as  opposing  any  form  of  media 
advertising  of  tobacco  products;  and,  be  it 
further 

RESOLVED,  That  the  OSMA  initiate 
legislative  efforts  to  prohibit  media 
advertising  of  tobacco  products;  and,  be  it 
further 

RESOLVED,  That  the  OSMA  delegation 
to  the  AMA  be  instructed  to  present  a 
similar  resolution  at  the  next  AMA 
meeting. 

By  official  action,  the  House  adopted 
Resolution  44-85. 


RESOLUTION  45-85  — GENERIC 
DRUGS 

The  sponsor  of  this  resolution  testified 
— and  offered  the  following  substitute 
resolution. 

SUBSTITUTE  RESOLUTION  45-85 
GENERIC  DRUGS 

The  House  voted  to  reject  Substitute 
Resolution  45-85  and  voted  to  act  on  the 
original  resolution.  Resolution  45-85  was 
amended  by  the  House  as  indicated  by 
capital  letters.  It  was  then  adopted  by 
official  action  of  the  House. 

RESOLVED,  That  the  Ohio  State 
Medical  Association  support  the  proposal 
of  encouraging  physicians  to  order  generic 
drugs  for  their  patients  whenever  it  is 
deemed  by  a physician  that  a 
BIOLOGICALLY  equivalent  generic  is 
available. 

RESOLUTION  46-85  — SEAT  BELT 
LEGISLATION 

RESOLUTION  59-85  — MANDATORY 
USE  OF  SEAT  BELTS  IN 
AUTOMOBILES  AND  TRUCKS 

RESOLUTION  61-85  — MANDATORY 
SEAT  BELT  LAW 

Mr.  President,  the  Committee 
recommends  that  Resolutions  46-85,  59-85 
and  61-85  be  rejected.  Resolution  47-84 
embodies  the  same  principle  — and 
represents  current  OSMA  policy. 

By  official  action,  the  House  voted  to 
reaffirm  Resolution  47-84,  in  lieu  of  acting 
on  Resolutions  46-85,  59-85  and  61-85. 

RESOLUTION  47-85  — PHYSICIAN 
ASSISTANTS 

RESOLUTION  57-85  — PHYSICIAN 
ASSISTANTS 

RESOLUTION  58-85  — TO  ALLOW 
HOSPITALS  AND  CLINICS  TO 

EMPLOY  PHYSICIAN’S  ASSISTANTS 
UNDER  APPROPRIATE  SUPERVISION 

The  Committee  believes  that  50-84 
should  continue  to  be  the  policy  of  the 
OSMA.  50-84  reaffirms  the  policy  of 
“opposition  to  any  legislative  effort  seeking 
institutional  employment  of  physician 
assistants.”  Therefore  the  Committee 
recommends  rejection  of  47-85,  57-85  and 
58-85. 

By  official  action,  The  House  rejected 
Resolutions  47-85,  57-85  and  58-85. 

RESOLUTION  48-85  — TERMINATION 

OF  PREGNANCY  IS  INCONSISTENT 
WITH  NATURAL  LAW 

AMENDED  RESOLUTION  48-85 

TERMINATION  OF  PREGNANCY  IS 
INCONSISTENT  WITH  NATURAL  LAW 

RESOLVED,  That  physicians  give  more 
time  to  evaluate  all  aspects  of 
TERMINATION  OF  PREGNANCY. 
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By  official  action,  the  House  adopted 
Resolution  48-85,  with  a few  editorial 
changes,  as  indicated  by  capital  letters. 

RESOLUTION  49-85  — OHia  STATE 
MEDICAL  BOARD 

RESOLUTION  64-85  — AMENDMENTS 

TO  OHIO  MEDICAL  PRACTICE  ACT 
RESOLUTION  65-85  — ACTIVITIES  OF 
THE  STATE  MEDICAL  BOARD 

The  Committee  recommends  the 
following  substitute  resolution  in  lieu  of 
Resolution  49-85,  64-85  and  65-85. 

SUBSTITUTE  RESOLUTION  49-85 
OHIO  STATE  MEDICAL  BOARD 

WHEREAS,  The  Constitution  of  the 
OSMA  states  that  the  purpose  of  the 
Association  is  “to  maintain  and  advance 
the  standards  of  medical  practice  in  this 
state  by  requiring  strict  adherence  by  the 
members  of  the  profession  of  the  highest 
concepts  of  professional  ethics.”  The 
Association  believes  that  this  responsibility 
is  one  to  be  taken  seriously  in  providing 
quality  medical  care  to  the  people  of  Ohio; 
and 

WHEREAS,  The  OSMA  has  a long 
history  of  vigorous  support  for  stronger 
enforcement  activities  by  the  State  Medical 
Board,  including  support  for  more 
stringent  disciplinary  provisions  in  Ohio 
statute  and  support  for  funding  for 
enforcement  by  the  Board;  and 

WHEREAS,  The  county  medical 
societies  stand  ready  to  provide  assistance 
to  the  Board  in  its  investigative  process; 
and 

WHEREAS,  The  Board  has  come  under 
increasing  criticism  for  ineffective 
disciplinary  procedures,  therefore  be  it 

RESOLVED,  That  the  OSMA  support 
both  legislative  and  administrative  efforts 
to  strengthen  the  Board’s  disciplinary 
activities  by  the  following  mechanisms: 

(1)  mandatory  revocation  of  license  for 
physicians  with  a drug  felony  conviction 
unrelated  to  impairment; 

(2)  institution  of  disciplinary  actions 
against  a convicted  felon  at  the  time  of 
conviction  instead  of  at  the  termination  of 
the  appeals  process; 

(3)  use  of  administrative  law  judges  as 
hearing  officers  for  disciplinary  hearings 
with  input  from  Board  members  on 
medical  issues,  thus  recognizing  the  legal 
nature  of  the  proceedings  and  the  need  for 
legal  counsel  on  evidentiary  rulings; 

(4)  mandatory  reporting  by  the  courts  to 
the  Board  of  physicians  who  have  been 
convicted  of  a felony; 

(5)  mandatory  reporting  to  the  Board  by 
hospitals  of  the  revocation  of  a physician’s 
staff  privileges,  EXCLUDING  CERTAIN 
ADMINISTRATIVE  SUSPENSIONS,  EG., 
FOR  LAPSE  IN  DUES,  MEETINGS 
ATTENDANCE,  FAILURE  TO  SIGN 
MEDICAL  RECORDS; 


(6)  reorganization  by  the  Board  of  its 
investigative  process  to  cooperate  more 
closely  with  county  medical  societies, 
hospitals,  enforcement  agencies  and  others 
involved  in  physician  discipline; 

(7)  increased  funding  for  the  Board  to 
hire  an  adequate  number  of  investigators 
AND  PROVIDE  FUNDS  FOR  OUTSIDE 
LEGAL  COUNSEL  WHEN  INDICATED, 
and  be  it  further 

RESOLVED,  That  the  OSMA  work  in 
unison  with  other  professional  associations 
to  advise  the  Board  on  the  differences 
between  impaired  physicians  and  physicians 
who  intentionally  violate  the  criminal  laws 
and  to  urge  the  Board  to  continue  to 
recognize  the  valuable  role  of  rehabilitation 
programs  for  impaired  professionals  in  the 
disciplinary  process;  and  be  it  further 

RESOLVED,  That  the  OSMA  stand 
ready  to  provide  technical  support  and 
information  to  the  Medical  Board 
subcommittee  of  the  Ohio  House  of 
Representative’s  Health  and  Retirement 
Committee  in  its  investigation  of  the 
Board;  and  be  it  further 

RESOLVED,  That  the  OSMA  work  in 
unison  with  all  interested  parties  to  assist  in 
Medical  Board  reforms  which  will  provide 
needed  safeguards  to  the  people  of  Ohio 
while  establishing  a system  that  will  deal 
with  physicians  fairly  and  impartially; 

AND  BE  IT  FURTHER 

RESOLVED,  THAT  ALL  FUNDS 
COLLECTED  FROM  MEDICAL 
LICENSURE  FEES  IN  OHIO  BE  MADE 
AVAILABLE  FOR  MEDICAL  BOARD 
FUNDING. 

The  Committee  recommends  that 
Substitute  Resolution  49-85  be  adopted, 
and  Mr.  President,  I so  move. 

By  official  action,  the  House  voted  to 
amend  the  resolution  as  indicated  in  capital 
letters,  and  to  adopt  it  as  amended. 

RESOLUTION  51-85  — PROMOTION  OF 
PROFESSIONAL  EDUCATION  ON 
ALCOHOLISM/DRUG  ABUSE 

Testimony  favored  the  concepts 
incorporated  in  this  resolution.  The 
Committee  recommends  the  following 
substitute  resolution  in  lieu  of  Resolution 
51-85. 


SUBSTITUTE  RESOLUTION  51-85 
PROMOTION  OF  EDUCATION  ON 
ALCOHOLISM/DRUG  ABUSE 

RESOLVED,  That  the  Ohio  State 
Medical  Association  support  the  concept  of 
House  Bill  19,  and  be  it  further 

RESOLVED,  That  the  OSMA  cooperate 
with  the  sponsor  of  House  Bill  19 
concerning  language  that  would  provide  for 
public  education  for  prevention  and 
treatment  of  alcohol-related  illnesses,  and 
be  it  further 

RESOLVED,  That  members  of  OSMA 
be  encouraged  to  contact  their  legislators 


individually  to  urge  adoption  of  the  bill  at 
the  earliest  possible  date,  and  be  it  further 

RESOLVED,  That  OSMA  vigorously 
support  education  of  medical  students  and 
continuing  education  of  practicing 
physicians  relative  to  the  prevention  and 
treatment  of  alcohol  and  drug  abuse. 

By  official  action,  the  House  adopted 
Substitute  Resolution  51-85. 

RESOLUTION  53-85  — FEDERAL 
EXCISE  TAX  ON  CIGARETTES 

Mr.  President,  the  Committee 
recommends  that  Amended  Resolution 
53-85  be  adopted. 

AMENDED  RESOLUTION  53-85 
FEDERAL  EXCISE  TAX  ON 
CIGARETTES 

RESOLVED,  That  OSMA  support 
Health  and  Human  Services  Secretary 
Margaret  Heckler’s  proposal  to  keep  the 
current  16-cent  per  pack  federal  excise  tax 
on  cigarettes  indefinitely  and,  in  fact, 
encourage  her  to  propose  an  increase  in 
that  tax;  and,  be  it  further 

RESOLVED,  That  OSMA  staff  notify 
Ms.  Heckler,  President  Reagan,  and  all 
Ohio  Senators  and  Representatives  in  the 
United  States  Congress  of  OSMA’s  support 
for  these  actions. 

RESOLVED,  That  funds  for  the  excise 
tax  be  used  for  education  for  prevention 
and  control  of  smoking-related  diseases. 

By  official  action,  the  House  adopted 
Amended  Resolution  53-85. 

RESOLUTION  54-85  — FEDERAL 
TOBACCO  SUBSIDIES 

RESOLVED,  That  OSMA  support  the 
Reagan  Administration’s  goal  of 
eliminating  price  supports  for  tobacco  in 
1986  and  phasing  out  other  tobacco 
subsidies  within  five  years;  and,  be  it 
further 

RESOLVED,  That  OSMA  staff  notify 
President  Reagan  and  all  Ohio  Senators 
and  Representatives  in  the  United  States 
Congress  of  OSMA’s  support  for  this 
action. 

By  official  action,  the  House  adopted 
Resolution  54-85. 

RESOLUTION  55-85  — NON 
SMOKING  SECTIONS  WITHIN  PUBLIC 
EATING  FACILITIES 

The  Committee  recommends  that 
Resolution  55-85  be  adopted. 

RESOLVED,  That  the  OSMA  promote 
the  development  of  and  support  legislation 
designed  to  institute  the  designation  of 
smoking  and  non-smoking  sections  within 
all  restaurants  and  public  eating  facilities  in 
the  state  of  Ohio. 

By  official  action,  the  House  adopted 
Resolution  55-85. 

RESOLUTION  56-85  — ALCOHOL 
IMPAIRED  DRIVING 
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The  Committee  recommends  the 
following  substitute  resolution  in  lieu  of 
Resolution  56-85. 

SUBSTITUTE  RESOLUTION  56-85 

ALCOHOL  IMPAIRED  DRIVING 

RESOLVED,  that  the  OSMA  develop 
and  support  model  legislation  which  would 
require  liquor  establishments  to  post 
information  on  alcohol  toxicity. 

By  official  action,  the  House  adopted 
Resolution  56-85. 

RESOLUTION  60-85  — MANDATORY 
USE  OF  HELMETS  FOR  MOTORCYCLE 
DRIVERS  AND  PASSENGERS 

The  Committee  recommends  that 
resolution  60-85  be  rejected.  Resolution 
46-84  embodies  the  same  principle  — and 
represents  current  OSMA  policy. 

By  official  action,  the  House  voted  to 
reaffirm  Resolution  46-84  in  lieu  of  acting 
on  Resolution  60-85. 

RESOLUTION  43-85  — RESERVE  AND 

NATIONAL  GUARD  PHYSICIAN 
RECOGNITION 

The  Committee  placed  Resolution  43-85 
on  the  Consent  Calendar  and  recommended 
its  adoption.  The  resolution  reads  as 
follows: 

RESOLVED,  That  the  OSMA  develop 
suitable  recognition  of  members  in  Reserve 
and  National  Guard  Physician  positions  by 
some  method;  such  as  certificates,  plaques, 
and  listing  in  the  State  Association  Journal. 

By  consent,  the  House  adopted 
Resolution  43-85. 

RESOLUTION  52-85  — EMERGENCY 

TRAINING  FOR  SAFETY  FORCES 

The  Committee  placed  Resolution  52-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  OSMA  urge  each 
county  medical  society  in  Ohio  to  ascertain 
whether  its  city  and  county  safety  forces, 
including  fire,  police,  sheriffs,  etc.,  are 
adequately  equipped  and  trained  to  handle 
accidents  and  medical  emergencies, 
including  administration  of  CPR,  until 
appropriate  physician  and/or  hospital  care 
can  be  obtained;  and,  be  it  further 

RESOLVED,  That,  if  the  equipment  or 
training  is  inadequate,  that  OSMA  urge 
members  of  the  county  medical  society  to 
help  their  city  and  county  governments 
correct  the  situation. 

By  consent,  the  House  adopted 
Resolution  52-85. 

RESOLUTION  62-85  — ABCs  OF 
SAFE  DRIVING 

The  Committee  placed  Resolution  62-85 
on  the  Consent  Calendar  and  recommended 
its  adoption. 

RESOLVED,  That  in  order  to  help  the 


public  remember  these  essentials  of  safe 
driving,  the  Ohio  State  Medical  Association 
promote  the  acronym  “ABCs  of  Safe 
Driving,”  which  reads  as  follows: 

Alcohol  and  driving  don’t  mix.  Don’t 
take  mind-altering  drugs  and  drive. 

Buckle  up  your  safety  belt  and  other 
passengers’  safety  belts  in  your  car.  Small 
children  under  4 years  of  age  and  less  than 
40  pounds  must  be  in  children  car  seats. 

Concentrate  on  your  driving  and  observe 
traffic  signs  and  traffic  conditions  around 
you. 

By  consent,  the  House  voted  to  adopt 
Resolution  62-85. 

RESOLUTION  50-85  — 63-85  — NEED 
FOR  A FULLTIME  MEDICAL 
DIRECTOR  OF  THE  OSMA  PHYSICIAN 

EFFECTIVENESS  PROGRAM  (PEP) 

The  Committee  placed  Resolutions  50-85 
and  63-85  on  the  Consent  Calendar  and 
recommended  their  adoption. 

RESOLVED,  That  the  Ohio  State 
Medical  Association  support  the  concept  of 
a fulltime  medical  director  for  the 
Physician  Effectiveness  Program;  and,  be  it 
further 

RESOLVED,  That  the  Committee  on 
Impaired  Physicians  gather  all  possible  data 
on  the  concept,  and  prepare  a formal 
proposal,  including  fiscal  sources,  to  be 
presented  to  OSMA  Council  before 
January  1,  1986. 

By  consent,  the  House  adopted 
Resolutions  50-85  and  63-85. 

PRESIDENT’S  ADDRESS 

President  Payne  emphasized  that 
medicine  is  in  the  midst  of  a “revolution” 
that  will  continue  to  affect  every  aspect  of 
medical  care.  The  “revolution”  concerns 
methods  of  health  care  delivery  and  health 
care  costs. 

Physicians  are  being  pressured  by 
government  in  order  to  meet  limitations  of 
payments  for  their  services.  Simultaneously, 
some  of  the  delivery  systems  and  financing 
schemes  are  limiting  patient  choice. 

President  Payne  stressed  that  none  of  the 
“revolutionary  changes”  seem  to  have  a 
primary  goal  of  making  the  patient  better. 
Quality  of  care  is  at  risk  of  being 
forgotten.  In  reviewing  his  year  in  office, 
he  said  that  in  every  conflict  and  every 
decision  were  the  issues  of  quality  of  care 
versus  cost  efficiency. 

For  example,  he  cited  the  introduction  of 
House  Bill  315  which  would  expand  the 
responsibility  of  nurses  beyond  the  scope  of 
their  training.  This  bill  is  representative  of 
many  seen  in  the  Ohio  General  Assembly 
year  after  year. 

Another  crisis  is  the  ever-increasing  cost 
of  purchasing  professional  liability 
insurance  — thus  driving  many  excellent 
physicians  out  of  high-risk  specialty 


practice.  Within  the  professional  liability 
insurance  arena,  Dr.  Payne  called  for: 

• Restructuring  of  our  legal  system  to 
insure  that  claims  are  resolved  efficiently, 
and  that  fair  and  adequate  compensation  is 
available  to  those  who  are  victims  of  true 
medical  negligence. 

• Protection  from  suits  which  lack  merit. 

President  Payne  told  the  House  members 

that  OSMA  must  be  vigilant  to  recognize 
our  role  to  protect  the  public  — while  at 
the  same  time  offering  assistance  to  our 
impaired  colleagues.  He  noted  that 
balancing  these  responsibilities  is  a difficult 
task,  but  is  the  mandatory  responsibility  of 
physicians. 

Looking  to  the  future,  he  emphasized 
that  we  must  educate  the  public  about 
changes  in  the  health  care  delivery  system. 
He  reviewed  the  charge  of  Substitute 
Resolution  29-84  to  “establish  as  a top 
priority  a public  education  effort  organized 
by  the  OSMA  Department  of 
Communications  to  provide  information 
regarding  the  effect  of  social,  economic 
and  scientific  changes  in  the  medical  care 
system.” 

He  encouraged  those  present  to  attend 
the  unveiling  of  the  OSMA  public 
education  effort  on  May  18  — citing  the 
outstanding  work  over  the  past  year  by  the 
OSMA  Committee  on  Communications  and 
the  OSMA  Communications  Department. 
The  campaign  will  feature  television,  radio 
and  newspaper  advertisements  designed  to 
educate  the  public  about  the  impact  of 
health  care  delivery  changes. 

President  Payne  cited,  also,  the 
American  Medical  Association’s  similar 
effort  which  was  triggered  by  an  OSMA 
resolution  in  December,  1984. 

He  expressed  confidence  that  a top 
priority,  cooperative  effort  among  the 
strong  membership  — with  support  from 
the  strong  OSMA  staff  — will  make  the 
task  much  easier  of  preserving  the  effective 
delivery  of  high  quality  health  care  during 
the  “revolution.” 

President  Payne  concluded  his  remarks 
with  a tribute  to  Executive  Director  Hart 
F.  Page,  who  retires  this  year  after  40  years 
of  dedicated  service. 

“Under  Hart’s  direction,  OSMA  has 
blossomed  and  become  the  premiere  state 
medical  association.  His  leadership  has 
inspired  and  encouraged  physicians  and 
staff  alike  to  attempt  the  impossible,  to 
challenge  the  odds,  and  to  win.” 

The  House  accepted  the  report  by 
acclamation  and  it  was  filed. 

THE  REPORT  OF  RESOLUTIONS 
COMMITTEE  NO.  3,  AS  A WHOLE,  AS 
AMENDED,  WAS  APPROVED  BY  THE 
HOUSE. 

PRESENTATION  OF  OHIO  HOUSE 
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Minutes  of  the  Final  Session 

continued 


AND  SENATE  RESOLUTIONS 

Mr.  D.  Brent  Mulgrew  asked  permission 
to  address  the  House  and  presented  to  Mr. 
Page  a resolution  from  the  Ohio  Senate 
and  one  from  the  Ohio  House  of 
Representatives  commending  Mr.  Page  on 
his  dedicated  service  and  observing  his 
retirement. 

INAUGURAL  CEREMONY 

Dr.  William  J.  Marshall  escorted  Mrs. 
Abromowitz  and  their  two  children  to  the 
rostrum. 

Dr.  Pfahl  administered  the  Presidential 
Oath  of  Office  to  Dr.  Abromowitz.  Dr. 
Abromowitz  introduced  the  members  of  his 
family  to  the  House.  He  also  introduced 
other  relatives  and  close  friends  and 
associates  seated  in  the  audience. 

Dr.  Payne  then  presented  to  Dr. 
Abromowitz  the  official  gavel  and  the 
President’s  Medallion. 

The  Abromowitz  family  was  given  a 
standing  ovation. 


Dr.  Thomas  P.  Price,  Jr.,  escorted  Mrs. 
Payne  to  the  rostrum. 

Dr.  Abromowitz  presented  to  Dr.  Payne, 
the  past  president’s  pin,  the  president’s 
plaque,  a replica  of  the  president’s 
medallion  to  Mrs.  Payne  and  a replica  of 
the  president’s  medallion  to  Dr.  Payne. 

The  House  gave  Dr.  and  Mrs.  Payne  a 
standing  ovation. 

Two  medical  school  friends  of  Dr. 
Abromowitz  — Dr.  John  Albrecht  and  Dr. 
Stanley  Garber  presented  a “mini-musical” 
honoring  his  inauguration. 

Dr.  Payne  addressed  the  House  regarding 
his  year  as  President  and  expressed  his 
thanks  to  the  “best  staff  in  the  world.” 

The  House  gave  the  OSMA  staff  a 
standing  ovation. 

Dr.  Abromowitz  then  addressed  the 
House  as  the  new  OSMA  President. 

Before  adjourning,  Dr.  Pfahl  asked  for 
the  privilege  of  addressing  the  House  to 
thank  the  House  of  Delegates  and  the 
Council,  his  special  friend  Hart  Page,  and 


the  staff  for  their  support  over  the  past 
nine  years. 

Dr.  Abromowitz  then  thanked  the  new 
Parliamentarian,  Dr.  Jack  Lewis,  for  his 
excellent  work  during  the  business  sessions 
of  the  House. 

There  being  no  further  business,  the 
House  of  Delegates  adjourned,  sine  die. 
ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 
Carol  C.  Maddy,  Assistant 
Secretary 

House  of  Delegates 


IMMKE  CIRCLE  LEASING  INC. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Ve  lease  all  foreign  and  domestic  makes 
md  models  including  Mercedes,  Jaguar, 
’orsche,  Rolls  Royce 


Vie  do  that  too,  but, 
ti  addition,  we 
vant  to  lease  you 
,ny  professional  equipment. 


4any  people 
hink  of 
easing 
isjust 

uto  mobiles. 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 


Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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Council  Proceedings 


May  17,  1985 

A regular  meeting  of  the  Council  of  the 
Ohio  State  Medical  Association  was  held 
on  Friday,  May  17,  1985,  at  the  Hyatt 
Regency  Hotel  at  the  Ohio  Center, 
Columbus. 

Those  present  were: 

A.  Burton  Payne,  M.D.,  Ironton 
Herman  I.  Abromowitz,  M.D.,  Dayton 
S.  Baird  Pfahl,  Jr.,  M.D.,  Sandusky 
David  A.  Barr,  M.D.,  Lima 
John  E.  Albers,  M.D.,  Cincinnati 
William  J.  Marshall,  M.D.,  Dayton 
Thomas  R.  Leech,  M.D.,  Lima 
Benjamin  H.  Reed,  M.D.,  Wauseon 
Donavin  A.  Baumgartner,  Jr.,  M.D., 
Cleveland 

J.  James  Anderson,  M.D.,  Youngstown 
Nermin  D.  Lavapies,  M.D., 

Martins  Ferry 

Carl  E.  Spragg,  M.D.,  New  Concord 
Thomas  P.  Price,  Jr.,  M.D.,  Gallipolis 
D.  James  Hickson,  M.D.,  Mt.  Gilead 
D.  Ross  Irons,  M.D.,  Bellevue 
Joseph  L.  Kloss,  M.D.,  Akron 
J.R.  Sarpa,  President,  Medical  Student 
Section,  Toledo 

Oscar  W.  Clarke,  M.D.,  Chairman, 

AMA  Delegation,  Gallipolis 
James  E.  Pohlman,  Esq.,  Porter, 

Wright,  Morris  & Arthur,  Columbus 
David  W.  Pennington,  President,  PACO, 
Worthington 

Robert  E.  Holcomb,  Executive  Vice 
President,  PACO,  Worthington 
Those  present  from  the  OSMA  staff 
were: 

Hart  F.  Page,  CAE 
Herbert  E.  Gillen 
D.  Brent  Mulgrew,  Esq. 

Jerry  J.  Campbell 
Robert  D.  Clinger 
Katherine  E.  Wisse 
Gail  E.  Dodson 
Carol  W.  Mullinax 
Catherine  M.  Costello,  Esq. 

William  E.  Fry 
Carolyn  H.  Towner 
Kent  Studebaker 
Doug  Graff 
Vickey  L.  McVay 
Carol  C.  Maddy 

Dr.  Payne  called  the  meeting  to  order 
and  announced  a number  of  operational 
procedures. 

Councilors  volunteered  for  assignments 
on  Resolutions  Committees. 

Mrs.  Costello  presented  the  legislative 
report. 

Newly  introduced  legislation  in  the  field 
of  psychologist  and  of  chiropractic  practice 
was  reviewed.  The  Council  reaffirmed 
opposition  to  both  measures. 

Mrs.  Costello  reported  on  the  first 
subcommittee  hearing  on  Sub.  H.B.  315, 
Revisions  of  the  Nurse  Practice  Act. 

The  first  Medical  Board  Oversight 


Committee  hearing  was  also  discussed,  and 
Medical  Board  and  board  staff  changes 
were  reviewed. 

Two  vacancies  on  the  Board  were 
announced,  due  to  the  expiration  of  the 
term  of  Dr.  Joseph  Yut  and  the  resignation 
of  Dr.  Deirdre  O’Connor. 

The  Council  voted  to  support  the 
candidacy  of  Dr.  Richard  Ruppert  for  the 
O’Connor  vacancy. 

Auditing  and  Appropriations  Committee 

Dr.  Spragg  presented  the  minutes  of  the 
May  16,  1985  meeting  of  the  Auditing  and 
Appropriations  Committee  and  reviewed 
the  1984  financials. 

The  report  was  filed. 

PACO 

Dr.  Ross  Irons  presented  the  report  of 
Physicians  Administrative  Corporation  of 
Ohio. 

He  announced  negotiations  with 
Kentucky,  which  will  result  in  PACO 


ownership  of  80%  of  the  Kentucky  Medical 
Association  business  services  company. 

Physicians  Outreach  Program 

Mrs.  Wisse  discussed  the  “Physicians 
Outreach  Program”  for  membership 
recruitment.  Lists  of  non-members  were 
distributed  to  the  councilors. 

Health  Policy  Agenda 

Dr.  Pfahl,  chairman  of  the  Health  Policy 
Agenda  monitoring  committee,  presented 
the  report  contemplated  for  presentation  to 
the  House  of  Delegates. 

The  report  was  filed. 

Dr.  Payne  thanked  the  Council  for  its 
fine  attitude  and  thanked  the  staff.  He  was 
saluted  by  a standing  ovation. 

Dr.  Abromowitz  made  concluding 
announcements  and  the  meeting  was 
adjourned. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 


Next  month  in: 

THE  Ohio  STATE 

Medical 

.journal 

Surgery 

What’s  new  in  surgery  will 
be  examined  in  next  month’s 
issue  of  The  Journal,  along 
with  the  breast  cancer  surgery 
controversy  and  a newly 
proposed  state  law  which 
could  impact  the  treatment  of 
breast  cancer  patients  in  Ohio. 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 


576 


The  Ohio  State  Medical  Journal 


An  Important 
Question  for 
Ohio  Physicians: 


DOES  YOUR 
COMPANY: 


WHEN  YOU  HAVE 
A PROFESSIONAL 
LI  ABLITY  CLAIM, 

HOW  DOES 
YOUR  INSURANCE 
COMPANY  RESPOND? 

I Use  the  most  highly-qualified,  eminent  defense 
counsel  available  in  your  area? 

■ Have  a physician’s  consent  clause  for  claims  set- 
tlements? 

■ Make  it  a practice  never  to  surcharge  you  next 
year  for  this  year’s  claims? 

■ Have  a proven  track  record  of  skilled  claims 
handling? 

■ Have  a claims  review  committee  consisting  of 
doctors? 

Find  out  why  more  and  more  physicians  are  switching  to  PICO. 

Call  or  write  for  more  information?  or  contact  your  local  PICO  agency. 


IF  YOU  CAN 
ANSWER  YES 
TO  THESE 
QUESTIONS, 
YOUR  COMPANY 
IS  PROBABLY 
PICO! 
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Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 

(614)  864-7100  or  toll  free  in  Ohio,  1-800-282-7515. 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1.  PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 

LOCAL  REPRESENTATIVES: 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 

Address 

City : Zip 

Telephone  ( ) . . iC 

Specialty 

SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371 1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 
Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  441 13 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  44116 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-8211 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


PIE  MUTUAL  INSURANCE  COMPANY  100  Erieview  Plaza 


Cleveland,  OH  44114 
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Ask  the  Ombudsman 


Q.  Aetna  Life  and  Casualty 
Company  has  informed  me  that  if 
I will  provide  a discount  of  my 
fees  to  them,  say  3%  to  4°7o,  they 
will  expedite  the  processing  of  my 
claims,  agreeing  to  pay  in  10  or  15 
days.  They  also  will  process 
payments  for  questionable  claims 
immediately  and  investigate 
afterwards,  with  the  understanding 
that  I will  reimburse  any 
overpayments.  My  response  to 
them  is  my  agreements  are 
between  my  patient  and  myself, 
and  whatever  Aetna  does  to  its 
clients  is  up  to  them,  including 
slow  claims  processing.  Does 
OSMA  have  a position  on  the 


ethics  of  a physician  discounting 
fees  for  these  various  schemes? 

MD  Cincinnati 

A.  Not  as  such!  The  OSMA, 
however,  is  supportive  of  your 
response  that  settlement  of  fees  is 
a matter  between  your  patient  and 
yourself,  and  the  OSMA  is  not  in 
favor  of  any  insurance  carrier 
attempting  to  force  physicians  to 
accept  fee  discounts  as  a trade  for 
special  claims  processing. 

The  AMA  Current  Opinions  of 
the  Judicial  Council  state  that 
physicians  may  “add  interest  or 
other  reasonable  charges  to 
delinquent  accounts,”  but  the 
“patient  must  be  notified  in 


advance  of  the  interest  by  such 
means  of  posting  of  a notice  in 
the  physician’s  waiting  room,  the 
distribution  of  leaflets  describing 
the  office  billing  practices  and 
appropriate  notation  on  the  billing 
statement.”  If  a carrier 
inordinately  delays  settlement  as  a 
method  to  force  a discount,  a 
physician  might  elect  to  impose  an 
interest  fee.  Physicians  should  not 
add  additional  patient  costs  to 
accounts  paid  in  a reasonable 
time,  and  should  make  exceptions 
in  hardship  cases. 


OVER 66.000 
FAMILY  PHYSICIANS 
READ  THIS 
JOURNAL 


Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbow:  Joint  resolution  by 
conservative  treatment. 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 


August  1985 
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Your  Financial  Check-up 


Psychological  and 
Financial  Decisions 
About  Bringing  in  a Partner 

Editor's  note:  This  article  begins  a semi-regular 
column  on  financial  planning,  which  will  be 
written  by  John  Sestina,  the  Executive  Vice 
President  of  SMB  Financial  Planning. 


Group  practice  seems  more 
inevitable  than  ever  before.  The 
pressures  of  skyrocketing 
equipment  and  operational 
expenses  and  the  rapid 
proliferation  of  PPOs  and  HMOs 
have  made  it  more  apparent  than 
ever  that  the  independent,  single 
practitioner  office  is  becoming  less 
and  less  feasible.  As  a result,  more 
doctors  will  be  bringing  in 
associates  and  partners  to  relieve 
the  economic  pressure  and  to 
share  in  the  time  commitment 
necessary  to  maintain  a practice. 
The  psychological  and  financial 
ramifications  of  bringing  in  a new 
colleague  are  usually  overlooked 
during  the  early  contemplation  of 
the  benefits  a new  professional 
would  bring  to  a practice.  More 
often  than  not,  they  become  areas 
of  concern  only  after  challenges 
arise.  As  with  any  meaningful 
relationship,  open  honest 
communication  and  the 
progression  of  periods  of 
development  need  to  be  observed. 
Professional  integrity,  respect,  and 
maturity  of  all  parties  concerned 


are  necessary  for  the  continuing 
success  of  any  professional 
association. 

The  Courtship 

As  basic  as  it  seems,  the  most 
important  consideration  regarding 
the  possible  association  has  to  do 
with  the  people  involved.  Basic 
questions  need  to  be  asked  and 
answered.  You  need  to  ask 
yourself  why  you  wish  to  be 
associated  with  this  professional. 
To  answer  this  question  requires 
you  evaluate  the  proposed  partner 
as  well  as  yourself.  You  need  to 
consider  what  this  person  brings  to 
the  relationship.  What  does  this 
person  have  to  contribute?  Are 
you  looking  for  them  to  support 
you  or  complement  you?  Perhaps 
you  hope  they  will  enable  you  to 
earn  more  income  because  of  the 
increased  hours  you  can  now 
provide  for  your  patients.  Perhaps 
the  additional  person  will  help 
reduce  the  overhead. 

For  you  to  better  evaluate  the 
above  questions  will  require  some 
period  of  time  of  loose 


professional  and  social  association 
where  the  two  of  you  can  get  to 
know  each  other.  The  length  of 
time  will  vary  depending  on  you 
as  well  as  the  individual  you  hope 
will  join  you  and  upon  how  open 
and  honest  you  are  with  each 
other.  During  this  time  you  will 
need  to  discover  this  person’s 
goals.  Perhaps,  this  person  would 
really  prefer  to  be  an  employee 
forever  without  sharing  the 
responsibility  of  the  business  side 
of  the  practice;  should  this  be  the 
case,  you  could  do  more  harm 
than  good  by  offering  a 
partnership  relationship. 

This  period  of  time  should  also 
bring  to  your  attention  the  fact 
that  another  person  involved  in 
your  business  will  cause  multiple 
changes.  Some  of  these  changes 
may  not  be  acceptable  to  you  or 
even  to  some  of  your  staff.  You 
will  have  to  evaluate  your 
willingness  to  change  or 
compromise  and  compare  the 
positive  and  negative  effects  on 
the  practice.  You  need  to  carefully 
and  honestly  examine  your  own 
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When  you  pay  good  money  for  insurance 
protection,  you  deserve  good  service  — especially 
on  claims.  And  no  one  pays  them  quicker  than 
we  do! 

But  that’s  just  one  of  the  ways  you  benefit 
from  our  health  care  coverage.  For  over  30 
years,  we’ve  provided  physicians  across  Ohio 
with  the  best  in  comprehensive  medical 
insurance.  So  we  understand  your  special 
needs  as  a physician. 

You  can  enjoy  our  valuable  protection 
at  low  group  rates  — for  yourself,  your 
family,  your  practice  and  your  employees. 
As  the  Official  Plan  Administrator  for  the 
Ohio  State  Medical  Association,  we  offer 
these  insurance  programs:  Major 
Medical,  Hospital  Indemnity,  and  Office 
Overhead  Expense  Coverage. 

For  more  information,  simply  call 
292-4499  in  Cleveland.  From  other 
Ohio  cities,  call  1-800-282-7502 
toll-free;  outside  Ohio,  call 
1 -800-848-8691.  Or  write  to 
this  address: 


DANIELS-HEAD  & ASSOCIATES 

24400  Chagrin  Boulevard/Cleveland,  Ohio  44122 
A subsidiary  of  Selman  & Company 


Psychological  and  Financial  Decisions 
About  Bringing  in  a Partner 

continued 


willingness  to  share  the  benefits 
and  direction  of  the  practice. 

The  Proposal 

Assuming  you  have  courted 
your  prospect  for  a reasonable 
amount  of  time  and  have  decided 
that  the  relationship  is  mutually 
beneficial,  you  are  ready  to  make 
the  proposal.  Recognize  that  most 
physicians  prematurely  offer  a 
share  too  soon.  For  some  reason, 
perhaps  because  you  are  trained  to 
care  for  others,  doctors  always 
seem  to  want  to  “give  away  the 
farm.”  A test  to  confirm  you  are 
not  offering  “too-much-too-soon” 
is  to  be  sensitive  to  your  spouse’s 
feelings  about  the  person  and  the 
arrangement.  Usually  a spouse  is 
not  as  familiar  as  you  are  with  the 
reasons  and  necessities  for  an 
association.  Explaining  and 
clarifying  and  justifying  it  to  your 
spouse  will  be  extremely  beneficial 
to  yourself.  Your  spouse  may  see 
the  new  relationship  taking  away 
from  your  income  or  adding  to 
your  administrative  or  financial 
burden.  Respect  your  spouse’s 
input  as  he  or  she  may  be  more 
objective  because  they  are  not  as 
close  to  the  situation. 

The  decision  having  been  made 
to  proceed,  a price  needs  to  be 
determined.  Quite  frankly,  no  one 
really  has  a handle  on  the  value  of 
a practice.  There  are  several 
textbook  formulas,  but  the  reality 
is  that  you  are  able  to  sell  it  for 
what  someone  is  willing  to  pay. 
Concrete  factors  in  your  valuation 
should  be  the  assets  you  already 
own  and  the  receivables  YOU  have 
created.  Counsel  with  your 
business  and  legal  advisors  should 
be  closely  interwoven  in  the 
negotiating  process.  They  will  aide 
in  removing  emotionalism  from 

582 


the  evaluation.  You  have  agreed 
on  a price,  but  how  should  it  be 
paid.  Once  again  your  choices  are 
rather  limited:  1.  Lump  sum, 

2.  Installments,  or  3.  Salary 
reduction.  Recognizing  there  are 
various  tax  ramifications  on  these 
methods  is  only  a part  of  the 
consideration.  Too  often,  the  tax 
tail  wags  the  economic  dog. 
Psychologically,  the  best  method  is 
the  lump  sum  method:  the 
installment  method  reminds  the 
new  associate  every  month  or  year 
how  much  he  or  she  is  paying  for 
this  business,  sooner  or  later,  it 
becomes  “TOO  MUCH.”  The 
salary  reduction  method  carries  the 
same  burden  with  an  additional 
negative;  the  new  associate  also 
decides  he  or  she  is  working  just 
as  hard  as  you  but  taking  home 
much  less.  In  fact,  in  the  mind  of 
the  purchaser,  he  or  she  is 
obviously  working  harder  than  you 
for  less  money.  If  this  person 
really  wants  to  own  a business  let 
him  buy  it! 

How  much  should  the  new 
person  own?  Usually,  everyone 
wants  to  be  “fair.”  In 
negotiation,  when  you  hear  the 
word  “fair,”  run  for  cover!  Is  it 
fair  to  be  equal  when  you  have 
spent  five,  ten  or  twenty  years 
building  your  practice?  Should  you 
have  more  say-so  than  the  new 
person?  Do  your  years  of 
experience  count?  Sometimes 
doctors  look  for  equal  ownership 
because  they  think  ownership 
designates  salary.  Salary  has 
nothing  to  do  with  ownership. 
Contractually,  you  can  arrange  for 
income  that  represents  work  effort 
without  an  ownership 
consideration.  Here,  again,  is 
where  highly  competent  experience 
advisors  can  be  invaluable.  They 
will  have  seen  many  such 


relationships  come  and  go  and 
should  have  excellent  input  into 
the  “prenuptial  agreement.” 
Remember  to  plan  for  the 
possibility  of  a divorce  before  the 
marriage.  Hopefully,  this 
preparation  will  eliminate 
confusion  and  turmoil  later.  For 
everyone’s  benefit,  it  is  better  to 
have  separate  advisors.  Do  not  put 
your  advisor  in  a conflict-of- 
interest  position  where  he  is  more 
interested  in  compromise  rather 
than  your  best  interest. 

When  Challenges  Begin  . . . 

In  financial  planning  we  have  a 
saying  which  goes,  “The  first  year 
you  bring  in  a partner,  he  loves 
you;  the  second  year,  he  questions 
you;  the  third  year  he  resents 
you.”  Just  as  in  some  marriages, 
differences  will  arise  in  some 
partnerships.  The  longer  the  new 
person  is  around,  the  more 
incompetent  you  become;  the 
contribution  you  are  making  in 
comparison  to  him  is  less  and  the 
more  unfairly  he  has  been  treated. 
Petty  items  such  as  office  size, 
type  of  automobile,  etc.  grow  into 
major  obstacles.  Responsibilities 
become  the  way  to  assert  control; 
if  one  can  sign  the  payroll  checks, 
then  one  has  authority.  Each 
partner  begins  to  watch  the  clock 
and  the  time  the  other  person  is 
“working.”  Each  counts  the  days 
of  the  other’s  vacation  times  and 
goes  over  his  expense  account  to 
be  certain  he  has  not  taken 
advantage  . . . And  so  it  goes. 
Often,  the  struggle  becomes  so 
great,  the  decision-making  process 
is  hampered.  At  this  point  a 
“marriage  counselor”  may  be  in 
order.  There  are  trained  advisors 
who  can  come  in  and  help  you 
learn  to  talk  to  your  partner. 
Hopefully,  all  parties  involved  will 
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feel  the  relationship  is  worth 
saving  and  will  be  willing  to  work 
at  it.  Unfortunately,  some  partners 
try  to  solve  these  problems  by 
bringing  in  more  partners,  hoping 
to  dilute  the  situation.  It  does  not 
work! 

Hopefully,  this  article  will 
stimulate  you  to  view  this 


proposed  relationship  with  the 
seriousness  it  deserves.  Use  these 
thoughts  to  evaluate  more  than 
just  the  financial  aspects  of  your 
proposed  or  present  relationship. 
Recognize  your  own  frustrations, 
if  they  exist,  and  express  them 
openly,  but  without  accusation. 
Use  your  own  professional  insight 


to  help  you  determine  the  relative 
worth  of  partnership  in  practice. 

OSMA 


John  E.  Sestina,  CFP,  is  the 
Executive  Vice  President  of  SMB 
Financial  Planning,  Inc.,  a 
member  of  the  PICO  Financial 
Services  Group. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


CkA 


HeRpecin- 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 

never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 


^Continuing  Medical  Education 


NEW  HORIZONS  IN  PULMO- 
NARY DISEASE:  September  4-5; 
Bunts  Auditorium,  Cleveland  Clinic; 
sponsor:  Cleveland  Clinic  Education- 
al Foundation;  12  credit  hours;  $175; 
contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106, 
phone:  Toll  free  in  Ohio 

1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 

TEENAGE  SUICIDE:  September 
6-7;  Bunts  Auditorium,  Cleveland 
Clinic,  sponsor:  Cleveland  Clinic 
Educational  Foundation;  12  credit 
hours;  $175;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  Toll  free  in 
Ohio  1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 

NEONATAL  NUTRITION  CON- 
FERENCE: September  8-11;  Somer- 
set Inn,  Shaker  Fits.;  sponsor:  Case 
Western  Reserve  School  of  Medicine; 
15  credit  hours;  $90;  contact:  Diane 
Anderson,  RN,  Rainbow  Babies  and 
Children’s  Hospital,  2074  Adelbert 
Road,  Cleveland  44106,  phone: 
216/844-3390. 

FIFTH  ANNUAL  WORKSHOP  IN 
FERTILITY  MICROSURGERY  — 
BASIC  COURSE:  September  9-11; 
Mt.  Sinai  Medical  Center,  1 Mt.  Sinai 
Ave.,  Cleveland;  sponsor:  Case 
Western  Reserve  School  of  Medicine; 
30  credit  hours;  $900,  $700  for  resi- 
dents & fellows;  contact:  Wulf  H. 
Utizn,  M.D.,  Ph.D.,  1 Mt.  Sinai 
Blvd.,  Cleveland  44106,  phone: 
216/421-4607. 

THE  CUTTING  EDGE:  THE 
PRACTICE  OF  MEDICINE  FOR 

1985:  September  11;  Bunts  Auditori- 
um, Cleveland  Clinic;  sponsor: 
Cleveland  Clinic  Educational  Foun- 
dation; 4 credit  hours;  $25;  contact: 


Center  for  CME,  Cleveland  Clinic 
Educational  Foundation,  9500  Euclid 
Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172; 
Outside  Ohio  1-800-762-8173. 

CRITICAL  ISSUES  & CONTRO- 
VERSIES IN  VASCULAR  SUR- 
GERY: September  11-14:  Hyatt  on 
Capitol  Square,  Columbus;  sponsor: 
Saint  Anthony  Medical  Center;  20.5 
credit  hours;  $450,  $200  for  residents 
and  other  allied  health  personnel; 
contact:  Shelly  Hershberger,  Saint 
Anthony  Medical  Center,  1492  E. 
Broad  Street,  Columbus  43205, 
phone:  614/251-3680. 

RECENT  ADVANCES  IN  THE 
DIAGNOSIS  AND  TREATMENT 
OF  HYPERLIPIDEMIA  AND  HY- 
PERLIPOPROTEINEMIA: Sep- 
tember 18;  Bunts  Auditorium,  Cleve- 
land Clinic;  sponsor:  Cleveland  Clin- 
ic Educational  Foundation;  6 credit 
hours;  fee:  $100;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  Toll  free  in 
Ohio  1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 

CARDIOLOGY  FOR  THE  PRAC- 
TICING PHYSICIAN:  September 
19-20;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Ed- 
ucational Foundation;  12  credit 
hours;  fee:  $175;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  Toll  free  in 
Ohio  1-800-762-8172;  Outside  Ohio 
1-800-762-8173. 

12th  ANNUAL  “PEDIATRICS 
FOR  THE  PRACTICING  PHYSI- 
CIAN”: September  20-21;  Sheraton 
Westgate,  Toledo;  sponsor:  Medical 
College  of  Ohio  Affiliated  Hospitals: 
11  credit  hours;  fee:  $160,  $75  for 
residents,  $60  for  nurses;  contact: 
George  Nankervis,  M.D.,  Ph.D., 


Medical  College  of  Ohio,  Dept,  of 
Pediatrics,  C.S.  #10008,  Toledo 
43699,  phone:  419/381-4485. 

LUNG  CANCER:  RECENT  DIAG- 
NOSTIC AND  THERAPEUTIC 
ADVANCES:  September  27-29;  Salt 
Fork  State  Park  Lodge,  Cambridge; 
sponsor:  Ohio  Thoracic  Society;  10.7 
credit  hours;  fee:  $60  members,  $80 
for  non-members;  contact:  Ohio 
Thoracic  Society,  Box  16677,  Colum- 
bus 43216,  phone:  614/279-1700. 

SUCCESS  IN  TUMOR  THERAPY: 

September  28;  Ireland  Conference 
Center,  University  Hospitals  of 
Cleveland;  sponsor:  Case  Western 
Reserve  University  School  of  Medi- 
cine; 6 credit  hours;  fee:  $75;  contact: 
Barbara  Guy,  Ph.D.,  2074  Adelbert 
Rd.,  Cleveland  44106,  phone:  216/ 
844-7856. 


ANOREXIA  NERVOSA  AND  BULIMIA 
ANOREXIA  NERVOSA  AND  BULIMIA 
ANOREXIA  NERVOSA  AND  BULIMIA 
ANOREXIA  NERVOSA  AND  BULIMIA 

The  Fourth  Annual  National  Conference  on 
Eating  Disorders  October  7 and  8,  1985, 
Hyatt  Regency,  Columbus,  Ohio 
Guest  Faculty: 

Catherine  Steiner-Adair,  Ed.D. 

Children’s  Hospital,  Boston 
Christopher  Fairburn,  M.D. 

University  of  Oxford,  United  Kingdom 
David  Garner,  Ph.D. 

University  of  Toronto 
Amy  Enright,  M.A. 

Center  for  the  Treatment  of  Eating  Dis- 
orders and  National  Anorexic  Aid  Society 
Randy  Sansone,  M.D. 

Sycamore  Hospital,  Dayton,  Ohio 
Craig  Johnson,  Ph.D. 

Northwestern  University 
James  E.  Mitchell,  M.D. 

University  of  Minnesota 
Ruth  Striegel-Moore,  Ph.D. 

Yale  University 
Walter  Kaye,  M.D. 

National  Institute  of  Mental  Health 

Registration  Fees: 

$170  before  September  15,  1985 
$190  thereafter 

Continuing  education  credits  are  requested. 

Contact: 

National  Anorexic  Aid  Society,  Center  for  the 
Treatment  of  Eating  Disorders 
550  South  Cleveland  Avenue,  Suite  F 
Westerville,  Ohio  43081  (614)  890-2833 
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Obituaries 


CHARLES  A.  ANDERSON,  MD, 

Warren;  Faculty  of  Medical  University 
of  Edinburgh,  Edinburgh,  Scotland, 
1937;  age  78;  died  May  10,  1985; 
member  OSMA  and  AMA. 

R.  KENNETH  BARTHOLOMEW, 

MD,  Dayton;  Rush  Medical  College, 
Chicago,  Illinois,  1935;  age  75;  died 
May  17,  1985;  member  OSMA  and 
AMA. 

ALWYN  E.  BENNETT,  MD, 

Cleveland;  University  of  Toronto 
Faculty  of  Medicine,  Toronto, 

Ontario,  1923;  age  84;  died  May  16, 
1985;  member  OSMA  and  AMA. 

A.  GERSON  CARMEL,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1923;  age  85; 
died  May  18,  1985;  member  OSMA 
and  AMA. 


ROBERT  J.  DUGAN,  MD,  Gates 
Mills;  Case  Western  Reserve 
University  School  of  Medicine,  1943; 
age  66;  died  April  30,  1985;  member 
OSMA  and  AMA. 

JAMES  C.  GOOD,  MD, 

Westerville;  Ohio  State  University 
College  of  Medicine,  1953;  age  59; 
died  June  2,  1985;  member  OSMA 
and  AMA. 

JOHN  F.  HOLTZMULLER,  MD, 

Rochester,  Minnesota;  Eclectic 
Medical  College,  Cincinnati,  1925;  age 
84;  died  June  1,  1985;  member  OSMA 
and  AMA. 

EDGAR  B.  JUNKERMANN,  MD, 

Blacklick;  Hahnemann  Medical 
College  and  Hospital,  Philadelphia, 
Pennsylvania,  1917;  age  93;  died  May 
31,  1985;  member  OSMA  and  AMA. 


CHESTER  T.  KASMERSKY,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1946;  age  65; 
died  June  10,  1985;  member  OSMA 
and  AMA. 

FRANK  E.  KUGLER,  JR.,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1938;  age  72; 
died  April  11,  1985;  member  OSMA 
and  AMA. 

DEBORAH  LANDAU,  Shaker 
Heights;  Case  Western  Reserve 
University  School  of  Medicine, 
student;  age  22;  died  June  1,  1985; 
member  OSMA  and  AMA. 

LLOYD  E.  LARRICK,  MD,  Delray 
Beach,  Florida;  University  of 
Cincinnati  College  of  Medicine,  1935; 
age  75;  died  May  7,  1985;  member 
OSMA  and  AMA. 

JACK  C.  LUNDERMAN,  MD, 

Dayton;  Vanderbilt  University  School 
of  Medicine,  Nashville,  Tennessee, 
1935;  age  73;  died  June  7,  1985; 
member  OSMA  and  AMA. 

SARAH  MARCUS,  MD,  Chicago, 
Illinois;  University  of  Michigan 
Medical  School,  Ann  Arbor, 

Michigan,  1920;  age  90;  died  May  11, 
1985;  member  OSMA  and  AMA. 

ALLISON  J.  O’BRIEN,  MD, 

Cleveland;  St.  Louis  University  School 
of  Medicine,  St.  Louis,  Missouri, 

1937;  age  73;  died  May  24,  1985; 
member  OSMA  and  AMA. 

PAUL  PASTUCHIW,  MD,  Lorain; 
Uniwersytet  Jana  Kazinierza  Wydzial 
Lekarski,  Lwow,  Poland,  1941;  age 
67;  died  May  17,  1985;  member 
OSMA  and  AMA. 

PAUL  PIPIK,  MD,  Cleveland; 
University  of  Illinois  College  of 
Medicine,  Chicago,  Illinois,  1947;  age 
56;  died  May  3,  1985;  member  OSMA 
and  AMA. 

HAROLD  SCHWARTZ,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine,  1939; 

continued  on  page  588 
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Launching  the  public 
education  campaign 

continued 

Erie  County,  which  also  started 
the  campaign  in  July,  committed 
$10,000  to  the  project,  in  order  to 
use  all  three  mediums  — radio, 
newspaper  and  television  — along 
with  some  billboard  advertising. 

Montgomery  County  plans  to 
spend  some  $20,000  on  its 
campaign  over  a three-month 
period,  utilizing  radio  and 
television  advertisements,  as  well 
as  billboards. 

And  Sandusky,  which  instituted 
a voluntary  assessment  of  its 
members  at  the  end  of  June, 
hopes  to  launch  its  campaign  in 
the  very  near  future,  using  radio, 
newspaper  and  possibly  billboard 
advertising. 

Meanwhile,  Stark  County 
society  members  remain  “very 
enthusiastic”  about  the  program, 
says  Adams.  Local  physicians 
continue  to  distribute  the 
“Changes  in  Health  Care” 
booklets  to  their  patients  and  the 
society  hopes  to  initiate  a second 
ad  campaigning  sometime  this  fall. 

“We  hope  to  continue  this  as  an 
ongoing  project,”  Adams  says, 
“because  we  know  there  is  a real 
need  for  it.  And  it’s  not  just  the 
blue  collar  workers  that  don’t 
understand  the  changes  — it’s  the 
white  collar  workers  too  — 
everyone  is  confused.” 

How  well  is  the  program 
working  in  Stark  County  so  far? 

“Patients  are  starting  to  talk  to 
their  doctors  about  these  issues,” 
Adams  says.  “We  feel  it’s  been 
very  successful.”  — Susan  Porter 
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CAVITARY  PULMONARY  NODULES  IN  METASTATIC 
TRANSITIONAL  CELL  CARCINOMA 

Bahu  S.  Shaikh,  MD 
George  Weiner,  MD 
David  Atwell,  MD 


Transitional  cell  carcinoma  of  the  genitourinary 
tract  with  metastatic  spread  to  the  lungs  is  not  un- 
common. This  report  describes  an  unusual  radio- 
graphic  appearance  of  the  pulmonary  metastatic 
disease,  pulmonary  cavitation. 


Transitional  cell  carcinoma  of  the  genito-urinary  tract  with 
metastatic  spread  to  the  lungs  is  not  uncommon.  Often,  measur- 
able pulmonary  disease  is  used  as  an  indicator  of  response  to 
treatment.  Recent  reports  have  shown  that  cisplatin  based  com- 
bination chemotherapy  is  effective  in  the  treatment  of  this 
disease.7  This  report  describes  some  unusual  radiographic 
changes  in  the  appearance  of  pulmonary  metastatic  disease. 

Case  Report 

The  patient  was  a 58-year-old  white  male  who  was  well  until 
August,  1981,  when  he  noticed  the  onset  of  left  flank  pain  and 
gross  painless  hematuria.  The  patient  had  a history  of  a right 
renal  calculus,  as  well  as  type  II  diabetes  mellitus  and  coronary 
artery  disease.  He  gave  a 60  pack-year  history  of  smoking  ciga- 
rettes. A 17  lb  weight  loss  was  noted  over  the  six  months  period 
prior  to  admission.  The  physical  examination,  complete  blood 
count,  and  chemistry  profile  were  normal.  The  urine  was  grossly 
bloody  with  many  red  cells  seen  on  microscopic  examination. 
Further  evaluation  led  to  a computerized  axial  tomography  of 
the  abdomen  which  revealed  the  upper  half  of  the  left  kidney 
to  be  replaced  by  a tumor. 

A left  radical  nephrectomy  was  performed  and  a 6 cm  tumor 
invading  the  renal  capsule  and  perinephric  fat  was  resected.  His- 
tologically, the  tumor  was  a grade  III  transitional  cell  carcinoma. 
The  lymph  nodes  were  not  involved.  Evaluation,  including  chest 
tomograms  and  a bone  scan,  revealed  no  evidence  of  metastatic 
disease. 

Two  months  later,  the  patient  noticed  the  sudden  onset  of 


From  the  Department  of  Medicine , Medical  College  of 
Ohio,  Toledo 

Submitted  November  16,  1984 


hemoptysis.  A repeat  plain  chest  film  and  tomograms  at  this 
time  revealed  multiple  bilateral  solid  nodules  consistent  with 
metastatic  disease.  Bronchoscopy  was  negative  for  tumor.  Stains 
and  cultures  were  negative  for  mycobacteria  and  fungi. 

The  patient  was  started  on  a regimen  of  cyclophosphamide 
(CTX)  1000  mg/m2  i.v.  and  cisplatinum  (DDP)  60  mg/m2  i.v. 
every  three  weeks.  Other  than  alopecia  and  moderate  nausea 
and  vomiting,  the  patient  tolerated  the  chemotherapy  well  and 
his  blood  counts  remained  stable  during  treatment. 

One  month  after  receiving  the  initial  chemotherapy,  cavita- 
tion was  noted  in  some  nodules.  Over  the  subsequent  nine 
months,  both  the  number  and  size  of  the  nodules  increased  with 
more  nodules  appearing  cavitated.  They  were  predominantly 
bibasilar  in  location,  spherical,  and  well-circumscribed.  The  size 
of  these  lesions  became  as  large  as  3.0  cm.  The  walls  of  the 
nodules  were  thin  (l-4mm),  smooth,  and  of  uniform  thickness 
(Figure  1).  Non-in vasive  evaluation  at  this  time  included  fungal 
serologies,  sputum  for  acid  fast  bacilli  and  fungi,  and  cytology. 
These  were  all  negative. 

During  this  period,  the  patient  experienced  increasing  short- 
ness of  breath  and  generalized  weakness.  Because  of  concern 
about  missing  a possible  opportunistic  pulmonary  infection  in 
this  immuno-compromised  host,  the  patient  underwent  an  open 
lung  biopsy.  The  nodules  were  noted  to  be  firm  with  soft, 
necrotic  central  areas.  Microscopic  examination  revealed  grade 
III  metastatic  transitional  cell  carcinoma.  No  infectious  agent 
was  found.  Cultures  were  negative  for  bacteria,  fungi  and  acid 
fast  bacilli. 

Because  of  the  apparent  failure  of  DDP  and  CTX  regimen 
to  control  further  progression  of  the  disease,  the  patient  was 
offered  alternate  drug  chemotherapy  on  an  investigative  proto- 
col of  the  Eastern  Cooperative  Oncology  Group.  This  involved 
single  agent  vinblastine  6 mg/m2  I.V.  weekly.  Some  objective 
regression  of  the  pulmonary  nodules  was  noted  following  the 
start  of  this  therapy. 

Discussion 

Cavitation  of  pulmonary  metastases  is  uncommon,  occurring 
only  in  approximately  4%  of  pulmonary  metastases. 1 The  most 
common  cavitating  cell  type  reported  has  been  squamous  cell 
carcinoma,  which  usually  originates  from  the  head  and  neck 
in  men  and  from  the  genitalia  in  women.2  The  authors  were 
unable  to  find  previous  reports  of  transitional  cell  carcinoma 
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of  the  renal  pelvis  resulting  in  cavitary  pulmonary  nodules.  The 
mechanism  whereby  cavitation  develops  is  not  known,3’4  but 
tumor  necrosis,  accentuated  by  chemotherapy,  may  play  a role.5 

Figure  1 

Chest  x-ray  showing  bilateral  cavitated  pulmonary  nodules. 

The  differential  diagnosis  of  cavitating  pulmonary  nodules 
is  large.6  In  a patient  with  a known  malignancy  on  chemotherapy 
who  develops  multiple  cavitated  pulmonary  nodules,  an  oppor- 
tunistic infection  is  usually  the  primary  concern.  Since  cavitary 
pulmonary  nodules  can  also  be  seen  in  patients  with  metastatic 
transitional  carcinoma  in  the  absence  of  infection,  the  recogni- 
tion of  such  a pattern  of  cavitation  may  assist  the  clinicians  in 
the  diagnostic  work-up  of  such  patients. 
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SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE . The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose- related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10,  20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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Obituaries,  continued 

age  72;  died  June  1,  1985;  member 
OSMA  and  AMA. 

VICTOR  A.  SIMIELE,  MD, 

Lancaster;  Medical  College  of 
Virginia,  Health  Sciences  Division  of 
Virginia,  Commonwealth  University, 
Richmond,  Virginia,  1933;  age  75; 
died  June  5,  1985;  member  OSMA 
and  AMA. 

ARTHUR  J.  TRONSTEIN,  MD, 

Newark;  Ohio  State  University  College 
of  Medicine,  1935;  age  78;  died  May 
2,  1985;  member  OSMA  and  AMA. 
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WILLIAM  A.  WHITE,  MD, 

Canton;  Harvard  Medical  College, 
Boston,  Massachusetts,  1940;  age  70; 
died  May  3,  1985;  member  OSMA  and 
AMA. 
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FRACTURE  OF  HETEROTOPIC  OSSIFICATION 
OF  THE  ABDOMINAL  WALL 
A CASE  REPORT 

Howard  S.  An,  MD 
John  M.  Howard,  MD 
Kitai  Kim,  MD 


Heterotopic  ossification  in  the  abdominal  scar 
is  a well-known  phenomenon.  The  number  of  pub- 
lished cases  is  small,  but  the  incidence  is  probably 
much  higher  than  reported.  An  unusual  example  is 
described  of  a patient  who  fractured  a heterotopic 
ossification  in  the  midline  abdominal  scar,  resulting 
in  acute  abdominal  pain. 


Heterotopic  ossification  in  laparotomy  scars  is  a recognized 
phenomenon,  well-documented  in  the  literature.  Although  the 
number  of  published  cases  is  small,  the  incidence  is  probably 
much  higher  because  ectopic  ossification  is  often  asymptomatic. 

Several  heterotopic  ossifications  in  abdominal  incisions  have 
recently  been  observed  by  the  authors,  but  an  unusual  case  of 
a large  heterotopic  ossification  with  fracture  is  reported.  Such 
a fracture  has  not,  to  our  knowledge,  been  previously  described. 

Case  Report 

A 22-year-old  white  male  had  been  admitted  to  another  hos- 
pital 18  months  earlier,  having  being  shot  at  multiple  sites  with 
a 25-caliber  pistol.  He  had  suffered  minor  bullet  wounds  of  the 
right  and  left  side  of  the  chest  and  left  shoulder  region,  and 
had  undergone  splenectomy  for  a wound  of  the  spleen. 

A second  laparotomy,  10  days  later,  permitted  release  of 
a small  bowel  obstruction  secondary  to  adhesions.  Several  weeks 
later,  he  developed  a transient  bilateral  ureteral  obstruction  with 
left  renal  caliceal  dilatation,  and  a huge  intraabdominal 
“urinoma”  for  which  he  had  been  hospitalized  at  the  Medical 
College  of  Ohio  Hospital. 

The  “urinoma”  (7000  ml)  was  drained  percutaneously.  The 
midline  abdominal  scar  had  gradually  become  firm  and  painful, 
restricting  his  forward  flexion.  This  had  been  first  noted  two 
months  following  the  initial  trauma.  Two  weeks  prior  to  his 
second  admission  to  this  hospital,  and  almost  18  months  after 
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injury,  the  patient  perceived  the  sound  of  a “crack”  in  the  mid- 
line abdominal  scar.  This  was  followed  by  acute  pain. 

Physical  examination  revealed  the  midline  scar  to  extend 
from  the  xiphoid  to  below  the  umbilicus.  The  entire  scar  was 
bony  hard.  A fracture  was  palpable  in  the  mid-portion  of  the 
bony  mass.  The  patient’s  biochemical  profile  was  normal,  in- 
cluding serum  alkaline  phosphatase  and  calcium  levels. 

The  plain  x-rays  revealed  ossification  along  the  anterior 
length  of  the  scar.  Excision  of  the  scar  was  performed.  The 
entire  length  of  the  scar  was  ossified;  a transverse  fracture  being 
observed  near  its  midportion  (Figure  1).  The  excised  bone  was 
covered  by  dense  fibrous  tissue,  and  measured  23  x 3.5  x 2.0 
cm  (Figure  2).  Multiple  histologic  sections  confirmed  a meta- 
plastic bone  fragment  composed  of  cancellous  bone  surrounded 
by  immature  cartilage  (Figure  3). 

Postoperative  recovery  was  uneventful.  The  patient  was 
given  a diphosphonate  compound  (Didronel)  for  three  months’ 
duration.  No  recurrence  has  been  observed  by  physical  examina- 
tion or  bone  scan  10  months  postoperatively.  The  patient  re- 
mains asymptomatic. 

Comments 

Heterotopic  ossification  in  laparotomy  scars  has  been  previ- 
ously reported.1'8  The  common  characteristic  is  that  the 
abdominal  incision  is  vertical  and  midline.  The  ossification  may 
occur  after  a lapse  as  short  as  a few  weeks  or  as  long  as  several 
years;  the  average  being  about  18  months. 

There  is  a striking  male  predominence;  the  male-to-female 
ratio  being  approximately  10:1.  The  exact  incidence  is  unknown, 
but  it  must  be  higher  than  reported,  as  70%  were  found  to  be 
asymptomatic  in  one  series.9  The  symptoms  are  usually  discom- 
fort, restricted  forward  bending  and  tenderness. 

The  diagnosis  of  heterotopic  ossification  can  be  easily  made 
by  palpation  of  the  hard  mass  in  the  midline  surgical  scar  and 
plain  roentgenograms  demonstrating  calcification  or  ossification 
along  the  scar.  A bone  scan  can  be  done  in  doubtful  cases,  but 
it  is  more  useful  in  determining  recurrences.  Recurrence  is  rare 
but  has  been  reported  following  excision.6 

An  important  differential  diagnosis  is  metastatic  cancer  to 
the  abdominal  wall.  The  treatment  is  resection  of  the  entire  bony 
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Figure  1 

Intraoperative  photograph  of  the  extensive  heterotopic  ossifica- 
tion in  the  midline  scar. 


Figure  3 

Osseous  metaplastic  change  (lower  part)  and  collagenous  tissue 
and  immature  cartilage  (upper  part).  (Hemtoxylin  and  eosin, 
x 40). 


Figure  2 

The  resected  elongated  metaplastic  bone  with  the  fracture  site, 
measuring  23  x 3.5  x 2.0  cm. 
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mass,  if  symptomatic.  Postoperative  low-dose  radiation  therapy 
has  been  suggested,  but  no  concensus  exists.6 

Our  patient  was  placed  on  a diphosphonate  compound 
(Didronel)  for  three  month’s  duration  in  an  effort  to  prevent 
recurrence.  This  diphosphonate  compound  is  currently  being 
used  to  prevent  heterotopic  ossification  after  selected  cases  of 
total  hip  arthroplasties,  spinal  cord  injuries  and  Paget’s 
disease.9’10 

The  authors  suggest  that  this  compound  might  be  evaluated 
for  use  preoperatively  and  postoperatively  in  selected  cases  of 
heterotopic  ossification  in  the  abdominal  wall,  when  the  bone 
mass  is  large,  symptomatic,  recurrent,  or  associated  with  ectopic 
ossification  elsewhere. 

The  etiology  and  pathogenesis  of  heterotopic  ossification 
in  the  abdominal  scar  is  unknown.  Recent  studies  suggest  that 
differentiation  of  mesenchymal  cells  into  osteoblasts  or  chon- 
droblasts  may  be  mediated  by  a specific  substance.11,12  Urist 
isolated  a glycoprotein,  designated  bone  morphogenic  protein, 
from  a lower  animal  which  was  shown  to  induce  mesenchymal 
cells  into  osteoblasts  in  vitro.13  It  is  possible  that  heterotopic 
ossification  is  a metaplastic  phenomenon  under  such  influences. 
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EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 
caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 

EMERGENCY  DEPARTMENT 
PHYSICIAN  — 
SOUTHERN  OHIO 

Full-time  and  part-time  emergency  de- 
partment positions  available  in  seven  dif- 
ferent southern  Ohio  hospitals.  Physi- 
cians enjoy  independent  contractor 
status,  paid  malpractice,  other  significant 
fringe  benefits.  Career  opportunity  with 
growth  potential.  Contact  Acute  Care 
America,  P.O.  Box  729,  Louisa,  KY 
41230;  (606)  638-4832. 


FAMILY  PRACTITIONER/BCBE  to 

join  medical  clinic  in  northeastern  Ohio 
community.  Attractive  salary,  fringe 
benefits.  Send  C.V.  to:  Niles  Medical 
Clinic,  423  Robbins  Avenue,  Niles,  OH 
44446  (216-399-7850). 

FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 

FAMILY  PRACTITIONER  OR  MED/ 
PEDS  to  join  a private,  community- 
oriented  family  practice  in  summer  1986 
located  in  small  city/semi-rural  area  of 
West  Virginia.  Send  inquiries  or  CV  to 
Joseph  Golden,  MD,  POB  1304,  Sophia, 
WV  25921  or  call  (304)  683-4304  (days) 
or  (304)  253-5409  (nights). 

FAMILY  PRACTITIONER  to  join  five 
physician  private  practice  group  (consist- 
ing of  3 internists  and  2 hematologist/ 
oncologists)  with  multi-hospital  affilia- 
tion in  Cleveland  Eastern  Suburbs.  Excel- 
lent salary  leading  to  partnership  for  the 
proper  physician.  Reply  to  Box  No.  67, 
c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  OH  43215. 

FOSTORIA,  OHIO  — Directorship  and 
full-time  emergency  department  position 
available  at  moderate  volume  facility 
within  one  hour  drive  to  Toledo.  Attrac- 
tive compensation  with  malpractice  insur- 
ance provided.  Please  submit  resume  to 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  or  call  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

GENERAL  SURGERY 

Our  medical  group  is  searching  for  a full- 
time board  certified  general  surgeon  (sub- 
specialty interest  or  training  preferred)  to 
assist  us  with  development  of  our  own 
surgical  section.  Excellent  patient  rapport 
and  communication  skills  are  necessary. 
We  are  a thirty-five  member,  multi-spe- 
cialty group  practice  serving  a prepaid 
and  fee-for-service  population.  We  offer 
a flexible  schedule,  a comprehensive  com- 


pensation package  and  a stimulating 
working  environment.  Please  respond 
with  a letter  and  C.V.  to  Search  Commit- 
tee, Group  Health  Associates,  Inc.,  2915 
Clifton  Avenue,  Cincinnati,  OH  45220. 

HOLISTIC  DOCTOR.  Compensation 
$25-$30  per  hour  plus  percentage.  Solo 
practice.  All  equipment,  personnel  fur- 
nished. No  start-up  fees.  Excellent  growth 
potential.  Send  CV  and  recent  photo  to: 
MLG  Health  Care  Corporation,  1100 
Wilmington  Ave.,  Dayton,  OH  45420. 

INTERNAL  MEDICINE/GENERAL 
PRACTICE  — Lucrative  solo  practice 
for  sale  located  in  Chillicothe,  Ohio.  Ex- 
cellent climate,  expanding  population 
growth,  excellent  employment,  more  than 
economically  stable  area,  many  indus- 
tries, numerous  entertainment  facilities. 
Selling  price  includes  practice,  patient 
good  will,  total  modern  equipment  in 
good  condition.  Physician  retiring.  Call 
collect  after  7:00  pm  any  week  day  — 
(614)  773-1516. 

OHIO  (Central  and  Northern  Area): 

Seeking  emergency  medicine  physicians 
for  full-time  and  locum  tenens  opportuni- 
ties in  attractive  moderate  volume  facili- 
ties. Directorships  also  available.  Com- 
petitive hourly  rates,  malpractice  insur- 
ance and  flexible  scheduling.  For  more  in- 
formation contact:  Emergency  Consult- 
ants, Inc.,  2240  South  Airport  Road, 
Room  26,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Ohio,  Southwestern:  Vacancy  in  stable, 
established  local  group,  staffing  three 
emergency  departments  each  with  20,000 
annual  visits.  Excellent  salary  plus  all 
available  fringes.  Minimum  two  years 
emergency  department  experience  re- 
quired; preparation  for  ABEM  preferred. 
Reply  with  C.V.  to:  Jeff  Cianchetti,  MD, 
Hamilton  Emergency  Physicians,  Inc., 
181  Heathwood  Lane,  Hamilton,  OH 
45013. 

PEDIATRICIAN,  FAMILY  PRAC- 
TICE, OB/GYN  PHYSICIANS  needed 
for  110-bed,  modern,  JCAH  accredited 
hospital.  College  town  of  21,000  with 
drawing  area  of  40,000  population.  Excel- 
lent schools,  churches,  stable,  diversified 
industries.  Within  minutes  of  metropoli- 
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tan  areas  on  Interstate  71.  For  further  in- 
formation, contact  William  C.  Kelley, 
Jr.,  934  Center  Street,  Ashland,  OH 
44805  or  call  (419)  289-0491. 


PEDIATRICIAN 

Group  Health  Associates,  Inc.,  a thirty- 
five  physician  multi-specialty  medical 
group  is  searching  for  a full-time  staff 
pediatrician  for  our  Clifton  office.  Board 
certification  with  private  practice  experi- 
ence is  preferred.  We  offer  an  excellent 
compensation  package,  flexibility  in  prac- 
tice style  and  the  stimulation  of  the  multi- 
specialty environment.  Please  forward 
C.V.  and  inquiry  to:  Search  Committee, 
GHA,  2915  Clifton  Avenue,  Cincinnati, 
Ohio  45220. 


PHYSICIAN 

Immediate  opening  for  the  position  of  a 
physician  (non-psychiatrist)  in  JCAH-ac- 
credited,  360-bed  state-operated  hospital. 
Licensed  to  practice  in  the  state  of  Ohio. 
Must  be  board  eligible  in  family  practice, 
internal  medicine  or  general  surgery. 
Competitive  salary  and  excellent  fringe 
benefits  and  can  earn  up  to  $75,000 
through  night  calls  and  weekend  cover- 
age. Responsible  for  non-psychiatric  care 
of  the  patients.  EEO  Employer;  M/F/H. 

Call  Hae  Wohn  Johng,  MD,  Medical 
Director,  or  W.J.  Roberts,  Director  of 
Personnel,  Massillon  State  Hospital,  P.O. 
Box  540,  Massillon,  OH  44648,  (216)  833- 
3135. 


SOUTHERN  CALIFORNIA 

Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for 
our  facilities  in  Los  Angeles  and  Orange 
Counties.  Located  in  close  proximity  to 
major  teaching  centers,  we  offer  the 
opportunity  for  continued  professional 
development  and  rewarding  clinical  prac- 
tice. Excellent  compensation  and  benefits 
including  paid  malpractice,  life,  disabil- 
ity, medical  and  dental  coverage,  paid 
vacations,  sick  leave,  educational  leave 
and  retirement  plan.  Please  send  C.V.  to: 
Director/Physician  Recruitment 
CIGNA  Healthplans  of  California 
700  N.  Brand  Blvd.,  Suite  500-40 
Glendale,  CA  91203 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity, 

call  412/741-3310. 

jjgj  CompHeallh 

Wilson  Ross,  Regional  Administrator 

CompHealth 

114  Centennial  Ave. 

Sewickley,  Pa.  15143 


Practice  for  sale 

PRACTICE  FOR  SALE:  Family  physi- 
cian retiring,  leaving  urgent  need  for  prac- 
titioner. Established  practice  available  im- 
mediately in  Leipsic,  Ohio.  Progressive 
town,  trading  area  20,000.  Seven  rooms, 
ground  floor,  air  conditioned,  fully 
equipped  including  X-ray.  Within  30 
minutes  of  three  hospitals,  10  minutes  of 
ambulatory  center.  One  other  physician 
who  co-operates  for  time  off.  Average  net 
income  in  last  10  years  $50,000  working 
twice  weekly.  Interested  physicians  call 
(419)  943-3057  except  Tuesdays,  or  (419) 
222-5502  after  7 p.m. 


TREMAINE  COMMUNICATIONS: 

Health  care  marketing,  public  rela- 
tions, and  medical  editing.  624/451- 
2720. 


Real  Estate 


FOR  SALE  NORTHWEST  MICHIGAN 
CONDOMINIUMS:  “The  Bluffs  of 
Frankfort,”  a panoramic  view  from  150 
ft.  high  bluffs  of  Lake  Michigan,  gor- 
geous sunsets,  situated  in  a quiet  grove 
of  stately  hardwoods,  all  within  city  limits 
of  Frankfort  located  45  minutes  south- 
west of  Traverse  City.  Great  fishing,  ski- 
ing, excellent  golf  and  swimming  nearby. 
3 BR,  2 bath,  fireplace,  private  outdoor 
deck,  over  1600  sq.  ft.  plus  large  storage 
and  laundry,  drive  under  garage.  From 
$103,000.  Vaughan  Realty,  616-352-4771 
. . . in  Detroit  313-689-2512. 

VACATION  PROPERTY 

For  rent  near  Cumberland  Mountain 
State  Park,  Tennessee.  Luxury  apartment 
in  beautiful  new  waterfront  two-family 
home  on  lake  with  fishing  and  private 
beach.  Privileges  for  golf,  tennis,  swim- 
ming pool  nearby.  1-6  persons,  $350/wk. 
Use  of  sunfish  and  canoe  by  arrangement. 
OSMA  members  only.  Call  (513)  342- 
2251. 


Services 


HOLTER  MONITOR 
Quality  Scanning  for  reel  or  cassette 
type  recorders  by  qualified  technicians 
and  certified  cardiologists’  interpreta- 
tions scan  price  $35.00  with  UPS 
speedy  delivery.  Recorders  loaned, 
leased  or  purchase  new  dual  channel 
holter  recorders,  $1,295.00,  with  one 
year  warranty.  For  more  information 
call  advance  medical  and  research 
center  1-800-552-6753. 
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ORTHOPEDIC  PRACTICE  FOR  SALE 

Well  established  orthopedic  practice  in 
Southwestern  Ohio  with  own  large  office 
and  x-ray  equipment.  Owner  planning  to 
retire.  Flexible  financing.  Reply  to  Box 
No.  69,  c/o  Ohio  State  Medical  Journal, 
600  S.  High  Street,  Columbus,  OH  43215. 


MEDICAL  MANAGEMENT  SYSTEM 

We  offer  complete  computer  systems 
for  small  to  medium  size  clinics  for 
$4,413.80  or  lease  for  $224. 53/mo. 
Easy  to  learn  and  use.  Demonstrations 
available.  INTERCOMP  INC.  — 
Computer  Sales  & Services,  4311 
Colerain  Ave.,  Cincinnati,  OH  (513) 
542-4447. 


PHYSICIANS  INCREASE  YOUR 
FEES  and  update  your  practice  by 
using  the  proper  codes  for  third  party 
reimbursement  and  a “Super  Bill” 
designed  for  your  individual  practice 
needs.  We  offer  a wide  selection  of 
services  that  can  be  tailored  to  the 
needs  of  your  practice.  Give  our  man- 
agement consulting  experts  a call  to- 
day. NATIONAL  MEDICAL  CON- 
SULTING SERVICES,  1766  Gregg 
Road,  Akron,  Ohio  44306,  216-724- 
6165. 


Equipment 

FOR  SALE:  Electronic  Thermography 
Unit.  Inframetics  Models  520,  Color 
Monitor,  complete  with  all  accessories. 
Reply  to  Box  No.  68,  c/o  Ohio  State 
Medical  Journal,  600  South  High  Street, 
Columbus,  OH  43215. 


Next  month  . . . 
place  your  classified 
ad  here 


Colleagues  In  The  News 


NATHAN  BERGER,  MD,  Cleveland, 
has  been  elected  to  the  Association  of 
American  Physicians,  and  recognized  by 
the  organization  for  his  work  on  DNA  re- 
pair mechanisms  and  their  relationship  to 
the  cause  and  treatment  of  cancer. 


MATTHEW  R.  BISCOTTI,  MD, 
ROLAND  D.  CARLSON,  MD, 
FREDERICK  S.  CROSS,  MD,  and 
FRANKLYN  J.  SIMECEK,  MD,  all  of 
Cleveland,  have  each  been  awarded  the 
honor  of  “Distinguished  Service”  by  the 
Academy  of  Medicine  of  Cleveland.  The 
physicians  were  recognized  for  their  years 
of  service  to  the  profession,  and  their  spe- 
cialties and  service  to  the  Academy  and 
the  community. 


SUSANNE  BUTCHER,  MD,  Warren, 
has  been  named  as  a member  of  the  Medi- 
cal Education  Foundation  of  the  North- 
eastern Ohio  Universities  College  of 
Medicine. 


Edited  by  Deborah  Athy 


ARTHUR  DOBKIN,  MD  and  MEL- 
VIN E.  FARRIS,  MD,  both  of  Akron, 
have  been  named  recipients  of  the  Doug 
Dieken  Award  for  Courage.  Dr.  Dobkin 
was  cited  as  a pioneer  in  the  treatment  of 
alcohol  and  drug  abuse,  and  Dr.  Farris 
was  recognized  for  his  fight  against  racial, 
emotional  and  medical  injustices  during 
his  years  of  practice. 


JAMES  E.  FLEMING,  MD,  Cleve- 
land, has  been  appointed  chairman  of  the 
board  of  trustees  of  the  Northeastern 
Ohio  Universities  College  of  Medicine. 


JOSEPH  GHORY,  MD,  Cincinnati, 
has  received  the  Award  of  Excellence 
from  the  University  of  Cincinnati.  The 
award  recognizes  Dr.  Ghory’s  outstand- 
ing achievements  in  medicine. 


DAVID  J.  HICKSON,  MD,  Mt. 

Gilead,  has  been  elected  as  a member  at 
large  of  the  board  of  trustees  of  Peer  Re- 
view Systems,  Inc. 


JOHN  W.  HOUSER,  MD,  and  T. 
THOMAS  MILLS,  MD,  both  of  New- 
ark, have  each  been  appointed  to  three- 
year  terms  on  the  board  of  trustees  of  the 
Licking  Memorial  Hospital. 


HOWARD  G.  ILLIG,  MD,  Delphos, 
has  received  the  1985  Mercy  Club  Award 
presented  by  the  Development  Council  at 
St.  Rita’s  Medical  Center.  The  award 
recognizes  Dr.  Illig’s  outstanding  humani- 
tarian service  to  the  community. 


HERMAN  MENGES,  JR.,  MD, 

Cleveland,  has  been  installed  as  president 
and  chairman  of  the  board  of  the  Acad- 
emy of  Medicine  of  Cleveland.  Serving 
with  Dr.  Menges  is  DANIEL  DEUTSCH- 
MAN,  MD,  president-elect;  PHILIP  R. 
SURESKY,  MD,  vice  president;  and 
WILMA  F.  BERGFIELD,  MD,  secre- 
tary-treasurer. 


596 


The  Ohio  State  Medical  Journal 


Strong  on  results.  Simple  to  take. 


In  recurrent  urinary  tract  infections 


Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A (3-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently:  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently. be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility  : Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis.  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml 
min.  give  usual  dosage;  15-30  mPmin.  give  one-half  the  usual  regimen;  below  15  ml  min.  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500:  Tel-E-DoseK  packages  of  100:  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500: 
Tel-E-Dose*  packages  of  100:  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 
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nights  of  safety. 

Actually,  it’s  in  the  billions 

For  more  than  1 5 years,  you've  been  satisfied 
with  the  wide  margin  of  safety  provided  by 
Dalmane.'-3  And  your  patients  have  been 
satisfied  because  they  fall  asleep  quickly  and 
stay  asleep  till  morning.29  As  always,  caution 
patients  about  driving  or  drinking  alcohol. 
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15-mg/30-mg  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening;  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits;  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  for  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI;  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  the  potential  risks  to  the  fetus  should  the 
possibility  of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  of  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  if  alcohol  is  consumed  the  day  following 
use  for  nighttime  sedation.  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported; 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a 
prolonged  period  of  time.  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk 
of  oversedation,  dizziness,  confusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded- 
ness, staggering,  ataxia  and  falling  have  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints  There  have  also  been  rare  occurrences  of 
leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients  1 5 mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  fluraze- 
pam HCI 
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“PRESIDENTIAL  PERSPECTIVES^ 


Herman  I.  Abromowitz,  MD 


Closing  the  Image  Gap 


Much  has  been  written  in  recent 
years  about  the  so-called  physician 
“image”  gap.  When  polled, 
patients  usually  give  their  own 
personal  physician  high  marks 
across  the  board  — for  ability  to 
communicate,  for  quality  of  care 
delivered  and  for  commitment  and 
dedication.  But  when  the  public  is 
asked  about  other  physicians  — 
those  physicians  with  whom  they 
don’t  have  personal  relationships 
— the  degree  of  satisfaction  drops 
significantly,  resulting  in  a 
statistical  “gap.” 

This  image  gap  is  not  new.  The 
American  Medical  Association  has 
been  tracking  it  for  years.  Nor  is 
it  confined  only  to  physicians.  All 
groups  of  people  who  deliver  a 
service  — such  as  lawyers  or 
accountants  — experience  this 
disparity  of  view  among  the  public 
towards  individuals  of  the  group 
with  whom  they  have  personal 
relationships  and  the  group  as  a 
whole. 

But  the  physician  image  gap  is 
larger  than  most  and  to  close  it, 
all  of  us  individually  and 
collectively  must  work  diligently  to 
address  this  issue.  As 
organizations,  the  AMA,  the 
OSMA  and  even  local  county 
medical  societies  are  working  on 
many  levels  to  meet  this  challenge. 


But  organizations  have  limitations. 
I firmly  believe  that  the  solution 
to  this  problem  lies  within  each  of 
us. 

A few  weeks  ago  in  Massillon, 
Ohio,  I had  the  opportunity 
during  the  halftime  of  the  Ohio 
All-Star  North-South  High  School 
football  game,  to  introduce  seven 
physicians  who  were  being 
recognized  for  their  service  as 
team  physicians  in  their  individual 
communities. 

Each  year  the  Joint  Advisory 
Commission  on  Sports  Medicine 
of  the  OSMA  and  the  Ohio  High 
School  Athletic  Association  honor 
a select  group  of  physicians  for 
their  outstanding  dedication  and 
service  as  team  physicians.  As  I 
called  the  name  of  each  honoree 
and  they  were  recognized  before 
their  friends,  it  was  apparent  that 
these  physicians  were,  indeed, 
doing  their  part  to  narrow  the 
physician  image  gap. 

They  were  proving  to  everyone 
— not  just  their  patients  — that 
they  are  hardworking,  concerned 
individuals.  To  people  in  the 
crowd  that  night  and  to  the  people 
with  whom  they  come  in  contact 
each  day  as  team  physicians,  they 
weren’t  some  anonymous  doctor. 
They  were  physicians  who  care. 

Indeed,  there  is  a lesson  here 


for  all  of  us.  By  volunteering  as  a 
team  physician  or  by  working  in  a 
service  or  community 
organization,  each  of  us  can  do 
our  part  to  help  close  our  image 
gap.  We  can  show  the  public  that 
our  concern  for  people  extends 
beyond  our  examining  rooms  and 
into  the  community. 

It  is  true  that  our  relationships 
with  our  patients  are  and  will 
continue  to  be  one  of  the  most 
important  aspects  of  our  lives.  But 
we  can’t  overlook  our  relationship 
with  the  community  or  the 
position  we  hold  in  the  public’s 
mind. 

By  working  in  community 
service  programs,  physicians  are 
providing  a necessary  and  valuable 
service.  Best  of  all,  this 
commitment  to  the  community 
creates  a situation  in  which  we  all 
stand  to  gain. 

First,  it  is  to  our  advantage  as 
individuals,  because  community 
work  can  be  a rewarding  and 
enriching  experience.  Secondly,  the 
community  gains  by  having  the 
expertise  of  a highly  educated  and 
motivated  group  of  individuals. 
Finally,  but  just  as  importantly, 
the  interests  of  medicine  are 
furthered  — we  are  showing 
people  that  we  are  a caring 
profession. 
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From  the  Editor’s  Desk 


Surgery: 

The  News,  The  Controversies 


Many  of  the  inroads  being  made 
in  medicine  today  are  due,  in  large 
part,  to  the  numerous 
advancements  taking  place  in 
surgery.  Organ  transplants, 
artificial  hearts,  laser,  micro  and 
macro  surgery  are  just  a few  of 
the  recent  developments  which  are 
not  only  extending  man’s  life,  but 
are  going  a long  way  toward 
improving  the  quality  of  that  life 
as  well. 

In  this  issue  of  the  Journal, 
we’ve  zoomed  in  for  a look  at 
recent  surgical  developments  — 
from  two  different  angles.  The 
first  angle  is  a straight-on  one  — 
a simple  reporting  round-up  of 
what’s  new  in  surgery.  Not  a 
comprehensive  round-up,  mind 
you.  To  actually  include 
everything  that’s  going  on  in  this 
area  would  take  a volume  ten 
times  the  size  of  your  PDR,  so 
what  we’ve  provided  here  is  a 
general  look  at  some  of  the  new 
developments  that  have  shown  up 
in  ORs  across  the  state  in  the  past 
two  years.  Even  with  those 
prerequisites,  however,  you’d  be 
surprised  at  just  how  much  space 
that  entails. 


Our  second  approach  is  more  of 
a controversial  one.  Associate 
Editor  Susan  Porter  has  taken  one 
surgical  problem  — breast  cancer 
— and  explored  the  different, 
sometimes  controversial,  surgeries 


To  actually  include 
everything  that’s 
going  on  in  surgery 
would  take  a 
volume  ten  times 
the  size  of  your 
PDR,  so  we’ve 
provided  a general 
look  at  some  of  the 
new  developments. 

that  are  involved  in  its  treatment. 
Legislation  regarding  breast  cancer 
surgery  will  be  tackled  this  session 
at  the  Statehouse,  so  it’s  an  article 
we  hope  you’ll  find  timely  as  well 
as  interesting. 

In  unrelated  matters  this  month, 


you’ll  want  to  scan  the  six-month 
legislative  review  we’ve  included. 
So  much  has  been  going  on  at  the 
Statehouse  over  the  first  half  of 
1985,  that  we’ve  taken  an 
unprecedented  step  of  presenting 
the  material  to  you  before  our 
annual  legislative  wrap-up  which 
appears  in  January.  Take  the  time 
to  read  through  the  report  — then 
make  time  to  get  involved  in  those 
issues  that  interest  you.  Organized 
medicine  needs  your  voice  now. 

The  AMA  Interim  report  is 
included  in  this  issue,  as  well  as  a 
new  department  which  was 
suggested  by  OSMA  President 
Herman  Abromowitz,  MD.  Each 
month,  two  different  OSMA 
councilors  will  provide  you  with  a 
glimpse  of  themselves,  their 
districts,  their  problems,  concerns 
and  goals  as  well  as  their  thoughts 
on  organized  medicine  in  general 
and  the  OSMA  in  particular.  This 
month,  we  feature  District  Two 
Councilor,  William  Marshall,  MD, 
and  the  councilor  from  District 
Seven,  Nermin  Lavapies,  MD.  We 
hope  you  find  their  comments,  as 
well  as  this  issue,  enlightening. 

— Karen  S.  Edwards 
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OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  J.  Lucas,  M.D. 

2905  Burnet  Avenue 
Cincinnati,  Ohio  45202 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Avenue 
Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
John  S.  Devany,  M.D. 

2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

/.  James  Anderson,  M.D. 

5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  M.D. 

1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

John  F.  Kroner,  Jr.,  M.D. 

Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Thomas  P.  Price,  Jr.,  M.D. 

Holzer  Medical  Clinic 
385  Jackson  Pike 
Gallipolis,  Ohio  45631 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  M.D. 

1100  Morse  Road 
Columbus,  Ohio  43229 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

D.  Ross  Irons,  M.D. 

813  Northwest  Street, 

Bellevue,  Ohio  44811 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 
Joseph  L.  Kloss,  M.D. 

185  W.  Cedar  St.,  Akron,  Ohio  44307 
Portage  and  Summit 
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Letters  to  the  Editor 


Inflation  and  the 
federal  reserve 

To  the  Editor: 

In  the  June  6,  1985  Ohio  State 
Medical  Journal  there  was  an 
article  on  inflation.  The  author  of 
this  article,  in  my  opinion,  missed 
the  target  completely. 

The  author  stated,  and  correctly 
so,  that  inflation  was  the  result  of 
an  increase  in  the  quantity  of 
money.  What  he  failed  to  bring 
out  was  that  the  quantity  of  the 
money  supply  can  be  increased  by 
the  Federal  Reserve  and  only  by 
the  Federal  Reserve.  Every  time 
the  Federal  Reserve  increases  the 
money  supply,  the  money  then  in 
circulation  loses  some  of  its  value. 

Prices  have  not  gone  up.  The 
value  of  the  dollar  has  gone  down. 
It  simply  takes  more  of  these 
devalued  dollars  to  buy  the  same 
goods  and  services.  If  you  doubt 
that  statement,  take  a silver 
quarter  and  a silver  dime  to  an 
independently-operated  service 
station.  I assure  you  that  the 
operator  of  that  service  station 
will  be  more  than  happy  to  sell 
you  a gallon  of  gasoline  for  that 
silver  quarter  and  silver  dime. 

The  only  way  to  stop  inflation 
is  to  do  away  with  the  Federal 
Reserve  System  and  to  put  our 
currency  on  a gold  and/or  silver 
basis. 

Philip  E.  Binzel,  Jr.,  MD 
Washington  Court  House,  Ohio 


WANT  TO  EXPRESS 
AN  OPINION? 

The  OSMA  Journal  welcomes 
letters  from  its  readers.  Please 
address  all  letters  to:  Executive 
Editor , 600  5.  High  St.,  Columbus, 
Ohio  43215.  Letters  may  be  edited 
to  meet  space  requirements 


Hitting  the  jackpot 

To  the  Editor: 

It  is  not  often  that  any  one 
magazine  has  several  points  with 
which  I disagree,  but  the  current 
issue  (June)  of  the  Ohio  State 
Medical  Journal  hit  the  jackpot. 

Reactions  to  the  article  by  Dr. 
C.T.  Hu:  Dr.  Hu’s  reaction  to  the 
five  deaths  is  misdirected.  We,  as 
physicians,  are  trained  to  assist 
patients  through  the  vicissitudes  of 
life,  such  as  illness,  disease, 
infection  and  trauma.  The  body  of 
knowledge  applicable  to  the  above 
is  more  than  enough  to  fill  a 
medical  curriculum. 

I cannot  understand  why 
physicians  should  be  expected  to 
protect  people  from  their  own 
idiotic  behavior  such  as  excessive 
drinking,  drug  usage,  and  general 
incompetence. 

I have  spent  my  share  of  hours 
repairing  the  ravages  of 
“accidents”  which  were  the 
aftermath  of  someone’s 
mis  judgment  or  stupidity  and  I 
resent  being  told  that  my  job  is  to 
prevent  such  happenings. 

Whatever  became  of  education 
and  the  development  of  common 
sense?  I refuse  to  accept 
responsibility  for  all  man’s 
frailties. 

Reactions  to  organ  transplants. 
How  far  should  we  go?  I can 
appreciate  the  value  of  corneal 
transplant,  an  almost  cosmetic 
procedure  with  relatively  little 
danger,  which  enhances  the  life  of 
an  otherwise  healthy  person. 

Kidney  transplant  pushes  further 
and  begins  to  raise  questions. 

What  causes  the  need  of  a kidney 
transplant?  Is  it  genetic  or  induced 
by  intemperance?  If  the  former, 
are  we  promoting  perpetuation  of 
“poor  protoplasma”?  If  the  latter, 


the  victim  (or  culprit)  is  on  his 
own,  so  to  speak,  and  should  not 
be  a drain  on  other  citizens. 

Heart  and  liver  transplants  go 
even  further  in  stretching  the 
rationale.  Are  we  aiming  for  a 
procedure  to  be  available  to 
everyone,  e.g.  appendectomy, 
cholecystectomy  or  setting  of 
fractures,  or  are  we  indulging  in 
an  “ego  trip”  for  the  super 
specialists  who  think  their  prowess 
is  superior  to  nature  or  God? 

Nature  deals  each  of  us  a body 
which  we  may  nourish  or  abuse, 
and  I believe  that  we  should  “play 
out  the  hand  we  are  dealt”  and 
not  ask  for  a re-deal  at  someone 
else’s  expense. 

Indigent  care.  Care  of  the 
indigent  should  be  a community 
responsibility.  This  is  also  true  of 
provision  of  hospital  facilities. 

Years  ago  the  County 
Commissioners  used  to  “pick  up 
the  tab”  for  hospital  expense  of 
the  indigents,  but  this  is  no  longer 
the  case.  Now  the  hospital  is 
expected  to  absorb  this  expense. 
Where  does  the  hospital  get  its 
funds?  From  patients’  fees,  of 
course.  So  if  the  hospital  must 
absorb  the  cost  of  indigent  care  it 
must  make  a surcharge  on  every 
patient.  In  other  words  the  poor 
soul  who  has  a heart  attack, 
broken  hip,  or  any  other  condition 
that  requires  hospital  care  pays  for 
the  dead  beats.  Is  this  fair?  I 
think  not. 

Recently  the  community  voted 
down  several  bond  issues  for 
hospital  improvements  which 
would  have  been  available  to  all 
residents.  As  a last  resort  the 
improvements  were  financed 
through  issuance  of  revenue  bonds 
which  means  that  the  small 
percentage  of  citizens  needing 
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hospital  care  underwrite  the  cost 
of  improvements  available  to  all. 
Is  this  fair?  I think  not. 
Sincerely, 

G.  W.  Hasse,  MD 
Madison,  Ohio 


Clarifying  thermograms 

To  the  Editor: 

I am  greatly  concerned  about 
the  possible  conclusions  that  may 
well  be  drawn  from  the  report  on 
Thermograms  in  your  article 
“High  Tech  Medicine,”  Ohio 
State  Medical  Journal,  May  1985, 
81  (5):329. 

Two  phrases  in  particular  need 
clarification:  1.  “It 
(thermography)  literally  pinpoints 
the  origin  of  the  patient’s  pain.” 

2.  “.  . . the  thermogram  is 
showing  up  in  more  and  more 
courtrooms  . . . courtrooms  in 
Columbus,  Cleveland  and  Toledo 
are  now  accepting  the  more 
tangible,  objective  proof  offered 
by  the  thermogram.” 

An  appropriate  evaluation  of 
these  two  statements  should  be 
made  in  light  of  the  opinion 
written  by  Judge  W.C.  Williams 
III  in  “Margarita  J.  Palma  vs. 
State  Farm  Fire  & Casualty 
(#83-4113)  tried  June  1984, 
decision  rendered  August  1984.  As 
part  of  that  opinion  he  stated  that 
“.  . . the  Court  is  convinced  to 
and  beyond  the  exclusion  of  any 
reasonable  doubt  that  the  use  of 
thermography  has  been  abused 
throughout  the  State  of  Florida 
and  the  nation”;  that  “.  . . the 
Court  finds  that  thermography 
lacks  an  adequate  scientific  basis 
as  a diagnostic  tool  in  the 


management  of  musculoskeletal 
disease  and  nerve  root 
impingement  at  this  stage  of  its 
development.”  He  also  reviewed 
the  only  semi-blind,  prospective 
study  with  a control  group  as  to 
its  diagnostic  efficacy, 
“Thermography  as  a Diagnostic 
Aid  in  Sciatica,”  and  had 
opportunity  to  have  one  of  the 
authors  testify  in  the  court. 

Four  conclusions  were  drawn  by 
the  Judge  with  the  evidence 
submitted: 

1.  The  best  results  were  “.  . . 
not  quite  as  good  as  flipping  a 
coin.” 

2.  That  the  studies  done  “.  . . 
have  been  deliberately  suppressed 
by  the  American  Academy  of 
Thermology.”  (Dr.  Charles  Wexler 
was  Secretary/Treasurer  at  that 
time). 

3.  “Unfortunately,  the 
admissibility  of  thermograms  into 
evidence  was  not  an  issue  in  this 
case.” 

4.  “As  far  as  this  Court  is 
concerned,  thermograms  are  not 
admissible  into  evidence.” 

Both  Judge  Williams  and  the 
American  Disability  Evaluation 
Research  Institute  have  expressed 
concern  that  “There  is  an 
apparent  interest  in  and  acceptance 
by  certain  members  of  the  medical 
community  to  leave  the  decision  of 
the  validity  of  thermography  to 
the  courts.  This  is  viewed  as  a 
dangerous  trend.  It  would  be  the 
first  time  a major  medical  test 
would  be  established  as  credible  by 
virtue  of  legal  decisions  rather 
than  rigorous  scientific  critique.” 
Judge  Williams  goes  further  to  say 
that  “Such  huckstering  of 
thermography  for  its  use  in  the 
routine  care  of  neck  and  back 
injuries  discredits  legitimate  uses 


of  thermography  and  discredits 
legitimate,  on-going  medical 
research.” 

I have  yet  to  see  any  well- 
controlled  studies  supporting  the 
diagnoses  of  soft-tissue,  disc  or 
nerve  root  damages  made  solely 
on  thermographic  evidence.  In  the 
meantime,  until  such  scientific 
evidence  is  forthcoming  I am 
deeply  concerned  about  the 
proliferation  of  its  use  as  such  by 
the  health  profession  community 
and  what  seems  to  be  excessive 
charges  for  it  as  well. 

It  is  the  position  of  the 
Industrial  Commission  to  deny 
requests  for  authorization  for 
thermography  or  to  reimburse  for 
it. 

Very  truly  yours, 

Jon  E.  Starr,  MD 
Chief  Medical  Advisor 
Industrial  Commission  of 
Ohio 

Columbus,  Ohio 


Greek  typos 

To  the  Editor: 

The  article,  “The  Greeks  had  a 
story  for  it”  by  Ralph  I.  Fried, 
MD  published  in  the  Ohio  State 
Medical  Journal  July,  1985, 
511-513,  contains  three  errors,  I 
hope  of  typographical  nature. 

The  Achilles’  tendon  of  the  heel 
refers  to  ACHILLES’  body  not 
Hercules’  as  printed.  Incidentally 
the  myth  says  that  it  was  the  right 
heel. 

The  adjective  derived  from 
Sisyphus  is  SISPHEAN  not 
sisyphusian  as  printed. 

The  name  of  the  nymph  who 
fell  in  love  with  Hermaphrodite  is 
continued  on  page  610. 
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Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


Cancer: 

Thoughts  on  Improving  Survival 

By  Leonard  B.  Greentree,  MD 


The  reports  on  cancer  survival 
over  the  past  several  years  have 
been  discouraging: 

Cancer  Data  Grim  in  NCI  Report 

Most  cancer  patients  are  not 
surviving  much  longer  today  than 
they  did  25  years  ago.  That  grim 
fact  is  spelled  out  in  the  latest 
survey  by  the  National  Cancer 
Institute  (NCI),  which  compared 
mortality  data  from  1950-1959, 
1960-1965  and  1966-1973.  The 
statistics  are  broken  down 
separately  for  whites  and  blacks 
because  of  sharp  differences  in 
survival.  American  Medical  News, 
Sept.  7,  1977,  page  6. 

Cancer  Registries 

Between  June,  1978  and 
October,  1980,  the  Advisory 
Committee  on  Cancer 
Registration,  whose  first  report 
appeared  in  1970,  reconvened 
under  the  chairmanship  of  Prof. 
E.D.  Acheson.  Being,  in  the  main, 
statistical  rather  than  clinical 
oncologists,  Acheson  and  his 
colleagues  do  not  evade  the 
uncomfortable  truth:  “With  a few 
exceptions  where  there  have  been 
dramatic  results,  principally 
involving  rare  types  of  cancer,  the 


results  of  treatment  as  measured 
by  survival  are  generally  little 
better  than  they  were  20  years 
ago.  The  Lancet,  2,1000,  Oct.  31, 
1981. 

While  it  is  true  that  the  majority 
of  common  cancers,  including 
those  of  the  lungs,  pancreas  and 
ovaries  are  already  incurable  by 
the  time  symptoms  appear, 
symptomatic  cancer  of  the  skin, 
breast,  cervix,  colon,  rectum, 
kidney,  buccal  cavity  and  larynx 
are  mostly  curable  if  the 
malignancy  is  recognized  and 
treated  in  early  stages  of 
development. 

The  detection  of  early  localized 
cancer  is  still  the  most  effective 
method  of  improving  cancer 
survival  rates  in  the  world.  It  is 
much  more  effective  than 
conventional  surgery, 
chemotherapy,  and  radiation 
treatment.  In  1964,  an 
international  cancer  statistical  and 
epidemiological  study  indicated 
that,  regardless  of  the  modality  of 
treatment,  early  localized  breast 
cancer,  for  example,  had  an 
impressive  85  percent  five-year 
survival  rate.  Breast  cancer 
patients  with  metastasis  and/or 
lymph  node  involvement  had  a 


survival  rate  of  only  44  percent. 

Although  the  final  answer  is  not 
yet  in  on  breast  cancer  survival 
rates,  the  increasing  use  of 
mammography  and  self- 
examination  of  the  breasts  to 
detect  early,  localized  cancer  is 
expected  to  significantly  improve 
these  cancer  survival  rates  as  the 
years  go  by. 

Health  care  organizations, 
including  the  NCI,  should  be 
proud  of  their  accomplishments  in 
promoting  the  development  and 
use  of  “Pap”  tests, 
mammography,  self-examination 
of  the  breasts,  endoscopy  and 
other  techniques  and  measures  to 
detect  early  localized  cancer  while 
it  can  still  be  cured. 

There  is  good  news,  too,  that 
the  discovery  of  recombinant  DNA 
and  monoclonal  antibody 
techniques  during  the  past  decade, 
increases  the  likelihood  of 
conquering  human  cancer  sooner 
than  previously  anticipated.  In  the 
first  instance,  new  strategies,  using 
recombinant  DNA  in  the 
production  of  biologic  response 
modifiers  (BRM)  in  bacteria,  as 
well  as  more  efficient,  large-scale 
production  of  human-cell  cultures, 
continued  on  page  610. 


September  1985 


607 


—News  Digest  — 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


Liability  problems 

In  a recent  study  conducted  by 
the  American  Academy  of  Family 
Physicians  (AAFP),  almost  60% 
of  the  responding  physicians 
reported  that  the  problems  of 
professional  liability  in  their  areas 
had  not  been  solved. 

In  fact,  a substantial  number  of 
physicians  (32.2%)  reported  that 
the  liability  insurance  issue,  in 
terms  of  cost  and  availability,  had 
caused  them  to  restrict  their 
practice  in  some  way. 

The  survey  revealed  that 
restrictions  in  medical  practices 
were  most  prevalent  in  the  fields 
of  surgery  (24.3%),  obstetrics 
(20.6%),  orthopaedics  (14.2%), 
anesthesiology  (8.7%),  and  in 
the  emergency  room  (6.3%). 

But  restricting  one’s  practice, 
according  to  the  study’s  statistics, 
is  no  guarantee  that  the  shadow  of 
the  courtroom  will  not  descend. 

More  than  one  in  five  physicians 
reported  that  they  had  been 
involved  in  a malpractice  suit  or 
settlement  in  the  last  five  years. 
However,  while  58%  of  these 
physicians  were  primary 
defendants,  approximately  40% 
were  enjoined  by  another 
physician’s  actions. 

The  study  also  found  that  the 


remain  unsolved 

most  common  areas  from  which 
lawsuits  stem  are:  diagnostic  error 
(35.9%);  surgical  error  (12.4%); 
non-surgical  error  (10.5%);  and 
drug  reaction  (9%). 

A closer  review  of  the  cases 
reveals  that  certain  allegations 
reoccur  most  often  for  all  classes 
of  family  physicians/practitioners. 
These  were:  misdiagnosis  of 
cancer  of  the  breast,  lung,  colon, 
and  testicle;  mismanagement  of 
trauma  of  the  extremities;  drug 
reactions;  improper  management 
of  diabetic  ketoacidosis;  obstetrical 
and  newborn  injuries;  and  surgery 
performance  errors. 

Considering  how  much  attention 
and  controversy  the  medical 
liability  issue  has  attracted,  one 
finding  was  rather  ironic.  Of  the 
physicians  polled,  21%  didn’t 
know  what  type  of  insurance  they 
had. 

The  majority  (37.8%)  carried 
claims  insurance,  28%  had 
occurrence  coverage,  and  2.3% 
indicated  they  had  no  professional 
liability  insurance  at  all.  The 
remainder  either  reported  a 
combination  of  coverages, 
indicated  a type  of  insurance  other 
than  claims  or  occurrence,  or 
didn’t  answer  the  question. 


Bringing  up  baby 


An  infant’s  emotional  life  is  a 
network  of  intricacies  and  complex 
emotions,  according  to  recent 
research  in  child  development. 

And  in  First  Feelings , a book 
that  takes  a closer  look  at  the 
subject,  authors  Stanley 
Greenspun,  MD,  and  his  wife, 
Nancy  Greenspun,  attempt  to 
unravel  and  separate  the  emotional 
network  of  infants  into  six  basic 
stages. 

For  example,  the  book  explores 
the  origins  of  inner  calmness  and 
world  interest  in  a newborn  — 
How  do  these  feelings  begin? 

What  can  a parent  do  to  nurture 
these  feelings?  — and  then  moves 
on  to  look  at  how  at  a slightly 
older  age,  say  30  to  48  months, 
children  organize  ideas  about 
themselves,  their  world,  and 
others. 

Throughout  the  book,  parents 
are  given  suggestions  for  creating 
a supportive  environment  for  each 
phase  of  an  infant’s  development. 


608 


The  Ohio  State  Medical  Journal 


Edited  by  Deborah  Athy 


Cholesterol  cutoff 

The  cutoff  point  for  “normal” 
cholesterol  intake  should  be  200 
mg/dl  (milligrams  per  deciliter),  a 
panel  of  cardiovascular  experts 
concluded  recently.  And  what’s 
more,  the  “ideal”  level  should  be 
only  160  mg/dl. 

The  panel  recommended  that 
everyone  should  have  at  least  one 
cholesterol  determination,  and 
anyone  with  a family  history  of 
heart  disease  should  be  examined 
at  an  early  age. 

Is  cholesterol  really  such  a 
demon?  If  one  looks  at  the 
correlation  between  cholesterol 
intake  and  heart  disease  in  other 
countries,  it  appears  so.  For 
example,  there  is  far  less  heart 
disease  in  Japan  and  China  where 
cholesterol  levels  are  respectively 
170  mg/dl  and  145  mg/dl. 


New  thoughts  on  preventing  nuclear  war 


The  race  for  nuclear  arms  is  no 
longer  considered  the  best 
preventive  measure  against  a 
nuclear  attack,  say  physicians  in  a 
recent  issure  of  the  Journal  of  the 
American  Medical  Association 
(JAMA). 

Although  the  arms  race  “has 
succeeded  in  preventing  nuclear 
war  for  40  years  . . . this 
approach  ...  is  very  expensive  to 
all  and  extremely  dangerous.  In 
the  long  run,  deterrence  by 
progressive  arms  buildup  simply 
cannot  succeed.  New  thinking 
must  occur,”  writes  JAMA  Editor 
George  D.  Lundberg,  MD. 

Among  the  new  thoughts: 

• A “corps  for  peace” 

An  idea  proposed  by  E.  Gray 
Dimond,  MD,  University  of 
Missouri-Kansas  City  School  of 
Medicine,  involves  the  exchange  of 


Multiple  drug  abuse  is  on  the  rise 


Multiple  drug  abuse  is  creating  a 
diagnostic  nightmare  for 
physicians  who  have  been  taught 
to  diagnose  the  abuse  of  one 
substance  at  a time,  says  Mark  S. 
Gold,  MD,  Director  of  Research 
at  Fair  Oaks  Hospital  in  Summit, 
New  Jersey,  in  a recent  issue  of 
Medical  World  News. 

Yet,  according  to  Dr.  Gold, 
addictive  polydrug  use  “has 
become  the  rule  rather  than  the 
exception,”  and  according  to  a 
new  survey  of  callers  to  the 


national  cocaine  hot  line,  87%  are 
seriously  addicted  to  two  or  more 
drugs. 

“Polydrug  use  has  eliminated 
the  clinical-symptom-and-history- 
based  diagnostic  procedures  that 
most  of  us  use,”  says  Dr.  Gold. 

Marijuana,  alcohol,  cocaine  and 
diazepam  are  the  most  common 
substances  mixed  by  polydrug 
abusers,  he  notes,  and  alcohol  and 
marijuana  are  the  drugs  most 
often  substituted  when  the  drug  of 
choice  isn’t  available. 


250,000  Soviet  and  American 
students  — based  on  national 
lotteries  of  the  “brightest  and  the 
best.”  The  exchange,  writes  Dr. 
Dimond,  might  not  only  deter  a 
nuclear  attack  but  would  include 
enhanced  international 
understanding,  development  of 
mutual  trust,  greater  educational 
opportunities  for  students  from 
both  sides,  and  fostering  of 
idealism  and  hope. 

• The  addition  of  a statement 
on  prevention  of  nuclear  war  to 
the  physician’s  oath. 

Christine  K.  Cassel,  MD, 
University  of  Chicago,  points  out 
that  the  Soviets  have  already 
added  such  a statement  to  their 
oath,  and  proposes  the  following 
statement  by  American  physicians: 

“As  a physician,  I will  strive  to 
keep  my  patients,  society  and  the 
world  safe  from  the  threat  of 
nuclear  war.” 

• A bilateral  freeze  on  the 
cancer  of  the  nuclear  arms  race. 

Using  the  cancer  metaphor, 
Andre  Bruwer,  MD,  of  the 
University  of  Arizona  School  of 
Medicine,  writes:  “In  the  case  of 
the  nuclear  arms  race,  human 
beings  now  have  a chance  to  stop 
the  spread  of  this  deadly  social 
cancer,  an  opportunity  to  freeze 
the  nuclear  weapons  race  in  its 
tracks.  Such  a freeze  will  not  cure 
the  cancer  of  the  nuclear  arms 
race.  But  it  will  allow  people  of 
all  nations  in  the  world  to  breathe 
a sigh  of  relief.” 
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continued 


Letters  to  the  Editor 

continued 


have  made  virtually  unlimited 
quantities  of  immunostimulant 
BRN  in  the  laboratories.  These 
agents  will  be  available  for 
experimental  trials,  and  have  the 
potential  for  general  clinical  use 
against  malignant  tumors.  In  the 
second  instance,  recent  studies  on 
the  production  of  monoclonal 
antibodies  of  predetermined 
specificity  (by  fusion  of  antibody 
secreting  cells  to  cells  of  a 
myeloma  tumor  line)  also  open 
new  vistas  in  the  treatment  of 
malignancies.  The  hybridoma 
method  is  expected  to  make  a 
favorable  impact  on  the  future 
treatment  of  human  cancer. 

The  oncogene  theory  provides 
clues  to  win  the  final  battle 
against  human  cancer.  It  states,  in 
so  many  words,  that  primal 
oncogenes  were  integrated  into 
normal  genes  on  the  back  of  a 


viral  DNA  a long  time  ago.  When 
these  now-mutant  cancer  genes  are 
provoked  by  variation  in  nutrition, 
hormone  levels  and  immunologic 
activity  in  the  host’s  internal 
environment  — and  further 
provoked  by  radiation  and  other 
carcinogens  in  the  external 
environment,  the  cancer  genes  are 
transformed,  step  by  step,  into 
clinical-appearing  malignancies, 
usually  over  a period  of  years. 

It  is  predicted  that 
implementation  of  the  clues  found 
in  the  oncogene  theory,  combined 
with  improved  detection/treatment 
of  localized  cancer  and  a better 
understanding  of  the  recombinant 
DNA  and  monoclonal  antibody 
laboratory  techniques,  will  enable 
oncologists  to  reach  the  NCI’s 
goal  of  improving  cancer  survival 
rates  at  least  fifty  percent  by  the 
year  2000.  OSMA 


SALMACIS,  even  in  Latin,  not 
Salamancus  as  printed. 
Incidentally,  according  to  the 
myth,  following  the  described 
event  that  spring  acquired  the 
property  of  causing  a loss  of 
virility  for  the  men  who  bathed 
there. 

Sincerely  yours, 

E.  Bruno  Magliocco,  MD, 
FAPA 

Cincinnati,  Ohio 


Cleveland  Clinician 
of  the  Year 

A.  BENEDICT  SCHNEIDER,  MD, 

Cleveland,  has  been  recognized  as  the 
“Clinician  of  the  Year”  by  the  Academy 
of  Medicine  of  Cleveland.  The  award 
recognizes  Dr.  Schneider’s  concern  for 
patients  and  personal  devotion  to  the  sci- 
ence and  art  of  medicine  as  a physician 
and  as  a teacher. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN* 


Nicotinic  Acid  Therapy 


For  patient’s  comfort/convenience 
in  choice  of  3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) .25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid 250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, arid  arterial  bleeding. 


Write  for  literature  and  samples 

( BR6VUI5E  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Ohio  medi-scene 


Medical  board  changes  ...  a look  at  50  years  of  medicine  . . . 
a successful  membership  campaign  ...  911  becomes  a reality 


Medical  board  turning  over 


Since  last  April,  when 
Cleveland’s  Plain  Dealer  published 
its  controversial  series  of  articles 
lambasting  the  policies  and 
practices  of  the  Ohio  State 
Medical  Board,  there  has  been  a 
flurry  of  activity  surrounding  the 
board,  including  the  resignations 
of  some  key  individuals. 

As  a result,  “There  are  an 
awful  lot  of  new  people  and  new 
faces  both  on  the  board  and  the 
staff,”  Ray  Bumgarner,  acting 
administrator  of  the  board,  told 
county  medical  society  executives 
meeting  at  OSMA  headquarters  in 
Columbus  in  July. 

“We  now  have  five  (out  of  11) 
new  board  members,”  Bumgarner 
reported,  “plus  two  vacancies. 
There  has  also  been  a lot  of 
turnover  on  the  staff  and  we  now 
have  four  new  investigators.” 

In  short,  the  picture  is  changing 
rapidly  as  the  board  continues  to 
be  scrutinized  not  only  by  the 
press  but  also  by  a special 
subcommittee  of  the  Ohio  House 
of  Representatives. 

That  subcommittee,  chaired  by 
Cleveland  Representative  John 
Thompson,  is  investigating 
numerous  accusations  levied 
against  the  medical  board  in  recent 
months.  Among  these  are:  the 
board’s  so-called  “secret 
hearings,”  its  problems 
prosecuting  doctors  convicted  of 
felonies,  its  difficulties  dealing 


with  impaired  physicians,  its 
failure  to  take  advantage  of 
summary  suspensions,  its  authority 
in  negligence  suits  and  numerous 
other  issues. 

But  Bumgarner  remains 
optimistic  amid  the  stir  and  even 
has  his  own  ideas  on  how  the 
medical  board  might  become  a 
more  effective  body  in  overseeing 
the  licensing,  records  and  conduct 
of  Ohio’s  physicians. 

“The  board  has  three  major 
functions,”  Bumgarner  told 
medical  society  executives.  “The 
first  is  licensing  — to  ensure  that 
only  qualified  individuals  are 
licensed  to  practice  medicine  in 
this  state  — and  with  that  I feel 
we  have  been  very  successful.” 

The  board  is  also  responsible 
for  maintaining  physician  records 
and  for  making  that  information 
available  to  those  in  need  of  it  — 
law  enforcement  officials, 
hospitals,  medical  groups  and 
others,  Bumgarner  continued. 

It  is  the  third  function  of  the 
board,  however,  labeled  by 
Bumgarner  as  “our  Enforcement 
and  Legal  Area,”  that  has  been 
the  source  of  most  of  the 
criticisms  and  complaints  — and 
which  Bumgarner  readily  admitted 
is  in  need  of  change. 

This  function,  he  explained, 
involves  “responding  to 
complaints  (against  physicians), 
investigating  those  complaints, 


gathering  evidence  similar  to  that 
used  in  any  court  proceeding  and 
reviewing  (evidence)  for  a 
response.” 

The  board  has  also  been 
publicly  chastised  in  recent  months 
for  the  way  it  handles  another  of 
its  responsibilities  — confronting 
the  physician  who  has  in  some 
way  violated  the  law  or  the 
professional  code  of  ethics.  This 
may  also  include  confronting 
“impaired”  physicians,  or  those 
suffering  from  personal  problems 
(such  as  senility  or  drug  and 
alcohol  abuse)  which  may  affect 
their  performance  on  the  job. 

These  confrontations  are 
handled  in  a number  of  ways, 
Bumgarner  explained:  “through 
formal  hearings,  a (voluntary) 
surrender  of  the  license,  or  a 
‘consent  agreement,’  under  which 
the  physician  agrees  to  give  up  the 
license  which  will  only  be  returned 
under  certain  conditions.” 

Some  confrontations  take  place 
in  board  members’  offices  or 
behind  closed  doors  — which  has 
caused  the  press  and  other 
members  of  the  public  to  label 
them  “secret  hearings.” 

Bumgarner  responded  to  the 
“secret  hearings”  allegation  in  this 
way:  “A  high  percentage  of  these 
(private  office)  conferences  have 
been  follow-up  meetings  or 
probationary  appearances”  by 
doctors  who  have  already  been 
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Medical  board  turning  over  (continued) 


through  public  hearings.  Due  to 
the  backload  of  cases,  he 
continued,  some  of  these 
probationary  appearances  are 
scheduled  with  a single  board 
member  — in  order  to  relieve  the 
board’s  heavy  workload. 

Another  reason  why  some 
conferences  are  held  privately, 
according  to  Bumgarner,  is  that 
“sometimes  there  is  a need  for  a 
practitioner-to  -practitioner 
discussion  of  certain  steps  and 
procedures,”  in  order  to  better 
evaluate  the  case. 

The  board  has  also  used  its 
discretion  in  calling  an  open 
hearing  when  a physician 
expressed  a desire  to  willingly  give 
up  his/her  license,  rather  than 
having  it  publicly  revoked.  This 
would  include  the  impaired 
physician,  as  well  as  those  accused 
of  minor  charges,  such  as  family 
prescribing  (for  example, 
prescribing  weight-loss  pills  for  a 
spouse). 

Bumgarner  maintained  that 
there  are  good  reasons  for  these 
office  conferences,  although  he 
acknowledged  that  changes  need  to 
be  made  in  order  to  assure  the 
public  that  the  board  is  dealing 
properly  with  these  cases.  “We 
need  to  limit  office  conferences  to 
certain  purposes,”  he  said,  “and 
if  these  result  in  a complaint  being 
closed,  we  need  to  do  so  with  a 
summary  statement  and  assign 
each  case  a complaint  number.  We 
need  to  ensure  the  public  that  the 
board  is  not  disposing  of  these 
cases  in  an  improper  manner  or 
trying  to  hide  these  cases  from  the 
public-at-large.” 

Another  accusation  which  has 
been  leveled  against  the  medical 


board  in  recent  years  is  that  the 
board  acts  too  slowly  in  revoking 
the  license  of  a physician  who  has 
been  convicted  of  a felony. 

“There  is  a lot  of  talk  about 
convictions,”  Bumgarner  said, 

“but  in  actuality,  a conviction 
doesn’t  take  place  until  the  judge 
signs  the  sentence.  What  usually 
happens  is  that  the  doctor  is 
convicted,  but  the  medical  board 
has  to  wait  until  the  conviction 
papers  are  signed  before  it  can 
take  action  — which  is  usually  at 
a much  later  date.  But  the 
accusation  that  the  board  waits 
until  all  of  the  appeals  have  run 
out  before  filing  the  charges  is 
simply  not  true.” 

The  state  medical  board  — with 
the  help  of  the  subcommittee  — is 
taking  an  introspective  look  not 
only  at  its  functions,  but  also  at 
its  entire  organizational  structure, 
including  the  current  makeup  of 
the  board. 

Bumgarner  said  his  personal 
goals  as  acting  board 
administrator  are  to  speed  up  both 
the  investigative  and  formal 
hearing  processes,  as  well  as  to 
make  better  use  of  both  internal 
and  external  resources.  Already, 
he  feels,  the  board  has  been 
successful. 

“We  have  already  cut  down  on 
our  backlog  (of  cases) 
considerably,”  he  said.  “When  I 
first  came  on,  the  average  time 
(between  a complaint  and  a board 
hearing)  was  two  and  a half  years. 
Now  we  are  assigning  cases  within 
three  months  or  so;  there  will 
always  be  a minimum  time  period 
required  to  allow  for  due 
process.” 

The  board  is  also  taking  a closer 


look  at  the  impaired  physician 
situation,  Bumgarner  said,  and  is 
considering  numerous 
subcommittee  suggestions  on  how 
to  handle  felony  cases,  including 
“the  absolute  revocation  of  the 
license  — with  no  ifs,  ands  or 
buts.”  The  committee  and  the 
board  are  also  considering  the 
immediate  suspension  of  a medical 
license  upon  a finding  of  guilt, 
rather  than  waiting  for  the  judge 
to  sign  the  conviction. 

Also  being  considered  is 
expansion  of  the  board’s  subpoena 
powers  in  order  to  aid  its 
investigations,  along  with 
mandatory  reporting  to  the  board 
of  all  formal  complaints  against  a 
physician,  such  as  hospital 
suspensions  and  malpractice  suits. 

“The  board  supports  the 
concept  of  mandatory  reporting  of 
hospital  suspensions  — other  than 
administrative  suspensions,” 
Bumgarner  said.  “We  also  feel 
that  certain  kinds  of  malpractice 
cases  should  be  reported  to  the 
board  — although  this  should  be 
done  with  an  eye  to  the  volume 
and  the  nature  of  the  suits, 
because  of  the  limited  number  of 
staff  we  have  to  handle  this.” 

Additionally,  a special 
committee  is  working  on  drawing 
up  disciplinary  guidelines  which 
would  spell  out  ranges  of 
penalties  for  certain  kinds  of 
actions,  “in  order  to  promote  an 
overall  uniformity  and  fairness”  in 
disciplinary  procedures,  said 
Bumgarner. 

“Obviously,  we  are  going  to  be 
very  busy  with  this  over  the  next 
few  months,”  Bumgarner 
concluded.  — Susan  Porter 
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Fifty  years  of  serendipity 


Ralph  Pickett,  MD,  who 
recently  retired  as  vice  president  of 
medical  affairs  and  director  of 
education  at  Licking  Memorial 
Hospital,  picked  up  a slim,  black 
volume  and  held  it  out  for 
inspection. 

“I  stole  this  from  a Cleveland 
hospital  while  I was  serving  there 
as  a surgical  resident,”  he  admits 
now  — some  50  years  after  the 
fact. 

The  book  is  the  1930s  version  of 
today’s  ponderous  PDR.  Each 
yellowed  page  bears  the  names  of 
drugs  available  at  the  time, 
appropriate  dosages  (provided  in 
metric  measurements)  and  an 
assigned  number,  which  could  be 
used  in  place  of  the  drug’s  long, 
Latin  name  when  filling  out 
prescription  forms.  If  the  guide 
looks  inordinately  thin,  it’s 
because  no  steroids  and  no 
antibiotics  were  around  at  this 
time.  Like  today’s  cures  for  cancer 
and  AIDS,  these  drugs  were  still 
hovering  on  medicine’s  horizon  — 
waiting  to  be  discovered. 

Discovery  is  a word  that 
capsulizes  much  of  medicine’s  past 
50  years,  says  Dr.  Pickett.  In  a 
recent  speech  given  before 
colleagues  at  Newark’s  Licking 
Memorial  Hospital,  Dr.  Pickett 
took  a look  at  some  of  medicine’s 
major  achievements  and  he  claims 
that  the  past  50  years  have  seen 
more  new  developments  than  any 
other  period  in  medicine’s  history. 

“In  the  first  100  years,  there 
was  little  advancement.  People 
were  just  beginning  to  learn  what 
medicine  was.  Then,  with  the  next 


50  years,  we  saw  a lot  of 
preventive  medicine  taking  place. 
This  is  when  a lot  of  work  on 
vaccines  were  being  done,  but 
nothing  was  developed  to  take 
care  of  the  diseases  that  were 
already  there.  The  last  50  years, 
however,  has  brought  on  most  of 
medicine’s  discoveries,”  he  says, 
citing  the  artificial  kidney,  the 
heart-lung  machine  and,  now, 
open-heart  surgery  and  transplant 
surgery  as  examples  of  just  how 
far  medicine  has  come. 

Ironically,  however,  many  of 
these  “discoveries”  were  the  result 
of  what  he  describes  as 
“serendipity,”  provident 
“mistakes”  that  resulted  in  a 
chance  new  discovery. 

“For  example,  Sir  Alexander 
Fleming  was  not  growing  different 
types  of  mold  to  see  which  one 
would  destroy  bacteria,”  he  said. 
Instead,  Fleming  was  growing 
bacteria  when  a providential 
breeze  happened  to  blow  a bit  of 
mold  onto  one  of  his  cultures.  The 
results  made  history  — but  not 
before  fate,  once  again,  took  a 
hand. 

“The  first  penicillin  was  given 
to  mice,  rather  than  the  customary 
guinea  pigs,”  Dr.  Pickett  says.  It 
was  providence  at  work  since 
penicillin  later  proved  to  be  lethal 
to  guinea  pigs. 

“The  drug  proved  effective  in 
mice  — but  it  could  have  been 
scrapped  if  it  had  first  been  given 
to  the  guinea  pigs.  They  would 
have  died,  and  penicillin  would 
have  been  considered  too 
dangerous  for  humans.” 
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Fifty  years  of  serendipity  (continued) 


Coarctation  of  the  aorta  was  yet 
another  providential  discovery.  An 
accidental  tear  of  the  aorta  during 
surgery  led  Clarence  Crafoord, 
MD,  to  clamp  the  vessel  at  top 
and  bottom  — above  and  below 
the  tear.  The  patient  lived,  and  the 
technique  is  one  still  being 
practiced  in  ORs  today. 

Dramamine  is  still  another 
example  of  serendipity.  Now  a 
common  relief  for  motion 
sickness,  dramamine  was  originally 
given  to  patients  to  alleviate 
symptoms  of  hay  fever.  Not  until 
one  lady  claimed  that  it  was  doing 
more  for  her  recurring  bouts  with 
car  sickness  than  her  hay  fever, 
however,  was  the  drug  tested  for 
those  purposes  — and 
subsequently  prescribed  for  motion 
sickness. 

“These  types  of  discoveries  are 
not  exactly  blind  luck,”  says  Dr. 
Pickett,  since  a certain  amount  of 
knowledge,  training  and  skill  is 
evident  in  all  of  the  discoveries. 
“It’s  like  Pasteur  said,  ‘chance 
favors  the  educated  mind.’  ” 

A good  deal  of  medical 
technology  has  also  evolved 
through  “chance  and  the  educated 
mind.” 

“Today’s  microsurgery  arose 
from  a need  to  see  what  was 
already  technically  possible,”  says 
Dr.  Pickett.  Denerving  the  aorta, 
for  example,  was  being  done, 
prior  to  microsurgery,  but  it  was 
difficult  at  best.  “Finally, 
someone  got  the  idea  to  borrow  a 
microscope  from  the  lab  and  use  it 
to  make  the  surgery  easier.”  This 
was  in  1960.  “I  don’t  know  why 
no  one  thought  to  do  it  before,” 
Dr.  Pickett  comments. 

Surgery  continues  to  be  an  area 
where  advancements  are  growing 
by  leaps  and  bounds  — and  Dr. 
Pickett  has  seen  many  of  them 
developing. 


“Do  you  know  what  the  new 
zipper  surgery  reminds  me  of?” 
asks  Dr.  Pickett,  then  he 
reminisces  about  the  time  a 
surgeon  brought  in  two  small, 
hand-held  sewing  machines 
especially  designed  to  make 
stitches  faster  and  more  efficient. 
“But  they  got  gummed  up.  The 
surgeon  broke  both  of  them 
before  I even  had  a chance  to  try 
my  hand  at  it,”  he  says  with  a 
laugh. 

Certainly  today’s  clean,  modern 
operating  room  — filled  with  the 
latest  technological  advancements 
— contrasts  sharply  with  some  of 
Dr.  Pickett’s  earlier  memories. 

“Operating  rooms  weren’t 
always  air  conditioned  or  sterile” 
he  recalls,  and  he  tells  about  the 
time  he  was  operating  with  the 
window  open  for  ventilation.  “We 
had  to  continuously  fight  off  the 
gnats  which  came  in  and  settled 
about  the  patient’s  wound,”  he 
says. 

He  remembers,  too,  a time 
when  surgeons  used  silk  instead  of 
cat-gut  for  stitches,  operated  with 
their  own  instruments  and  had 
their  surgeries  “open  to  view”  by 
whoever  might  drop  by  the 
visitors’  gallery,  overlooking  the 
OR. 

“When  I came  to  Licking,  that 
was  the  first  thing  I did  — get  rid 
of  that  gallery,”  he  says.  It  didn’t 
win  him  any  popularity  contests. 
“A  number  of  people  from  town 
had  been  coming  in  to  watch  those 
surgeries  — and  one  lady  even 
told  me  she  had  witnessed  20 
surgeries  at  this  hospital.” 

But  the  gallery  came  down  — 
and  other  things  gradually  began 
to  improve. 

Dr.  Pickett  expresses  some 
concern  over  the  fact  that,  along 
with  advancing  technology,  some 
of  medicine’s  human  side  is 


escaping  attention. 

“That’s  the  one  big  thing  we’ve 
lost,”  he  says.  “Francis  Peabody 
always  said  the  most  important 
part  of  medicine  is  caring  for  and 
about  the  patient,  and  that’s  the 
part  I always  liked  the  best.” 

But  he  points  to  today’s 
overworked  medical  students  who, 
through  no  fault  of  their  own, 
spend  only  one  hour  a day  with 
patients.  It’s  hard  to  build  up  a 
caring  relationship  in  that  amount 
of  time,  he  says. 

He  also  says  medical  students 
are  missing  a lot  by  having  to  go 
straight  into  a surgical  specialty 
rather  than  serving  a general 
surgery  residency  as  he  did,  and 
rotating  through  the  different 
types.  “They  miss  a lot  of  basic 
information,”  Dr.  Pickett  claims. 

But  he  readily  concedes  that 
surgery  has  come  a long  way  since 
he,  himself,  stepped  into  an  OR. 

“Historical  events  have  shaped 
much  of  today’s  medicine,”  Dr. 
Pickett  claims.  The  first  space  flight, 
for  example,  generated  an  interest  in 
science  in  this  country  that  got 
medicine  off  the  ground,  and  still 
continues  to  grow. 

The  splitting  of  the  atom  led  to 
growth  in  nuclear  medicine,  and 
women’s  new-found  sexual  interest 
led  to  the  development  of  the  Pill. 

“The  Pill,”  says  Dr.  Pickett, 
“may  turn  out  to  be  the  most 
important  discovery  of  the 
decade.” 

But  he’s  not  taking  any  bets. 
After  all,  who  knows  what 
serendipity  lies  ahead  in  medicine’s 
next  50  years? 

— Karen  S.  Edwards 
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Calling  on  the  non-member 


One  of  the  biggest  problems 
facing  organized  medicine  in  this 
country  today  is  a drop  in  active 
membership,  and  Ohio  is  no 
exception. 

Despite  dramatic  increases  in  the 
physician  population  in  this  state 
over  the  past  several  years,  active 
membership  rosters  for  the  OSMA 
and  most  county  medical  societies 
are  down,  according  to  a recent 
study  by  the  OSMA’s  Membership 
Department. 

Comparing  the  number  of  active 
members  at  the  end  of  December 
1984  with  those  totals  recorded  at 
the  end  of  June  1985,  the  report 
shows  that  OSMA  experienced  a 
net  loss  of  565  active  members. 

In  Hamilton  County 
(Cincinnati),  the  number  of  active 
members  was  down  by  72;  in 
Franklin  County  (Columbus)  by 
90,  and  in  Cuyahoga  County 
(Cleveland),  by  149  over  that  time 
period,  the  report  shows. 

The  biggest  reason  for  the  lower 
totals  is  that  new  member  gains 
have  not  kept  pace  with  deaths, 
retirements  and  other  forms  of 
attrition,  the  report  indicates.  For 
example,  in  Lucas  County,  17 
physicians  retired  during  the  first 
six  months  of  1985,  while  only 
eight  new  physicians  joined  their 
local  academy.  In  addition,  there 
were  two  deaths  in  the  county, 
plus  a number  of  physicians  who 
moved  away  or  chose  not  to  renew 
their  memberships  this  year.  The 
net  loss  in  Lucas  County  was  thus 
35  members. 

Just  why  new  physicians  are  not 
joining  their  state  and  county 
medical  societies  has  yet  to  be 
determined,  although  many 
speculate  that  changing  attitudes 


among  doctors  and  the  changing 
climate  of  medicine  may  be  a part 
of  it.  Another  factor  may  be  the 
increase  in  specialization  and  the 
rise  of  the  specialty  societies. 

In  addition,  “Some  physicians 
may  not  be  aware  of  all  of  the 
things  organized  medicine  has  to 
offer  them,”  says  D.  Brent 
Mulgrew,  Esq.,  deputy  director  of 
the  OSMA. 

Also,  some  young  physicians  in 
today’s  highly  competitive,  high- 
cost  practice  environment  may 
have  cash  flow  problems  which 
prevent  them  from  paying  their 
dues,  he  adds. 

Still  others  may  feel  that  their 
affiliations  with  hospitals, 
universities  and  group  practices 
offset  the  need  for  membership  in 
their  state  and  county  societies. 

And  another  possible  reason  — 
no  one  has  ever  asked  them  to 
join. 

But  physicians  active  in  the 
Academy  of  Medicine  of 
Cleveland  are  starting  to  ask  their 
non-member  colleagues  on  the 
hospital  staff,  in  their  group 
practices  and  in  their  specialty 
areas  to  join  them  in  their  efforts 
to  keep  organized  medicine  a 
viable  means  of  protecting  the 
rights  and  meeting  the  needs  of 
physicians. 

What’s  more,  the  majority  of 
those  they  are  calling  upon  are 
responding  with  a “yes”  or  at 
least  a “maybe,”  according  to 
Winifred  P.  Heintz,  Director  of 
Membership  for  the  Cleveland 
academy,  who  recently  helped 
organize  a membership  phone-a- 
thon  there. 

The  phone-a-thon  followed  a 
successful  direct-mail  campaign 


that  helped  increase  the  academy’s 
number  of  new  associate  members 
by  some  60%,  but  still  left  over 
1,000  practicing  physicians  in  the 
area  as  non-members. 

“We  felt  a peer-to-peer 
approach  would  be  the  best  way 
to  reach  those  physicians  who  had 
not  responded  to  letters,”  Heintz 
says. 

The  first  task  facing  the 
academy  was  to  find  out  just  who 
those  non-members  were.  “We 
looked  at  OSMA  and  AMA 
membership  lists,  State  Board 
records,  hospital  rosters,  and  even 
the  white  and  yellow  pages  of  the 
telephone  book,”  Heintz  explains. 

Once  a list  of  non-members  was 
compiled,  the  academy,  with  the 
help  of  the  AMA  Department  of 
Development,  set  out  to  investigate 
each  name.  In  order  to  effectively 
recruit  new  members,  Heintz 
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explains,  “You  need  to  get  as 
much  information  about  them  as 
possible  — where  they  went  to 
school,  where  they  practice  and 
what  hospitals  and  specialties  they 
are  affiliated  with.” 

The  AMA  Department  of 
Development  used  its  computer  to 
put  together  “physician  profiles” 
on  each  name  it  received  from  the 
academy.  These  profiles  included 
the  physician’s  birthplace,  medical 
education  and  employment 
background,  along  with 
information  on  specialties  and 
memberships  in  other  professional 
organizations. 

Once  this  work  was  done,  the 
academy  set  out  to  meet  its  second 
largest  need  — to  gather  some 
willing  and  able  recruiters. 

“It’s  very  important  that 
doctors  do  the  calling,”  Heintz 
adds.  “When  a doctor  sells  the 
concept  of  organized  medicine  to 
another  doctor,  it  is  usually  very 
effective.” 

The  problem,  however,  is  that 
some  physicians  feel 
uncomfortable  calling  on  the  non- 
member. “Many  don’t  like  the 
idea  of  being  a recruiter,”  she 
says.  “They  feel  awkward  having 
to  ask  someone  to  join.” 

Society  officers,  past  presidents 
and  officers  and  even  retired 
members  are  a good  place  to  start 
in  the  search  for  recruiters,  Heintz 
has  found.  These  people  usually 
have  a firm  commitment  to  the 
organization  and  thus  have  ready 
answers  to  give  the  non-member 
physician.  And  once  they  get  over 
their  discomfort  and  fear,  Heintz 
has  found,  the  recruiters  “soon 
feel  at  ease  — and  actually  have  a 
good  time.” 

Selecting  the  proper  day  and 
time  is  also  important  to  the 
success  of  a phone-a-thon,  says 


Heintz.  “You  need  to  make  your 
calls  at  a time  the  non-member 
will  be  available  to  talk,”  she 
says,  “either  in  the  office  or  at 
home.  We  found  late  afternoons 
and  early  evenings  — from  about 
3 p.m.  to  9 p.m.  — to  be  the  best 
time,”  she  says. 

Cleveland  also  decided  on  three 
separate  phone-a-thon  dates,  in 
order  to  reach  as  many  people  on 
the  list  as  possible  — and  had 
three  different  sets  of  recruiters 
come  in  on  those  dates. 

The  most  costly  part  of  the 
project,  says  Heintz,  was  the 
addition  of  seven  telephone  lines. 
However,  the  $600  charge,  which 
included  installation,  equipment 
and  service,  was  split  three  ways 
by  the  academy,  the  OSMA  and 
the  AMA,  as  part  of  the  AMA’s 
new  “Peer-to-Peer”  program  (see 
August  Ohio  State  Medical 
Journal).  The  state  and  national 


organizations  also  provided 
support  materials  for  the  project, 
including  “reasons  to  join,”  says 
Heintz.  The  materials  enable  the 
academy  to  put  together  packets 
for  the  recruiters  in  order  to  help 
them  with  their  efforts.  “You 
have  to  do  as  much  as  you  can 
prior  to  the  event  if  you  want  to 
be  successful,”  says  Heintz. 

In  addition,  Cleveland’s  phone- 
a-thon  was  organized  around  a 
central  phone  bank  — all  of  the 
recruiters  sat  together  around  one 
large  table  and  made  their  calls. 
They  were  also  given  food  and 
drink  in  order  to  help  develop  a 
more  informal  atmosphere  and  put 
them  at  ease. 

“The  central  bank  brings 
everyone  together,”  says  Heintz. 
“It  helps  to  unify  and  solidify  the 
callers.  And  it’s  interesting  because 
it  serves  as  a kind  of  mini-example 
of  how  organized  medicine  works 


In  case  of  an 
emergency 

WILLIAM  GATES,  MD, 

Cincinnati,  admires  a hat  imprinted 
with  the  911  Emergency  number, 
which  will  soon  become  the 
official  statewide  number  to  dial 
in  all  emergency  situations.  Dr. 
Gates,  along  with  the  Ohio  State 
Medical  Association’s  legislative 
staff,  played  an  instrumental  role 
in  securing  the  legislation  needed 
to  make  “911”  a reality. 

Governor  Richard  Celeste,  to  the 
right  of  Dr.  Gates,  signed  the  bill 
into  law  this  past  summer. 
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— how  it  solidifies  and 
strengthens  doctors  in  a common 
cause.” 

Two  staff  members  were  also 
assigned  to  work  on  the  phone-a- 
thon,  but  for  clerical  purposes 
rather  than  personal  contacts. 

These  staff  members  kept  a 
running  tally  of  the  results  of  each 
phone  call  and  made  out 
personalized  letters  to  the  non- 
members as  soon  as  the  calls  were 
completed. 

It  is  important  not  only  that  a 
physician  does  the  asking,  says 
Heintz,  but  that  he  or  she  asks  in 
the  proper  manner. 

“You  can’t  just  start  out  by 
saying,  ‘Why  aren’t  you  a 
member?’  ” she  says.  A better 
approach  is,  “We  would  like  to 
invite  you  to  join  ...”  With  that 
introduction,  “our  callers 
developed  into  regular  sales 
people,”  she  continues.  “They 
soon  came  up  with  a lot  of  their 
own  reasons  for  joining.” 

As  a result  of  the  phone-a-thon, 
12  new  members  have  already 
signed  up  and  43  others  have 
indicated  they  intend  to  do  so. 
Some  75  others  promised  to 
“think  about  it,”  and  “only  21 
said  ‘No’  outright,”  says  Heintz. 

But  the  benefits  of  the  program 
go  beyond  new  members,  Heintz 
adds.  “It  gave  those  involved  a 
real  sense  of  comradery  — and  it 
also  let  those  non-members  in  the 
community  know  that  the  academy 
is  active  — and  is  actively  seeking 
their  participation.  It  opened  up  a 
whole  new  dialogue  between  the 
member  and  the  non-member. 

Like  the  rest  of  the  state  and 
country,  says  Heintz,  the 
Cleveland  academy  knows  it  is 
fighting  a tough  battle  to  keep  its 
membership  intact.  “We  see  a lot 
of  movement  among  members 


here,”  she  explains.  “A  lot  of  new 
members  come  in,  but  we  also  see 
a lot  of  doctors  move  or  retire 
every  year.  If  we  can  arrest  the 
attrition  and  continue  to  bring  in 
more  new  people  — we  should  be 
OK.”  — Susan  Porter 


Visiting  lectureship 

LOUISE  RAUH,  MD,  Cincinnati,  has 
been  recognized  by  the  Women’s  Faculty 
Association  of  Cincinnati’s  Children’s 
Hospital  with  the  establishment  of  the 
Louise  W.  Rauh  Visiting  Lectureship.  Dr. 
Rauh  is  honored  for  her  57  years  of  active 
pediatric  practice. 


Ohio 

Cancer 

Information 

Service 

1 -800-4-CANCER 


Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we  re  able  to 
expertly  advise  you  on  the  purchase  of  any  size  handmade  oriental  rug.  Trust 
us.  the  oriental  rug  professionals.  And  you’ll  love  your  new  rug.  and 
Menendian.  for  a lifetime. 

Menendian 


1090  W.  Fifth  Ave.  • 294-3345 

Mon.-Fri  9 a m -5  30  pm 
Thurs  9 am  -9  p m . Sat.  10  am  -4  30  pm 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area,  consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

St  oily  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 


618 


The  Ohio  State  Medical  Journal 


An  Important 
Question  for 
Ohio  Physicians: 


DOES  YOUR 
COMPANY: 


WHEN  YOU  HAVE 
A PROFESSIONAL 
LIABILITY  CLAIM, 

HOW  DOES 
YOUR  INSURANCE 
COMPANY  RESPOND? 

I Use  the  most  highly-qualified,  eminent  defense 
counsel  available  in  your  area? 

■ Have  a physician’s  consent  clause  for  claims  set- 
tlements? 

■ Make  it  a practice  never  to  surcharge  you  next 
year  for  this  year’s  claims? 

■ Have  a proven  track  record  of  skilled  claims 
handling? 

■ Have  a claims  review  committee  consisting  of 
doctors? 

Find  out  why  more  and  more  physicians  are  switching  to  PICO. 

Call  or  write  for  more  information;  or  contact  your  local  PICO  agency. 


IF  YOU  CAN 
ANSWER  YES 
TO  THESE 
QUESTIONS, 
YOUR  COMPANY 
IS  PROBABLY 
PICO! 
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Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 

(614)  864-7100  or  toll  free  in  Ohio,  1-800-282-7515. 
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The  AM  A Interim  Report 

By  Oscar  W.  Clarke,  MD,  and 
Herman  I.  Abromowitz,  MD 


This  report  covers  some  of  the 
important  issues  voted  on  by  the 
Ohio  Delegation  at  the  1985 
Annual  Business  meeting  of  the 
American  Medical  Association  in 
Chicago,  Illinois,  June  16-20, 

1985. 

There  were  55  reports  and  157 
resolutions  considered  by  the 
House  of  Delegates.  Six  of  the 
resolutions  were  introduced  by  the 
Ohio  Delegation  to  the  AM  A. 

Unethical  Aspects  of  Certain 
Medical  Care  Plans 

The  American  Medical 
Association  House  of  Delegates 
adopted  the  following  substitute 
resolution  in  lieu  of  the  resolution 
submitted  by  the  Ohio  Delegation: 

“RESOLVED,  That  the 
American  Medical  Association 
reaffirm  its  position  that  the 
welfare  of  the  patient  must  be 
placed  above  all  other  interests, 
including  the  financial  interests  of 
the  physician;  and  be  it  further 

RESOLVED,  That  it  is  the 
AMA  position  that  diagnostic 
procedures,  therapy,  or 
consultants  must  be  selected  using 
appropriate  scientific  technology 
and  clinical  judgment  and  that  the 
interests  of  the  patient  must 
prevail  regardless  of  the  incentives 
or  requirements  of  the  health  care 
plan  or  insurance  policy  covering 
the  patient.” 

Billing  for  Interpretive  Services  in 
Emergent  Settings 

The  AMA  House  of  Delegates 
referred  to  the  Board  of  Trustees 


the  following  resolution  submitted 
by  the  Ohio  Delegation: 

“RESOLVED,  That  the 
American  Medical  Association 
House  of  Delegates  request  the 
Judicial  Council  to  determine  the 
appropriate  method  by  which  the 
physician  who  treats  a patient  in 
an  emergent  setting  and  the 
consultant  physician  who  performs 
services  at  a later  date  may  best 
bill  for  services  each  has 
provided.” 

Credentialing  Procedure 

The  AMA  House  of  Delegates 
referred  to  the  Board  of  Trustees 
the  following  substitute  resolution 
in  lieu  of  the  resolution  submitted 
by  the  Ohio  Delegation: 

“RESOLVED,  That  the  AMA 
ask  the  JCAH  to  continue  to 
monitor  medical  staff  credentialing 
procedures  to  ensure  that  the 
individual  medical  staff  member’s 
credentials  file  contains  only  well- 
documented  and  appropriate  data 
and  does  not  include  information 
that  is  immaterial,  misleading,  or 
of  questionable  value,  and  that 
every  member  of  the  medical  staff 
has  the  right  of  access  to  his  or 
her  credential  file  and  the  right  to 
place  appropriate  rebuttal 
statements  to  any  adverse 
information  contained  therein.” 
JCAH  Regulations  Defining 
Executive  Committee  Composition 

The  AMA  House  of  Delegates 
rejected  a resolution  from  Ohio 
that  asks  the  AMA  to  direct  its 
Commissioners  to  the  JCAH  to 
oppose  the  requirement  that  all 


members  of  the  medical  staff  are 
eligible  for  membership  on  its 
executive  committee. 


The  AMA  House  of  Delegates 
referred  to  the  Board  of  Trustees 
the  following  resolution  submitted 
by  the  Ohio  Delegation: 

“RESOLVED,  That  the 
American  Medical  Association 
oppose  any  form  of  media 
advertising  of  tobacco  products  by 
initiating  legislation  prohibiting 
such  advertising.” 

National  PPO  and  Alternative 
Delivery  System  Agreements 

The  AMA  House  of  Delegates 
amended  and  adopted  a resolution 
submitted  by  the  Ohio  Delegation 
as  follows: 

“RESOLVED,  That  the 
American  Medical  Association 
inform  its  members  of  the 
proposed  national  Preferred 
Provider  Organization  (PPO) 
Teamsters  contract;  and  be  it 
further 

RESOLVED,  That  the  AMA 
Board  of  Trustees  review  the 
proposed  physician  contracts  of 
this  national  PPO  and  provide 
explanations  of  the  contract’s 
proposed  terms;  and  be  it  further 

RESOLVED,  That  the  AMA 
strongly  recommend  that  its 
members  closely  review  the  terms 
of  this  and  any  other  proposed 
alternative  delivery  system 
agreements  prior  to  agreeing  to 
participate,  particularly  as  it  may 


Media  Advertising  for  Tobacco 
Products 
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pertain  to  mandatory  Medicare 
assignment  or  to  hold  harmless 
clauses  in  proposed  contracts.” 

Key  Contact  Program 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
House  of  Delegates  commend  the 
Board  of  Trustees  and  staff  of 
AMA,  and  urge  rapid  development 
of  the  “key  contact”  program  and 
the  wholehearted  cooperation  of 
all  members  of  the  Association  in 
the  implementation  as  one  of  the 
highest  priorities  of  organized 
medicine.” 

The  Ohio  Delegation  supported 
adoption. 

Extension  of  Medical  Fee  Freeze 

In  lieu  of  four  resolutions  on 
the  subject  of  Medicare  freezes 
and  reimbursement,  the  AMA 
House  of  Delegates  adopted  the 
following  two  substitute 
resolutions: 

Extension  of  Medicare  Fee  Freeze 

“RESOLVED,  That  the 
American  Medical  Association 
request  that  the  Health  Care 
Financing  Administration  direct 
Medicare  carriers  in  each  state  to 
reevaluate  the  data  and 
methodology  used  in  calculating 
customary  profiles  and  the  local 
prevailing  fee  screens  for  all 
physicians,  and  that  these 
customary  charge  profiles  be  made 
available  promptly  to  each 
physician,  when  requested,  for 
review  and  verification,  and  be  it 
further 

RESOLVED,  That  the 
American  Medical  Association 
continue  its  opposition  to  the 
limitations  on  increases  in  the 
customary  and  prevailing  charge 
levels  for  Medicare  reimbursement 


and  its  opposition  to  the  freeze  on 
actual  fees  for  services  provided 
Medicare  beneficiaries.” 

Waiver  of  Medicare  Coinsurance 
and  Deductibles 

“RESOLVED,  That  the 
American  Medical  Association 
Officers  and  staff  be  commended 
for  their  action  in  protesting  the 
Health  Care  Financing 
Administration’s  possible 
prosecution  of  physicians  who 
waive  Medicare  patient’s 
deductibles  and  coinsurance 
payments  in  the  interests  of  their 
needy  patients;  and  be  it  further 
RESOLVED,  That  the  AMA 
continue  to  urge  withdrawal  by 
HCFA  of  its  proposal  which  is 
contrary  to  the  public  interest.” 
The  Ohio  Delegation  supported 
adoption. 

Revisions  to  the  Physicians 
Recognition  Award 

The  AMA  House  of  Delegates 
adopted  a Council  on  Medical 
Education  report  that  recommends 
certain  changes  to  simplify  the 
reporting  requirements  for 
continuing  medical  education 
requirements  for  the  Physician’s 
Recognition  Award. 

The  Ohio  Delegation  supported 
adoption. 

Physician  Surplus 

In  lieu  of  three  resolutions 
submitted  on  this  subject,  the 
AMA  House  of  Delegates  adopted 
the  following  substitute  resolution: 
“RESOLVED,  That  the 
American  Medical  Association 
recognize  the  concerns  of 
physicians,  the  public,  and  various 
governmental  bodies  regarding  the 
issue  of  physician  supply  and 
maldistribution;  and  be  it  further 
RESOLVED,  That  the  AMA 
form  a task  force  to  study  the 
supply  and  distribution  of 


physicians  in  the  United  States; 
and  be  it  further 

RESOLVED,  That  this  task 
force  evaluate  the  effects  of 
physician  supply  and  distribution 
on  the  quality  and  costs  of 
medical  care  in  the  U.S.  and  the 
possible  dysfunctioning  of  market 
forces,  and  submit  a progress 
report  to  the  House  of  Delegates 
in  December  1985  and  a final 
report  in  June  1986;  and  be  it 
further 

RESOLVED,  That  the 
American  Medical  Association  and 
state  medical  associations 
encourage  state  governments  to 
undertake,  with  the  assistance  of 
state  medical  associations,  an 
evaluation  of  their  local  situations; 
and  be  it  further 

RESOLVED,  That  data  and 
expertise  from  the  AMA  and  the 
state  medical  society  be  made 
available  at  cost  for  these  local 
efforts.” 

The  Ohio  Delegation  supported 
adoption. 

Hospital  Administrator  at  Medical 
Executive  Committee  Meetings 

The  AMA  House  of  Delegates 
adopted  the  following  amended 
resolution: 

“RESOLVED,  That  the  Chief 
Executive  Officer  of  the  Hospital 
or  his  designee  may  be  invited  to 
attend  meetings  of  the  Executive 
Committee.  During  Executive 
Sessions  of  this  Committee,  the 
CEO  may  be  invited  to  stay  or 
may  be  asked  to  leave  the 
meeting.” 

The  Ohio  Delegation  supported 
adoption. 

Alcohol  and  the  Driver 

The  AMA  House  of  Delegates 
adopted  a Council  on  Scientific 
Affairs  report  including  the 
following  recommendations: 

1.  Direct  public  information  and 

education  against  any  drinking 
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by  drivers,  and  encourage  other 
organizations  to  do  the  same. 

2.  Adopt  a position  supporting 
0.05  Vo  BAC  as  per  se  illegal  for 
driving,  and  urge  incorporation 
of  that  position  in  all  state 
drunk  driving  laws. 

3.  Reaffirm  the  position 
supporting  21  as  the  legal 
drinking  age,  support  strong 
penalties  for  providing  alcohol 
to  persons  younger  than  21, 
and  stronger  penalties  for 
providing  alcohol  to  drivers 
younger  than  21. 

4.  Urge  adoption  by  all  states  of 
an  administrative  suspension  or 
revocation  of  driver  licenses 
after  Driving  Under  the 
Influence  (DUI)  arrest,  and 
mandatory  revocation  after  a 
specified  number  of  repeat 
offenses. 

5.  Encourage  automobile  industry 
efforts  to  develop  a safety 
module  that  thwarts  operation 
of  a car  by  an  intoxicated 
person. 

The  Ohio  Delegation  supported 
adoption. 

AMA  Dues,  1986 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees 
report  proposing  a revised 
Association  dues  schedule  for  1986 
that  establishes  a dues  level  of 
$375  for  regular  members,  includes 
proportional  increases  for  other 
special  categories  of  members,  and 
maintains  dues  at  $45  for  residents 
and  $20  for  students.  A ten 
percent  rebate  on  AMA  dues  for 
members  of  unified  societies  would 
continue  in  1986. 

While  considerable  testimony 
was  heard  both  supporting  and 
opposing  the  proposed  dues 
increase,  the  House  of  Delegates 
takes  its  financial  oversight 
responsibilities  very  seriously  in 
recommending  the  adoption  of  this 
report.  A difficult  lesson  was 
learned  by  the  erosion  of  the 
narrow  budgeted  margin  of 
revenues  over  expenses  in  1985 


necessitating  the  implementation 
of  an  austerity  program  to  save  in 
excess  of  $5  million.  A timely 
need  for  resources  for  the 
restoration  of  essential  programs 
and  Association  support  for  the 
critical  issues  facing  the  profession 
convinced  the  House  that  the 
proposed  dues  increase  is  both 
necessary  and  appropriate  at  this 
time.  Although  some  testimony 
urged  delaying  the  implementation 
of  a dues  increase,  the  Committee 
expressed  serious  concern  that  any 
delay  would  result  in  a long-term 
adverse  financial  effect  on  the 
Association,  as  well  as  further 
budget  reductions. 

Information  concerning  the 
potential  impact  of  a $45  dues 
increase  on  membership 
development.  Based  on  a statistical 
analysis,  an  overall  net  increase  in 
the  number  of  AMA  members  is 
expected  for  1986  despite  higher 
dues. 

Taking  into  consideration  the 
additional  revenues  associated  with 
the  proposed  dues  increase,  the 
projected  excess  revenues  over 
expenses  in  1986  is  only  2.2 
percent  of  budgeted  operating 
expenses.  The  House  was 
cautioned  that  approval  of  any 
new  initiatives  under  consideration 
at  the  1985  Annual  Meeting  could 
quickly  and  severely  impact  this 
relatively  narrow  margin. 

The  Ohio  Delegation  supported 
adoption. 

Corporal  Punishment  in  Schools 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees 
report  that  examines  the 
consequences  of  corporal 
punishment  and  recommends  the 
elimination  of  such  punishment  of 
students  in  schools.  It  suggests 
that  alternative  forms  of  discipline 
are  more  advantageous. 
Recommendations  for  action 
include  working  with  state  medical 
societies  and  the  American 
Academy  of  Pediatrics  to  develop 
appropriate  legislation. 


The  Ohio  Delegation  supported 
adoption. 

Impact  of  Computers  in  Health 
Care 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees 
report  that  includes  the  following 
statement: 

“Clearly  computers  have  already 
affected  health  care  and  will 
continue  to  do  so.  The  details  of 
the  future  are  of  course  unknown, 
but  the  direction  of  the  computer’s 
impact  on  health  care  can  be 
predicted.  New  advances  will 
continue  to  offer  the  physician 
new  options  in  clinical  practice. 
These  advances  can  be  expected  to 
reduce  cost,  improve  efficacy,  and 
enhance  confidentiality.  As  with 
any  other  clinical  tool,  however, 
the  effect  of  the  computer  on  the 
patient-physician  relationship  will 
depend  greatly  on  how  the 
physician  uses  it  and  the  options  it 
offers. 

“Given  the  dynamic  nature  of 
this  field,  the  Board  of  Trustees 
will  continue  to  monitor  the 
evolution  of  computers  in 
medicine.” 

The  Ohio  Delegation  supported 
adoption. 

Continued  Support  of  Human 
Rights  and  Freedom 

The  AMA  House  of  Delegates 
adopted  the  following  substitute 
resolution: 

“RESOLVED,  That  the 
American  Medical  Association 
express  to  the  World  Medical 
Association  in  a manner  it  deems 
appropriate,  its  continued  support 
of  the  dignity  of  the  individual, 
the  importance  of  human  rights, 
and  the  sanctity  of  human  life  and 
its  opposition  to  any 
discrimination  based  on  a person’s 
color,  race  or  religious  belief  and 
other  such  reprehensible  policies.” 

The  Ohio  Delegation  supported 
adoption.  OSMA 
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There  are  many  excellent  reports 
presented  to  the  House  of 
Delegates  at  each  meeting, 
covering  a wide  range  of  subjects 
that  are  of  interest  to  physicians. 
These  reports,  prepared  by  the 
AMA  Board  of  Trustees,  councils, 
committees  and  staff,  contain  a 
wealth  of  information. 

A listing,  by  title,  of  some  of 
the  reports  follow.  If  you  would 
like  a copy  of  any  of  these 
reports,  please  contact  the  OSMA 
office. 

1.  Insanity  as  a Defense 

2.  Hospital  Ethics  Committee 


3.  AMA  Membership  Benefits 

4.  Defaulted  Medical  Education 
Loans 

5.  International  Commission  on 
Prison  Medical  Ethics 

6.  Health  Policy  Agenda  for  the 
American  People 

7.  Child  Abuse  Prevention  Using 
a Children’s  Trust  Fund 

8.  AMA  Impaired  Physician 
Activity 

9.  Satellite  and  Commercial 
Medical  Clinics:  An  Update 

10.  Health  Consequences  of 
Excessive  Alcohol  Abuse 

11.  Outreach  Program  for  Women 


Physicians:  An  Informational 
Report 

12.  Donor  Organ  Study 

13.  Jail  Health  Issue 

14.  Smoking  or  Health 

15.  Acute  Arthritis  Rehabilitation 
Guidelines 

16.  Renal  Dialysis  Services 


Oscar  W.  Clarke,  MD,  is  Chairman  of 
the  Ohio  Delegation  to  the  AMA. 
Herman  I.  Abromowitz,  MD,  is  Co- 
Chairman  of  the  Ohio  Delegation  to 
the  AMA  and  President  of  the  Ohio 
State  Medical  Association. 
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LEGISLATIVE  REVIEW 


By  the  OSMA  Department  of  Legislation 


Editor’s  Note:  Each  January, 
the  Ohio  State  Medical  Journal 
takes  a look  at  what  is  happening 
in  the  State  Legislature  that  could 
affect  the  practice  of  medicine  and 
the  delivery  of  health  care  in  this 
state.  However,  the  first  six 
months  of  1985  have  seen  so  much 
activity  in  this  area  that  we  felt  a 
mid-year  update  was  in  order.  The 
following  is  excerpted  from  a 
report  prepared  by  the  OSMA 
Department  of  Legislation  and 
presented  at  a special  meeting  of 
Ohio’s  county  medical  society 
executives  in  July. 


NURSE  PRACTICE  ACT 
HEARINGS  CONTINUE 

Numerous  meetings  have  been 
held  over  the  past  six  months 
regarding  Substitute  House  Bill 
315,  better  known  as  the  Nurse 
Practice  Act.  OSMA  legislative 
staff,  councilors  and  concerned 
members  have  been  active  in 
monitoring  and  testifying  at 
subcommittee  hearings. 

The  OSMA  legislative  staff  has 
also  been  meeting  on  this  bill  with 
representatives  of  the  Coalition, 
the  Ohio  Nurses  Association,  the 


Ohio  Hospital  Association,  the 
Ohio  Osteopathic  Association, 
members  of  the  Subcommittee  and 
Representative  Sheerer,  the 
sponsor  of  this  bill. 

The  major  points  of  controversy 
still  include: 

• the  legislative  intent  clause 

• the  definition  of  the  “Practice 
of  Nursing  as  a Registered 
Nurse” 

• the  definition  of  the  “Practice 
of  Nurse  Midwifery” 

• prescription  privileges 

• the  Advanced  Nursing  Practice 
Council 
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• the  removal  of  nurses  from  the 
State  Medical  Board’s 
jurisdiction 

• the  repeal  of  the  prohibitions  in 
the  current  law  on  nurses  for 
performing  “acts  of  medical 
diagnosis  or  prescription  of 
medical,  therapeutic  or 
corrective  medical  measures” 
and  from  engaging  in  “the 
practice  of  medicine  or  surgery 
or  any  of  its  branches.” 

ALLIED  HEALTH 

PRACTITIONERS 

LEGISLATION 

Occupational  Therapy  — 
Physical  Therapy  Bill  signed  — 

On  July  1,  Governor  Celeste 
signed  Amended  Substitute  House 
Bill  460  which  removes  the 
prohibition  on  services  rendered  by 
a licensed  practitioner  or  anyone 
employed  or  supervised  by  the 
licensed  practitioner  from  being 
designated  as  physical  therapy. 

This  bill  also  extends  the  sunset  of 
the  Board  until  July  1,  1991  and 
increases  the  physician 
representation  on  the  Physical 
Therapy  Section  of  the  Board 
from  one  to  three  physicians  (two 
MDs  and  one  DO). 

Outpatient  Diagnostic  Procedure 
Privileges  for  Chiropractors  — 

Hearings  on  House  Bill  537  have 
begun  in  the  House  of 
Representatives’  Health  and 
Retirement  Committee.  This  bill 
would  require  the  “governing 
body  of  every  hospital”  to  allow 
any  licensed  chiropractor  “access 
to  all  outpatient  diagnostic 
procedures  offered  by  the  hospital 
within  the  scope  of  the 
chiropractor’s  practice,  by  referral 
of  any  patient  to  the  hospital  on 
an  outpatient  basis,  in  the  same 
manner  as  other  licensed 
physicians  refer  patients  to  the 
hospital  on  an  outpatient  basis.” 
Further  hearings  are  not  expected 
until  September. 

Civil  Immunity  for  Chiropractic 
Peer  Review  Committee  — 

Senator  Stanley  Aronoff  (R- 


Cincinnati)  introduced  Senate  Bill 
186  which  would  grant  limited 
civil  immunity  to  members  or 
employees  of  a nonprofit 
corporation  acting  as  a peer  review 
or  professional  standards  review 
committee  of  a state  or  local 
chiropractic  organization.  This 
liability  is  currently  granted  by 
state  statute  to  a peer  review  or 
professional  standards  review 
committee  composed  of 
chiropractors  of  a state  or  local 
chiropractic  organization.  The  bill 
would  also  extend  civil  immunity 
to  persons  providing  information 
to  the  committee.  As  of  mid-July, 
the  bill  had  been  referred  to  the 
Senate  Health,  Human  Services 
and  Aging  Committee,  but  no 
hearings  had  been  held  on  the 
measure. 

Hospital  Staff  Privileges  for 
Psychologists  — HB  536, 
sponsored  by  Representative 
Edward  J.  Orlett  (D-Dayton),  was 
recently  introduced  in  the  Ohio 
House  of  Representatives.  This  bill 
would  prohibit  the  governing 
board  of  any  hospital  from 
discriminating  against  a 
psychologist  in  considering  and 
acting  upon  applications  for  staff 
membership  or  professional 
privileges  within  the  scope  of  the 
applicants’  license.  Although  this 
bill  was  originally  referred  to  the 
House  of  Representatives’  Health 
and  Retirement  Committee,  it  was 
re-referred  to  the  House  Economic 
Affairs  and  Federal  Relations 
Committee. 

Dietician  Licensure  — House 
Bill  570,  which  would  create  a 
five-member  Ohio  Board  of 
Dietetics  to  oversee  the  licensure 
and  regulation  of  dieticians  and 
would  establish  licensure 
requirements,  has  been  referred  to 
the  House  of  Representatives’ 
Economic  Development  and  Small 
Business  Committee,  where 
hearings  have  begun.  However,  a 
number  of  exemptions  are 
established  in  the  bill,  including 
physicians  — but  not  persons 


employed  or  under  the  supervision 
of  a licensed  physician,  unless 
such  person  is  licensed  under  Ohio 
Revised  Code  Chapters  4701  to 
4755. 

INSURANCE  LEGISLATION 

Loss  Reserves  for  Medical 
Malpractice  Insurance  — 

Amended  House  Bill  162  has  been 
passed  by  both  the  Ohio  House 
and  Senate  and  will  become 
effective  October  10,  1985. 

The  bill  requires  that  the  annual 
statement  of  an  insurer  writing 
medical  malpractice  coverage 
contains  an  approved  actuary’s 
certificate  stating  that  the  loss 
reserves  for  such  coverage  are 
computed  and  fairly  stated  in 
accordance  with  accepted  loss 
reserving  standards. 

Insurance  Fraud  — S.B.  18  is 
an  insurance  fraud  bill  proposed 
by  Blue  Cross  of  Northeastern 
Ohio,  which  would  raise  the 
penalty  for  medical  insurance 
fraud  from  a misdemeanor  to  a 
felony  for  fraudulent  claims  under 
$300.  As  initially  introduced,  the 
bill  was  extremely  broad  and 
would  make  it  a felony  for 
submitting  claims  which  were 
“medically  unnecessary.” 

HMO  Contracts  for  Allied 
Practitioners  — House  Bill  494 
was  passed  by  the  House  of 
Representatives  by  a vote  of  87-6. 
It  provides  that  if  an  HMO 
furnishes  health  care  services 
through  provider  contracts  or 
agreements  with  a majority  of 
medical  physicians  practicing  in 
any  county  or  plan  area  in  which 
it  offers  its  services,  “it  shall 
contain  the  costs  of  providing 
health  care  services  by  offering 
provider  agreements  or  contracts, 
substantially  equivalent  in  terms 
and  conditions”  to  optometrists, 
podiatrists,  chiropractors, 
psychologists,  and  dentists  “in 
each  area  in  which  it  offers  its 
services,  for  the  furnishing  to 
subscribers  of  services  that  may  be 
legally  provided”  by  such  person 
“and  that  are  furnished  by  such 
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HMO.” 

The  OSMA  presented  a letter  of 
opposition  to  the  House  Insurance 
Committee,  which  is  chaired  by 
Rep.  Stinziano,  and  has  held 
discussions  individually  with 
members  of  the  committee. 

In  addition,  an  amendment 
unrelated  to  the  subject  of  the  bill 
was  added  on  the  House  floor. 

The  amendment  provides  that  a 
resident  of  a rest  home  may 
receive  home  health  services  from 
a home  health  agency  with  the 
written  order  and  approval  of  a 
licensed  physician  and  as  permitted 
by  the  policies  of  the  rest  home. 
These  services,  as  defined  by 
current  statute,  include: 

1.  Nursing  care  provided  by  or 
under  the  supervision  of  a 
registered  professional  nurse; 

2.  Physical,  occupational  or 
speech  therapy  ordered  by  the 
patient’s  attending  physician; 

3.  Medical  social  services 
performed  by  or  under  the 
supervision  of  a qualified  medical 
or  psychiatric  social  worker  and 
under  the  direction  of  the  patient’s 
attending  physician; 

4.  Personal  health  care  of  the 
patient  performed  by  aides  in 
accordance  with  the  orders  of  a 
doctor  of  medicine  or  osteopathy 
and  under  the  supervision  of  a 
registered  professional  nurse; 

5.  Medical  supplies  and  the  use 
of  medical  appliances; 

6.  Medical  services  of  interns 
and  residents-in-training  under  the 
approved  teaching  program  of  a 
non-profit  hospital  and  under  the 
direction  and  supervision  of  the 
patient’s  attending  physician; 

7.  Any  of  the  foregoing  items 
and  services  which: 

a.  Are  provided  on  an 
outpatient  basis  under 
arrangements  made  by  the 
home  health  agency  at  a 
hospital  or  skilled  nursing 
facility; 

b.  Involve  the  use  of 
equipment  of  such  a nature  that 
the  items  and  services  cannot 
readily  be  made  available  to  the 


patient  in  his  place  of  residence, 
or  which  are  furnished  at  the 
hospital  or  skilled  nursing 
facility  while  he  is  there  to 
receive  any  items  or  service 
involving  the  use  of  such 
equipment.” 

The  bill  was  forwarded  to  the 
Ohio  Senate  for  consideration. 

HEALTH  CARE  FACILITIES 
LEGISLATION 

HOSPITAL  DATA 
COLLECTION 

H.B.  533  (R.  Miller  D- 
Columbus)  along  with  its 
predecessor,  H.B.  58,  is  aimed  at 
establishing  a system  where  the 
Ohio  Department  of  Health  can 
collect  data  on  hospital  costs  and 
patient  discharge  information.  As 
currently  written,  H.B.  533  would 
mandate  hospital  reporting  by 
requiring  hospitals  to  release  their 
UB-82  forms,  i.e.,  the  hospital 
billing  forms,  to  the  Department 
of  Health.  The  Department  would 
then  create  a data  base  which 
could  be  used  to  create  hospital- 
specific  information  on  average 
room  costs,  length  of  stay  (LOS), 
the  costs  of  ancillary  services,  and 
cost/DRG.  Although  information 
would  not  be  reported  on  a 
physician-specific  basis,  the 
physician  identifiers  would  appear 
on  the  UB-82  as  submitted. 

Several  meetings  have  been  held 
to  discuss  alternative  legislation.  A 
likely  substitute  bill  would  involve 
data  disclosure  instead  of  data 
reporting.  Under  data  disclosure, 
each  hospital  would  be  responsible 
for  compiling  its  own  data 
summary  for  each  specified  DRG. 
Data  might  include  such 
information  as  average  LOS,  the 
average  charges,  age  categories, 
sex,  category  of  bed.  This 
composite  information  developed 
by  each  hospital  would  then  be 
reported  in  a uniform  fashion  to 
the  Department  of  Health. 

It  is  important  to  note,  though, 
that  there  has  been  no  agreement 
reached  on  the  data  disclosure 


proposal.  It  is  merely  on  the  table 
for  discussion.  H.B.  533  remains 
in  the  House  Health  and 
Retirement  Committee. 

CONSOLIDATED  BILLING  FOR 
HEALTH  CARE  SERVICES 

H.B.  540,  sponsored  by 
Representative  Marc  Guthrie  (D- 
Newark)  is  being  heard  in  the 
House  of  Representatives’  Health 
and  Retirement  Committee.  This 
bill  would  require  providers  of 
inpatient  or  outpatient  health  care 
services  to  a patient  at  a health 
care  facility,  i.e.  hospital,  urgent 
care  center  of  ambulatory  surgery 
facility,  to  submit  the  initial  bill 
for  such  services  through  the 
health  care  facility.  The  health 
care  facility  would  then  be 
responsible  for  submitting  the 
patient  a bill  for  all  services 
provided  at  the  facility.  Further 
hearings  on  this  bill  are 
anticipated  this  Fall. 

HOSPICE  LICENSURE 

Senate  Bill  22,  sponsored  by 
Senator  Lee  I.  Fisher  (D-Shaker 
Heights),  would  require  every 
person  who  proposes  to  operate  a 
hospice  or  provide  hospice  care  to 
apply  for  a license.  The  bill  would 
create  a twelve  member  Hospice 
Advisory  Board  appointed  by  the 
Governor  and  Director  of  Health; 
would  authorize  the  Department 
of  Health  to  license  hospices  and 
providers;  and  would  establish 
requirements  to  be  met  by 
licensees. 

This  bill  has  been  referred  to 
the  Senate  Health,  Human 
Services  and  Aging  Committee. 

Due  to  many  concerns  over 
specific  provisions  in  this  bill,  the 
interested  parties,  including  OSMA 
staff,  have  been  meeting  to  work 
out  their  concerns.  Hearings  are 
expected  to  resume  on  this  bill  in 
the  near  future  when  a substitute 
bill  will  be  offered.  Among  the 
changes  anticipated  in  the 
substitute  bill  is  the  clarification 
that  hospice  licensure  applies  only 
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to  the  provider  of  the  hospice  care 
program  and  not  all  persons 
providing  hospice  care  in  a hospice 
care  program. 

PRESCRIPTION  ABUSE 

PRESCRIPTION  ABUSE  DATA 
SYNTHESIS  (PADS)  STARTS 
UP  IN  OHIO 

On  May  28,  29,  and  30,  1985, 
Barry  Rhodes,  the  AMA 
consultant  responsible  for  PADS 
implementation,  was  in  Ohio  to 
conduct  the  initial  interviews  of 
the  groups  which  will  participate 
in  the  PADS  (Prescription  Abuse 
Data  Synthesis)  program.  PADS 
has  been  implemented  in  12  states 
to  date,  and  is  designed  to  identify 
prescription  drug  diversion  and  the 
diverters.  The  program  will  use 
existing  information  to  determine 
the  extent  of  drug  diversion  within 
a state,  the  drugs  involved,  the 
sources  of  those  drugs,  and  the 
consequences  of  such  diversion. 
Designed  for  use  at  the  state  level 
due  to  the  varying  nature  of  drug 
abuse  from  state  to  state,  22  Ohio 
associations,  agencies  and  state 
level  departments  have  agreed  to 
participate  in  the  program.  The 
OSMA  was  responsible  for 
requesting  that  AMA  bring  the 
PADS  program  into  Ohio  and 
remains  the  primary  participant 
during  the  program’s  proceedings. 
Additional  site  visits  will  be 
scheduled  and  a final  report  issued 
this  fall. 

TRIPLICATE  PRESCRIPTION 
BILL  INTRODUCED 

Representative  Paul  Jones  (D- 
Ravenna)  has  introduced  Bill  603 
which  would  establish  a triplicate 
prescription  procedure  for 
Schedule  II  controlled  substances 
in  Ohio. 

The  Ohio  Department  of  Health 
would  provide  the  triplicate 
prescription  forms  as  established 
by  the  bill  for  use  by  practitioners, 
and  shall  act  as  the  repository  for 
one  copy  of  the  completed 
prescription  form.  Access  to 
information  from  the  prescription 
will  not  be  available  except  to 
investigators  of  the  State  Medical 
Board,  the  State  Dental  Board,  the 
State  Veterinary  Medical  Board, 
the  State  Board  of  Pharmacy,  or 
authorized  officers  of  the  Health 
Department  engaged  in  bona  fide 
investigations  of  suspected 


criminal  activity  with  the  approval 
of  investigators  of  any  such 
regulatory  boards.  The  Health 
Department  shall  make  quarterly 
reports  to  the  Controlling  Board 
certifying  that  it  has  complied  with 
the  requirements  of  this  statute 
and  within  two  years  after  the 
effective  date  of  the  bill  the  State 
Medical  Board,  the  State  Dental 
Board,  the  Board  of  Veterinary 
Medicine,  the  State  Board  of 
Pharmacy,  and  the  Department  of 
Health  shall  submit  a report  to  the 
Attorney  General  on  the 
effectiveness  of  the  triplicate 
prescription  program. 

To  date,  the  bill  has  been 
referred  to  the  House  Health  and 
Retirement  Committee,  but  no 
hearings  have  been  held.  Rep. 
Jones  has  expressed  an  interest  in 
the  PADS  program  currently 
underway  in  Ohio  and  has 
indicated  an  eagerness  to  work 
with  the  OSMA  legislative  staff 
regarding  the  subject  of 
prescription  procedures  in  Ohio. 

STATE  OF  OHIO  BUDGET  — 
AS  PASSED 

PHYSICIANS’  FEES  FOR 
MEDICAID  SIGNIFICANTLY 
INCREASED 

Medicaid  provider  fees  were 
increased  $88  million  for  the  next 
biennium  in  House  Bill  238,  the 
budget  bill,  signed  by  Governor 
Celeste  July  1,  1985.  This  figure 
represents  approximately  a 26% 
increase  over  current  funding 
levels  for  Medicaid  providers  and 
is  the  first  increase  for  physicians 
in  the  Medicaid  program  in  twelve 
years.  The  OSMA  strongly 
supported  this  increase  during 
budget  hearings. 

The  1986-1987  budget,  totaling 
$19.9  billion,  includes  a 15% 
reduction  in  state  personal  income 
tax  rates  (plus  a 5%  additional 
contingent  reduction)  and  an 
appropriations  increase  of 
approximately  18%  over  last 
biennium’s  spending  levels.  The 
reduction  in  Ohio’s  personal 
income  tax  is  scheduled  to  be 
implemented  over  the  next  two 
year  period.  A 10%  reduction  in 
the  state’s  income  tax  withholding 
took  effect  upon  the  signing  of  the 
bill.  Another  5%  tax  cut  takes 
effect  January  1,  1987.  A third  cut 
of  5%  would  begin  July  1,  1987, 
in  the  event  Ohio’s  unemployment 


rate  drops  below  7%  (the  current 
Ohio  unemployment  rate  is  7.5%). 

Health  Department  programs 
which  were  significantly  impacted 
by  the  budget  were:  Maternal  and 
Child  Health  Clinics  — 
appropriation:  $8.8  million  to  help 
establish  maternal  and  child  health 
clinics  (or  programs,  where  the 
clinics  are  not  feasible)  for  the  22 
Ohio  counties  currently  without 
Health  Department-sponsored 
MCH  clinics;  Imunizations  — 
appropriation:  $1.7  million  to 
cover  increased  cost  of  DPT 
immunization  serum  and  flu 
vaccinations  for  the  elderly; 
Alcohol  Detoxification  Centers  — 
appropriation:  $4.7  million  (down 
approximately  $2  million)  — 
revenues  were  lost  in  alcohol  detox 
due  to  decreases  in  the  liquor 
profits  tax,  which  is  used  to  fund 
the  centers.  This  will  most  likely 
result  in  a cutback  in  current 
services  to  program  participants; 
Local  Health  District  Subsidies  — 
appropriation:  $6.7  million  (up 
from  a capitated  rate  of 
approximately  22C  to  a rate  of  33<P 
in  fiscal  1987). 

APPOINTMENTS 

GOVERNOR  APPOINTS  TWO 
PHYSICIANS  TO  RADIATION 
ADVISORY  GROUP 

Governor  Celeste  has  announced 
the  appointment  of  Raymundo 
Go,  M.D.  (Cleveland)  and  John 
Olsen,  M.D.  (Columbus)  to  the 
Radiation  Advisory  Council.  Dr. 
Go  is  the  Chairman  of  the 
Department  of  Nuclear  Medicine 
of  the  Cleveland  Clinic.  Dr.  Olsen 
is  an  Associate  Professor  of 
Radiology  at  the  Ohio  State 
University  Hospitals  in  Columbus. 
The  OSMA  submitted  and 
endorsed  both  these  candidates  for 
positions  on  the  Council. 

The  Radiation  Advisory  Council 
has  been  created  to  consult  with 
Dr.  David  Jackson,  Director  of 
the  Department  of  Health,  on 
matters  of  policy  affecting  the 
administration  and  enforcement  of 
Ohio’s  radiation  laws. 

MISCELLANEOUS  STATE 

REGULATIONS 

ALTERNATIVE  TREATMENTS 
FOR  BREAST  CANCER 

H.B.  415,  sponsored  by 
Francine  Panehal  (D-Cleveland), 
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Angina  comes  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 
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See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinltrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  Isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmington,  DE  19897 
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which  would  require  the 
Department  of  Health  to  appoint 
a Cancer  Treatment  Advisory 
Committee  to  assist  the 
Department  in  developing 
standardized  written  summaries 
describing  the  “alternative 
efficacious  methods  of  treatment 
of  breast  cancer  that  may  be 
medically  viable”  has  begun 
hearings  in  the  House  of 
Representatives  Health  and 
Retirement  Committee.  This  bill 
would  also  establish  requirements 
to  be  met  by  the  physician  before 
a patient  consents  to  treatment  for 
breast  cancer  relative  to  providing 
the  patient  with  a copy  of  the 
standardized  written  summary 
appropriate  to  the  patient’s 
medical  condition  and  explaining 
the  treatment  options  appropriate 
to  the  patient’s  medical  condition. 
H.B.  415  would  also  mandate  a 
consent  form  to  be  executed  prior 
to  a physician  or  surgeon 
operating  on  a patient  for  a tumor 
of  the  breast. 

The  OSMA  legislative  staff  has 
been  meeting  with  Representative 
Panehal  on  this  bill.  Carolyn 
Towner  testified  before  the 
committee  regarding  the  OSMA’s 
concerns  with  certain  provisions  in 
H.B.  415.  The  Department  of 
Health  has  offered  proponent 
testimony  on  this  bill.  Further 
hearings  are  expected  this  Fall. 

ARTIFICIAL  INSEMINATION 

House  Bill  476  has  been 
introduced  by  Marie  Tansey  (R- 
Vermilion)  and  is  currently  in  the 
House  of  Representatives’ 

Judiciary  and  Criminal  Justice 
Committee.  This  bill  would 
establish  the  requirements  for  the 
artificial  insemination  of  a wife 
with  the  semen  of  a man  who  is 
not  her  husband  for  the  purpose 
of  impregnating  the  wife  so  that 
she  can  bear  a child  that  she  and 
her  husband  intend  to  raise  as 
their  child.  H.B.  476  specifically 
does  not  deal  with  surrogate 
motherhood  or  artificial 
insemination  of  women  who  are 
not  married.  H.B.  476  would 
establish  requirements  pertaining 
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to  the  artificial  insemination, 
donor,  wife  and  husband, 
physician,  written  consent, 
information  to  be  provided  the 
wife  and  husband,  files,  donor 
information  and  inspection  of 
files.  The  bill  would  require  that  if 
a wife  is  artificially  inseminated 
with  semen  from  a man  who  is 
not  her  husband,  “the  husband 
shall  be  treated  in  law  and 
regarded  as  the  natural  father  of  a 
child  conceived  as  a result  of 
artificial  insemination,  and  a child 
so  conceived  shall  be  treated  in 
law  and  regarded  as  the  natural 
child  of  the  husband.”  The  donor 
of  the  semen  will  not  be  treated  in 
law  or  regarded  as  the  natural 
father  of  the  child. 

The  purpose  of  H.B.  476, 
according  to  the  proponents  of 
this  bill,  is  that  the  current  Ohio 
Parentage  Act  does  not  address 
children  conceived  through 
artificial  insemination;  thus,  the 
parentage  of  these  children  could 
be  interpreted  to  be  subject  to 
determination  under  the  general 
provisions  relative  to  biological 
parentage.  In  an  action  under 
Ohio’s  Parentage  Act,  the  medical 
records  and  physician’s  testimony 
regarding  the  pregnancy  and  birth 
are  available  to  the  child,  alleged 
father  and  to  the  mother,  and 
proponents  of  the  bill  fear  records 
concerning  an  artificial 
insemination  may  not  be 
privileged. 

OHIO  HOUSE  PASSES  LIVING 
WILL  LEGISLATION 

The  Ohio  House  of 
Representatives,  by  a vote  of 
52-43,  passed  Substitute  House  Bill 
220  which  would  establish 
procedures  for  making  and 
implementing  a “living  will”  in 
Ohio.  The  legislation  will  now  be 
sent  to  the  Ohio  Senate  for  further 
consideration.  The  Senate  has  had 
a “living  will”  bill  under 
consideration  in  the  Health, 

Human  Services  and  Aging 
Committee,  but  no  action  has 
been  taken  on  that  measure. 

The  House  bill  provides 


immunity  from  civil  and  criminal 
liability  or  charges  of 
unprofessional  conduct  for 
physicians,  and  other  health  care 
professionals  working  under  the 
physician’s  orders,  for  withholding 
or  discontinuing  medical  measures 
from  noncommunicative  terminal 
patients  who  have  made  living 
wills  or  directives  as  prescribed  by 
the  bill.  These  same  conditions  are 
also  offered  by  H.B.  220  to 
instances  where  terminal  patients 
who  are  permanently  unconscious 
have  no  living  will  but  the 
patient’s  guardian,  relatives  or  a 
court  order  permits  the 
withholding  or  discontinuance  of 
medical  measures.  Immunity  is 
further  extended  to  a physician  for 
failure  or  refusal  to  comply  with 
the  terms  of  a directive  or  a living 
will,  but  requires  that  a physician 
under  such  conditions  shall  not 
prevent  the  transfer  of  the  patient 
to  another  physician  or  facility. 

OHIO  HOUSE  PASSES  BILL 
REQUIRING  PARENTAL 
NOTIFICATION  OF  ABORTION 

The  Ohio  House  of 
Representatives  has  passed  by  a 
vote  of  69-23  Substitute  House  Bill 
319  which  would  prohibit  an 
“unmarried,  unemancipated” 
minor  (under  the  age  of  18)  from 
having  an  abortion  until  a 
reasonable  attempt  has  been  made 
to  notify  the  minor’s  parents.  The 
legislation  would  prohibit  the 
performing  of  an  abortion  on  such 
minor  without  first  giving  at  least 
24  hours  actual  notice  in  person  or 
by  telephone,  to  the  minor’s 
parents,  guardian  or  custodian, 
unless  one  of  these  persons  has 
given  written  consent  or  a juvenile 
court  has  issued  an  order  in  lieu 
of  parental  consent.  If  actual 
notice  cannot  be  given,  a 48  hour 
period  is  designated  to  allow  for 
notice  by  both  certified  and  actual 
mail.  Failing  notification,  the 
abortion  may  not  be  undertaken. 

The  bill  provides  an  affirmative 
defense  for  the  person  performing 
the  abortion  if  the  minor  provides 
false  or  incorrect  information 
about  her  age,  marital  status, 


emancipation,  or  the  whereabouts 
of  her  parents,  guardian  or 
custodian;  or,  if  the  threat  of 
serious  risk  to  the  life  or  physical 
health  of  the  pregnant  woman 
prevailed  and  necessitated  the 
immediate  performance  of  an 
abortion.  The  bill  will  be 
forwarded  to  the  Ohio  Senate  for 
consideration. 

CORPORAL  PUNISHMENT 

Sub.  S.B.  174,  sponsored  by 
Senator  Oliver  Ocasek  (D- 
Northfield)  would  establish 
procedures,  including  reporting 
procedures,  to  be  followed  by  a 
teacher,  principal  or  administrator 
employed  by  a school  who  inflicts 
corporal  punishment  upon  a pupil. 
This  bill  would  require  each  school 
district  to  adopt  procedures  for 
notifying  the  parent,  guardian  or 
person  in  charge  of  the  child  when 
corporal  punishment  has  been  used 
as  a disciplinary  measure;  and 
would  require  the  superintendent 
or  chief  administrator  to  annually 
submit  a corporal  punishment 
summary  to  the  State  Board  of 
Education  for  inclusion  in  a state 
report  that  would  be  made 
available  to  the  public. 

EMERGENCY  MEDICAL 
SERVICES  AGENCY  BILL 
PASSES  HOUSE  COMMITTEE 

Sub.  H.B.  222  (Rep.  Marc 
Guthrie,  D-Newark),  which  would 
consolidate  EMT  and  paramedic 
training  program  accreditation  and 
renewal  under  the  newly  created 
Ohio  Emergency  Medical  Services 
Agency  in  the  State  Department  of 
Education,  was  favorably  reported 
by  the  House  Health  and 
Retirement  Committee.  The  bill 
also  creates  the  35  member  Ohio 
Emergency  Medical  Services 
Advisory  Board  to  advise  the  EMS 
Agency  and  the  State  Board  of 
Education  on  issues  involving 
emergency  medical  services.  The 
bill  is  currently  in  the  House  Rules 
Committee  which  has  the 
responsibility  to  recommend  bills 
for  full  House  consideration. 

continued  on  page  633. 
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“If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


He  knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.” 
Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
left  leg.  Her  injured  brain  prevented 
left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
short  term  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 

ain  her  memory  and  improve  her  ability 
communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone’s  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions, 
(412)  781-5700  (ext.  296). 


We  add  life  to  years 

HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 
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AGENCY  RULES 

PHARMACY  BOARD 

The  Pharmacy  Board 
promulgated  26  rules  dealing 
primarily  with  controls  on 
institutional  pharmacies  (i . e . , 
hospitals,  nursing  homes,  long 
term  care  facilities,  developmental, 
psychiatric,  MR/DD,  or 
rehabilitation  facilities).  The  rules 
as  proposed  gave  the  pharmacist 
in  the  institution  total  control  of 
every  aspect  of  drug  dispensing, 
drug  monitoring,  and  patient 
review  of  drug  regimens  in  the 
institution  without  input  from  the 
medical  director  or  medical  staff. 
Ms.  Towner  testified  in  opposition 
to  the  rules  at  the  June  24  public 
hearing.  Subsequent  discussions 
were  held  with  the  Director  of  the 
Pharmacy  Board  and  members  of 
JCARR  (the  legislative  oversight 


committee  for  state  boards  and 
agencies).  Agreement  was  reached 
and  the  rules  were  refiled  with  the 
changes  as  proposed  by  the 
OSMA. 

MEDICAL  BOARD 

The  Medical  Board  proposed  a 
series  of  rules  which  would  split 
the  FLEX  testing  for  medical 
licensure  in  Ohio  into  FLEX  I and 
FLEX  II.  This  is  to  reflect  the 
national  change  in  testing  initiated 
by  the  Federation  of  State  Medical 
Boards. 

After  input  from  the  deans  of 
all  the  Ohio  medical  schools,  it 
was  determined  by  OSMA  that  the 
rules  were  acceptable  as  written. 

HUMAN  SERVICES 

The  Department  of  Human 
Services  proposed  two  rules  for 
the  Medicaid  program  which  affect 


physician  participation. 

The  first  rule,  5101-3-1-07, 
shortens  the  time  allowed  for 
submission  of  bills  for  payment  to 
Medicaid  from  one  year  to  six 
months.  The  rule  also  delineates 
what  must  be  done  to  a claim  to 
make  it  a “clean”  claim. 

The  second  rule,  5101-3-2-401, 
requires  a medical  necessity  review 
(and  possibly  a second  surgical 
opinion)  for  certain  operations  on 
Medicaid  patients.  As  a result  of 
negotiations  with  the  OSMA,  the 
list  may  be  pared  down  from  the 
original  12  procedures  to  7.  Those 
procedures  would  be: 
hysterectomy,  cholecystectomy, 
tonsillectomy,  herniornaphy, 
cataract  extraction,  laminectomy, 
and  hemorrhoidectomy.  The 
Department  also  agreed  to  review 

continued  on  page  647. 


OVER  66,000 
FAMILY  PHYSICIANS 
READ  THIS 
JOURNAL 


the 

physician 
and 


sportsmedicine 

■ A PUBUCATKM  13S4 


Profile  of  Youth  Soccer  Injuries 

'.'s-age  3:-:  ~ e:es 
Heart  Rate  and  PVCs  During  Exercise 
Current  Status  of  Meniscus  Surgery 


Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbow:  Joint  resolution  by 
conservative  treatment. 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 

ik 


September  1985 


633 


■MU 


Surgery 


WHAT’S  NEWS 
IN  SURGERY? 


By  Karen  S.  Edwards 


A look  at  the  newest  surgeries,  the  latest  techniques, 
as  well  as  the  most  recent  developments  occurring  in 
this  ever-changing,  ever-exciting  area  of  medicine. 


• Ultrasound  in  surgery: 

Ultrasound  may  soon  be  taking 
its  place  in  operating  rooms  across 
the  country,  allowing 
neurosurgeons  to  better  see,  for 
the  first  time,  what  he  or  she  is 
doing  when  operating  on  the  brain 
and  spinal  cord. 

“Fiber  optics  technology  has 
aided  our  ability  to  see,”  says 
George  Dohrmann,  MD,  a 
neurosurgeon  at  the  University  of 
Chicago,  where  the  use  of 
ultrasound  in  surgery  is  being 
explored. 

During  brain  surgery,  the 
ultrasound  scanner  is  placed  on 
the  dura,  producing  a television- 
screen  image,  so  that  a type  of 
“window  to  the  brain”  is  created. 
When  surgeons  wish  to  explore  the 
spinal  column,  they  remove  bone 


providing  new  windows 

from  the  area  where  trouble  is 
suspected,  fill  the  open  wound 
with  water,  and  place  the 
ultrasound  probe  in  the  water. 

“Ultrasound  gives 
neurosurgeons  the  opportunity  to 
go  in  and  explore  without  actually 
touching  anything,”  says  Jonathan 
Rubin,  MD,  in  a Chicago  Tribune 
article.  This  new  freedom  and 
precision  has  allowed  surgeries  to 
be  performed  that  would  have 
been  inoperable  before,  and  since 
it  produces  no  side  effects  or 
radiation,  it’s  likely  to  become 
even  more  popular  in  operation 
rooms  of  the  future,  says  Dr. 
Dohrmann. 


• Zipper  surgery 

The  newest  surgical  innovation 
took  place  several  months  ago  at 
the  University  of  Maryland.  Here, 
a surgeon  named  H.  Harlan 
Stone,  MD,  closed  patients  of  28 
pancreatic  operations  with  zippers 
instead  of  the  customary  stitches. 

The  seven-inch  zipper  is  exactly 
the  type  found  on  women’s  skirts 
and  was  used  by  Dr.  Stone  to 
avoid  repeated  operations  to 
change  the  patients’  internal 
bandages.  Now,  a simple  five- 
minute  procedure  done  at  bedside, 
allows  him  to  change  these 
bandages  without  the  risky  hour- 
long  operation,  performed  under 
anesthesia,  that  was  formerly 
required.  The  rate  of  recovery  for 
these  patients  has  risen  to  90 
percent,  Stone  says. 
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What’s  news  in  surgery? 

continued 


• Microsurgery  improving  fertilization 


Vasectomies  and  tubal  ligations 
are  no  longer  irreversible. 
Australian  surgeon,  Earl  Owen, 
MD,  of  the  University  of  Sydney, 
recently  said  he  can  reverse  94 
percent  of  vasectomies  in  men, 
and  90  percent  of  women’s  tubal 
ligations  using  microsurgical 
procedures. 

“What  used  to  be  called 
infertility  is  now  called  fertility. 

We  have  the  means  to  make  every 
man  and  woman  fertile  again,”  he 
was  quoted  as  saying  in  a recent 
newspaper  article. 

He  also  said  that  fertility  is 
moving  quickly  from  research  to 
reality,  promising  humane, 


sensible  methods  of  birth  control. 
For  example,  Dr.  Owen  has 
operated  on  about  1000  women, 
up  to  the  age  of  46,  positioning 
clips  and  rings  on  their  Fallopian 
tubes  which  can,  later,  be  safely 
removed. 

Dr.  Owen  has  also  reversed 
vasectomies  for  1000  men  by 
rejoining  their  reproductive  tubes 
in  a two-hour  microsurgical 
procedure,  and  has  successfully 
removed  congenital  blocks  in  the 
epididymis.  The  success  among 
female  patients,  however,  depends 
on  where  their  Fallopian  tube  has 
been  blocked,  he  says. 


• Radial  keratotomy 

The  new,  and  somewhat 
controversial,  microsurgical 
procedure  called  radial  keratotomy 
is  medicine’s  latest  attempt  to 
correct  myopia.  The  procedure  is 
performed  on  an  out-patient  basis, 
under  local  anesthesia,  and  takes 
approximately  20  minutes  to 
complete,  says  Richard  Shapiro, 
MD,  Warren,  one  of  several 
ophthalmologists  performing  the 
surgery  around  the  state. 

The  purpose  behind  radial 
keratotomy  is  to  change  the  shape 
of  the  eyeball  by  making  tiny 
surgical  incisions.  A computer, 
programmed  with  specific 
information  on  each  patient, 
calculates  the  exact  number  of 
incisions  needed,  and  the 
predicated  results. 

The  cuts,  extending  outward 
from  the  iris,  flatten  the  lens, 
sharpening  its  ability  to  focus  on 
objects.  The  number  of  cuts 
determine  how  much  the  lens 
flattens. 


While  nearly  63,000  Americans 
have  undergone  the  procedure 
since  its  debut  in  1978,  the  safety 
and  effectiveness  of  R-K  is  still 
being  debated.  Although  removed 
from  the  “experimental” 
classifications,  some 
ophthalmologists  argue  that, 
because  of  the  long  healing  time 
of  the  cornea,  patients  may 
continue  to  experience  changes  in 
their  vision  for  two  or  three  years 
after  the  surgery.  That  fact,  alone, 
has  prompted  some  physicians  to 
call  for  a moratorium  on  R-K 
surgeries. 

George  Waring,  MD,  an  Atlanta 
ophthalmologist  who  led  a study 
of  the  technique  for  the  National 
Institutes  of  Health,  said  he  feels 
a moratorium  is  not  necessary. 
“The  operation  is  evolving,”  he 
says,  then  adds  that  patients  must 
be  made  aware  of  that  fact,  and 
that  there  is  a 25  percent  chance 
that  their  vision  will  continue  to 
change  for  a number  of  years. 


• High-tech  surgery 


Surgery  by  computer?  A 
University  of  Colorado  surgery 
professor,  who  has  been  called  a 
“pioneer  in  the  science  of  surgical 
decision  making,”  has  written  a 
computer  database  which  contains 
information  on  115  surgical 
problems  and  techniques.  Now, 
the  surgeon  with  access  to  an  IBM 
personal  computer  or  other 
compatible  machine  can  get  quick 
answers  to  his  or  her  surgical 
questions  by  punching  into  the 
taped  medical  library. 

Surgery  in  the  round  . . . The 
story  out  of  Moscow  is  that  an 
eye  microsurgery  center  has 
established  a kind  of  operating 
conveyor  belt  which  whisks 
patients  to  each  of  five  stations 
where  a surgeon,  working  through 
a powerful  microscope, 
concentrates  on  his  assigned 
segment  of  a delicate  operation. 
After  seven  to  10  minutes,  each 
patient  slides  out  of  the  operating 
room,  as  another  rolls  in  from  the 
opposite  side.  Officials  there  say  a 
team  of  five  surgeons,  working  on 
a two-hour  shift,  can  perform  40 
operations  for  glaucoma,  myopia 
or  other  disorders,  and  that  the 
institute  currently  has  10  surgical 
“brigades”  that  work  in  two-hour 
shifts  on  the  conveyor.  The 
surgery  is  done  on  an  out-patient 
basis,  and  most  go  home  the  day 
of  the  operation. 
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• Bank  on  it 

The  newest  bank  in  Ohio  isn’t 
taking  money.  The  Perlman 
Orthopaedic  Tissue  Center  is 
banking  something  far  more 
valuable  to  today’s  orthopaedic 
surgeon. 

The  Perlman  Orthopaedic 
Center,  which  began  operations 
last  June  at  the  University  of 
Cincinnati  Medical  Center,  is  one 
of  the  only  five  tissue  banks  in  the 
country  providing  bone  and  soft 
tissues  for  use  in  transplant 
operations.  In  addition  to  its 
bank,  the  center  has  also  assumed 
a role  in  both  research  and 
education,  so  that  it  is  not  only 
conducting  new  looks  into 
transplant  surgery,  but  educating 
physicians  and  the  public  about 
new  developments  in  this  area  as 
well.  The  Center  will  provide 
tissues  to  neurosurgeons,  plastic 
surgeons  and  oral  surgeons  as  well 
as  other  surgeons  throughout  the 
greater  Cincinnati  area. 

• Biodegradable 
implants 

The  metal  plates  and  pins  which 
are  used  in  severe  fractures  to 
hold  broken  bones  in  place  may 
soon  give  way  to  biodegradable 
implants. 

A team  of  Finnish  surgeons  at 
Helsinki  University  Hospital  is 
testing  implants  made  from 
polylactide-glycolide  copolymer  on 
patients  with  severe  ankle 
fractures.  The  implant  is 
biodegradable  and  dissolves  as  the 
injuries  heal,  eliminating  the  need 
for  its  removal.  To  date,  the 
researchers  have  found  no 
differences  in  the  rate  of  recovery 
between  patients  with  metal 
implants  and  the  new 
biodegradable  ones. 


• Sports  medicine’s  new 

A new  sophisticated  piece  of 
equipment,  known  as  the 
arthroscope,  has  opened  new 
doors  for  the  orthopaedic  surgeon 
performing  knee  surgery. 

Because  of  the  arthroscope’ s 
ability  to  illuminate  the  inside  of 
joints  — thanks  to  the  recent 
development  of  the  electric  rotary 
cutter  and  the  use  of  closed  circuit 
TV  — surgeons  can  now  zero  in 
on  specific,  damaged  areas  in  the 
knee  — removing  torn  cartilage 
and  loose,  obstructive  bodies  — 
without  affecting  healthy  tissue. 

That  means  shorter,  less  costly 
post-operative  care  for  most 
patients.  “We  can  have  an  office 
worker  back  to  work  within  a 
week,  a factory  worker  within 
four,”  says  Kelly  Randall,  MD,  in 
an  article  in  the  Fremont  News. 
Perhaps  a more  appropriate 
example. is  the  high  school  football 
player  who  can  have  arthroscopic 
knee  surgery  done  at  the  end  of 


football  season  and  be  fully 
recovered  in  time  for  basketball. 

Not  surprisingly,  athletes 
comprise  the  majority  of 
arthroscopic  surgery  patients,  and 
in  Geauga  County,  where  R. 
Denison  Stewart,  MD,  does 
anywhere  between  200-300  such 
surgeries  per  year,  he  estimates 
that  25  to  30  percent  of  these  are 
athletes. 

The  arthroscope  is  also  used  on 
shoulders,  ankles  and  hands,  and 
has  been  used  to  repair  torn  rotar 
cuffs,  dislocated  shoulders  and 
arthritic  joints. 

“We’ll  probably  see  more  and 
more  type  of  work  like  this  being 
done  in  the  future,”  comments 
Dr.  Stewart. 


• Second  opinions  could  become  mandatory 


Medicaid  and  Medicare  are 
being  encouraged  by  the 
Congressional  Budget  Office  to 
initiate  a mandatory  second 
opinion  program  which  it  says  will 
cut  $20  million  from  Medicaid  and 
$80  million  from  Medicare  each 
year. 

“A  mandatory  second  opinion 
will  save  many  older  Americans 
from  the  personal  trauma  and  risk 
of  unnecessary  surgery,”  says 
Senator  John  Heinz,  R-Pa., 
Chairman  of  a Senate  Special 
Committee  on  Aging,  who,  along 
with  Senator  John  Glenn,  D-Ohio, 
recently  introduced  legislation 
requiring  Medicare  and  Medicaid 
beneficiaries  to  obtain  a second 


opinion  before  undergoing  certain 
elective  surgery. 

Sources  say  the  Health  and 
Human  Services  department  which 
oversees  the  Medicare/Medicaid 
program  does  not  favor 
mandatory  second  opinions. 
Rather,  the  Health  Care  Financing 
Administration  hopes  peer  review 
will  take  care  of  the  problem  of 
unnecessary  surgery.  Nevertheless, 
ten  states  currently  have  laws 
calling  for  mandatory  second 
opinions:  Massachusetts, 

Michigan,  Minnesota,  Missouri, 
New  Jersey,  Oregon,  Tennessee, 
Virginia,  Washington  and 
Wisconsin. 
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What’s  news  in  surgery? 

continued 


• Blood  recycling  cuts  waste  during  surgery 


About  80%  of  heart  bypass 
patients  at  the  Cleveland  Clinic 
receive  no  outside  blood 
transfusions,  says  cardiothoracic 
surgeon  Delos  M.  Cosgrove,  MD. 
Instead,  “all  the  blood  from  the 
operating  site  is  sucked  up, 
washed  and  reused,”  he  explains, 
adding  that  they  have  learned  to 
predict  “with  about  95% 
accuracy”  which  patients  will  need 
transfusing,  and  which  they  won’t 
even  need  to  type. 

The  method,  as  described  in  a 
Cleveland  Plain  Dealer  article, 
postoperatively  filters  blood  from 


the  patient’s  chest  tubes,  which  is 
subsequently  returned  to  the 
patient. 

Risk  from  such  diseases  as 
hepatitis  and,  more  recently, 

AIDS,  which  can  be  transmitted 
through  the  blood,  prompted 
surgeons  to  look  for  ways  to 
decrease  transfusions. 

The  Cleveland  Clinic’s  method 
has  one  other  particular  advantage 
— it  can  be  used  for  Jehovah’s 
Witness  patients,  who  traditionally 
refuse  transfusions  out  of  respect 
for  the  biblical  reference  which 
prohibits  “consuming  blood.” 


• Chemosurgery:  Peeling  away  the  signs  of  time 


Chemical  peel,  or  chemosurgery, 
is  the  latest  procedure  to  fall  into 
the  plastic  surgeon’s  ever-growing 
bag  of  aesthetic  technique. 

This  one  is  used  to  restore 
wrinkled,  scarred  or  blemished 
facial  skin  by  using  a chemical 
solution  to  peel  away  top  layers  of 
skin  which  will  then  be  replaced 
with  a fresh,  new  skin  surface 
during  the  healing  process. 

Typically,  the  procedure  is  used 
to  improve  fine  wrinkling  over  the 
forehead,  about  the  eyelids  and 
cheeks  and  around  the  mouth,  and 
can  be  used  to  help  treat  the 
effects  of  superficial  acne,  or  to 
remove  skin  blemishes  associated 
with  pigmentation  problems.  A 
recent  random  survey  conducted 
of  members  of  the  American 
Society  of  Plastic  and 
Reconstructive  Surgeons  shows 
that  the  number  of  chemical  peels 
being  done  each  year  has  increased 
67  percent  since  1981,  when  a 
reported  9700  were  done. 
Chemosurgery  is  reputed  to  have 
one  of  the  most  lasting  effects  of 
aesthetic  plastic  surgical 
procedures  available  today. 


• Artificial  device  helps 
relieve  incontinence 

An  artificial  urinary  sphincter 
has  been  found  to  be  80  to  90% 
effective  in  treating  those  patients 
suffering  from  urinary 
incontinence. 

The  sphincter  is  implanted  only 
after  other  methods,  like 
medication  and  exercise,  have 
failed.  The  device,  invented  in  the 
1970s  and  first  installed  at  Baylor 
University,  works  on  a hydraulic 
principle,  allowing  the  patient  to 
urinate  by  pushing  a control 
button,  located  under  the  scrotum 
in  the  male,  and  in  the  labia  in  the 
female. 

The  silicone  implant  can  be 
installed  under  general  or  regional 
anesthetic,  and  is  completely 
internal  which  is  in  sharp  contrast 
to  the  customary  catheter  and 
accompanying  urinary  bag.  After  a 
few  weeks  recovery,  the  patient 
can  resume  a completely  normal 
life. 


• New  progress  with 
joint  implants 

A new  porous-coated  prosthetic 
material  has  recently  been  making 
strides  in  the  area  of  hip  and  joint 
replacements.  The  new  prosthesis 
is  made  from  a chrome-cobalt 
alloy,  and  has  a coating  that 
resembles  small  beads,  giving  the 
prosthesis  a much  better  fixation, 
according  to  Steven  P.  Combs, 
MD,  an  orthopaedic  surgeon  in 
Willoughby.  In  a recent  newspaper 
article,  Dr.  Combs  says  the  new 
material  gives  the  cement  a rough 
surface  to  grab  onto  — an 
improvement  over  the  older, 
smoother  prosthesis  which  would 
eventually  loosen  and  require 
repair  in  the  future. 

An  additional  advantage  is  that 
cement  is  not  always  necessary  to 
hold  the  joint  in  place.  The 
patient’s  own  bone  is  often  able  to 
grow  into  the  rough  surface  of  the 
prosthesis,  and  forms  a natural 
bond  with  the  implant.  Instead  of 
weakening  with  time,  this  bond 
appears  to  grow  stronger. 

The  new  implants  require  more 
accurate  measurements,  and,  in 
some  cases,  a custom-made 
implant  is  ordered.  Once  the 
implant  is  in  place,  the  wounded, 
natural  bone  begins  to  mend  itself, 
growing  into  the  pores  of  the 
implant,  and  forming  the  natural 
bond. 

Surgeons  are  estimating  that,  in 
another  10  years,  the  porous- 
coated  implants  will  become  the 
accepted  standard. 


So  far,  some  2000  to  3000 
devices  have  been  implanted,  in  an 
estimated  800,000  Americans  who 
are  eligible. 
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• Surgery  corrects  spondylosis 


A Cleveland  orthopaedic 
surgeon,  Arthur  Steffee,  MD,  has 
developed  a new  surgical  technique 
to  correct  spondylosis  and  other 
degenerative  changes  of  the  spine, 
with  the  use  of  stainless  steel  spine 
plates. 

These  plates,  which  have  been 
used  extensively  for  three  years, 
are  placed  on  both  sides  of  the 
spine  to  support  the  area  where 
the  vertebrae  have  become  worn 
out,  fractured  or  unstable.  “It  is 
the  only  permanent  way  to  fix  an 
unstable  spine  in  an  adult  and  be 
sure  it  is  going  to  be  fixed 
effectively,”  says  Dr.  Steffee. 

The  idea  for  the  new  technique 
came  during  the  middle  of  an 
operation,  claims  its  developer.  “I 
was  trying  to  wire  a spine  to  a 
lugue  rod,  and  there  was  no  bone 


to  wire  it  to,  so  I put  a screw  in 
the  vertebrae  and  wired  it  to 
another  screw  — and  I thought  if 
I could  do  one,  I could  do  them 
all,”  he  explained  in  an  interview 
with  the  Chagrin  Valley  Times. 

Four  to  six  hours  of  surgical 
time  is  needed  to  install  the  spine 
plates,  and  the  success  rate,  to 
date,  has  been  impressive.  Because 
of  possible  complications,  Dr. 
Steffee  insists  on  providing 
detailed  instruction  on  the  surgery 
before  he  will  permit  the  plates  he 
designed  to  go  anywhere.  “We 
went  on  tour  because  of  a lot  of 
inquiry,”  Dr.  Steffee  notes,  which 
could  mean  this  operation  will  be 
popping  up  in  more  and  more 
operating  rooms  in  the  future. 

OSMA 


Laser  surgery.  The  newest  and 
latest  developments 


Editor’s  note:  It  would  be 
impossible  to  discuss  in  even  one 
full-length  article,  everything  that 
has  been  happening  in  the  area  of 
laser  surgery.  However,  printed 
below  is  our  attempt  to  capsulize 
the  newest  and  latest 
developments. 

Lasers  and  the  heart 

Researchers  at  Rainbow  Babies’ 
and  Children’s  Hospital  in 
Cleveland  are  developing  a new 
surgical  technique  which  would 
enable  doctors  to  use  lasers  to 
remove  irritated  tissue  that  can 
cause  irregular  heartbeats. 

In  the  treatment,  the  beam  is 
transmitted  by  a flexible  quartz 
fiber.  Bursts  of  laser  light  actually 
vaporize  obstructive  tissue.  Any 


substance  not  vaporized  can  be 
sucked  up  with  a saline  solution. 

The  treatment  could  enable 
certain  heart  patients  to  avoid 
conventional  surgery,  and  reduce 
both  patient  costs  (from  $20,000 
to  $2,000)  and  hospital  stays  (from 
10  days  to  overnight). 

A method  still  needs  to  be 
found  to  allow  doctors  using  the 
laser  to  see  the  field  of  operation 

— but  the  Federal  Drug 
Administration  is  expected  to 
approve,  soon,  laser  treatment  of 
blood  vessel  obstruction  in  adults 

— so  approval  of  lasers  in  heart 
surgery  may  not  be  far  behind. 

Lasers  and  endometriosis 

Endometriosis,  an  obscure 


• To  your  health! 

Middletown  Regional  Hospital 
in  Middletown,  Ohio  is  toasting  its 
young  surgery  patients  with  a 
fruit-flavored,  pediatric  cocktail 
containing  the  necessary  amount 
of  their  presurgery  medication. 

The  cocktail,  explains  John 
Varney,  MD,  chief  of 
anesthesiology,  in  an  interview 
with  the  Middletown  Journal, 
replaces  the  customary  shot,  which 
can  add  yet  another  anxiety  to  a 
child,  already  frightened  by  a 
hospital  stay. 

The  cocktail  allows  parents  to 
hold  the  child  while  he  or  she 
receives  the  proper  dose  of 
medication;  and  in  some  cases, 
parents  can  even  administer  the 
medicine  themselves,  while  the 
physician  stands  by. 

The  drink  is  given  by  syringe  to 
infants  and  children  1 to  12;  the 
amount,  of  course,  being 
determined  by  the  child’s  size. 

Dr.  Varney  notes  that  the  new 
method  is  not  only  calming  more 
children  before  surgery,  but  many 
are  actually  more  alert  following 
surgery. 


ailment  that  has  recently  begun  to 
develop  into  a fertility  problem 
affecting  one  woman  in  every  10, 
is  being  experimentally  treated  by 
laser  surgery. 

Jack  Lomano,  MD,  of 
Columbus’s  Grant  Hospital,  is  one 
of  three  physicians  in  the  U.S. 
who  is  treating  the  problem  by 
using  an  NdrYAG  laser  through  a 
laparoscope,  a different  approach 
from  the  carbon  dioxide  lasers 
presently  being  used  to  vaporize 
cysts. 

The  procedure  is  done  on  an 
outpatient  basis,  and  if  the 
laparoscope  detects  severe 
endometriosis,  the  patient  is  re- 
scheduled for  surgery  using  the 
carbon  dioxide  laser. 
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Laser  surgery 

continued 


However,  to  date,  Dr.  Lomano 
has  operated  on  about  40  patients 
with  good  results. 

Unlike  the  carbon  dioxide  laser, 
the  YAG  laser  doesn’t  vaporize 
the  cysts,  but  instead  destroys 
them  with  heat.  Its  precise  aiming 
ability  is  more  effective  than 
electrocautery,  and  more  telling,  as 
when  the  YAG  laser  hits 
endometrial  tissue,  it  turns  white, 
letting  the  surgeon  know 
immediately  whether  or  not  the 
treatment  is  effective. 

Lasers  and  sickle  cell  anemia 

The  laser  device,  known  as  the 
laser-Doppler  velocimeter,  is 
helping  doctors  determine  the 
severity  of  sickle  cell  anemia,  by 
allowing  them  to  determine  how 
fast  blood  is  moving  through  the 
body. 


The  procedure  calls  for  a low- 
power  laser  light  to  be  beamed 
through  a tube,  which  is  pressed 
into  the  patient’s  skin.  The  light 
penetrates  the  skin,  slightly,  then 
bounces  back.  By  measuring  the 
shift  in  the  light’s  wavelength, 
caused  by  light  bouncing  off 
moving  blood  cells,  the  blood’s 
speed  can  be  determined. 

This  new  information  will  help 
test  the  soundness  of  current, 
proposed  experimental  treatments. 

Lasers  and  the  future 

A number  of  new  studies  are 
currently  underway  with  regard  to 
lasers.  Here  are  a few  of  the 
future  applications  that  may  be 
seen  soon: 

— Cancer  surgery,  where  a dye  is 
injected  into  a tumor  to  make  it 
more  sensitive  to  the  laser 


without  harming  surrounding, 
healthy  tissue. 

— Intrauterine  surgery  to  remove 
tumors  from  the  fetus  while  in 
the  womb. 

— Lasers  in  the  treatment  of 
arthritis. 

— Laser  holography,  third- 
dimensional  imagery  for  dental 
research. 

— Laser  welding  of  blood  vessels 
and  nerves. 


Karen  S.  Edwards  is  Executive  Editor 

of  the  Ohio  State  Medical  Journal. 


September  27-28, 1985 

□ Obstetrics/Gynecology  □ Ophthalmology  □ Dermatology 

□ Pulmonology  □ Endoscopy  □ Oncology 

□ General  Surgery 

For  further  information  on  the  workshop,  call  Evelyn  Bartlett,  director  of  quality 
assurance/patient  education.  Riverside  Hospital— (419)  729-6079. 

U Riverside  Hospital 

1600  N.  Superior  Street mhimhmh 
Toledo,  OH  43604 

— ^ wm^ ^ September  27  & 28,  1985^h^^—m 


640 


The  Ohio  State  Medical  Journal 


WA<, 


Central  Ohio  Medical  Group 

is  growing! 


As  the  largest  multi-specialty 
group  practice  in  the  Columbus  area, 
we  are  proud  of  our  record: 

■ Serving  Columbus  for  over  30  years 

■ Three  Columbus-area  offices,  and 
soon  to  be  expanding  further 

■ Now  the  exclusive  medical  services 
providers  for  PruCare  of  Central  Ohio 


Central  Ohio  Medical  Group  anticipates  growth 
in  the  following  areas: 


■ Family  practice 

■ Pediatrics 

■ Ob/gyn 

■ Ophthalmology 

■ Optometry 

■ General  surgery 

■ Pulmonary 

■ Orthopedics 

■ Neurology 

■ Allergy 


■ Dermatology 

■ Mental  health 

■ Psychiatrist 

■ Psychologist 

■ M.S.W. 

■ Internal  medicine 

■ Invasive  cardiology 

■ ENT 

■ Rheumatology 

■ Occupational  health 


Physicians/health  professionals  interested  in 
discussing  a possible  affiliation  with 
Central  Ohio  Medical  Group  should  contact 
MarkS.  Fisher,  Executive  Director,  at  222-3300. 


<»/A<r 

Central  Ohio  Medical  Group 

497  E.  Town  Street 
Columbus,  Ohio  4321 5 
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Surgery 


The  Breast  Cancer 
Controversy  — 
information  by  legislation 

By  Susan  Porter 


Twenty  years  ago,  it  was  a 
relatively  simple  decision.  If  a 
lump  or  other  irregularity  was 
detected  in  a woman’s  breast,  the 
patient  was  scheduled  for  a biopsy 
which  was  then  performed  under  a 
general  anesthesia.  If  the  tumor 
proved  malignant,  a Halsted 
radical  mastectomy  was  performed 
immediately,  cutting  away  the 
entire  breast,  underarm  lymph 
nodes  and  underlying  chest 
muscle. 

The  procedure,  at  the  time,  was 
believed  to  be  the  best  way  to 
guarantee  that  the  cancerous  cells 
would  not  spread  to  other  parts  of 
the  body.  Because  the  options  for 
treatment  were  so  limited,  there 
was  no  need  to  even  awaken  the 
patient  before  surgery. 

But  the  past  two  decades  have 
brought  major  changes  in  the 
detection,  understanding  and 
treatment  of  breast  cancer. 
Following  extensive  studies  of  the 
disease  in  the  1950s  and  1960s, 
along  with  the  development  of 
new  forms  of  radiation  therapy 
and  chemotherapy,  it  was 
discovered  that  a “modified”  or 
“simple”  radical  mastectomy  — 
removing  only  the  breast  and  the 


lymph  nodes  — was  equally 
effective  in  treating  breast  cancer. 
Because  the  chest  muscle  was  left 
basically  intact,  the  procedure  did 
not  significantly  reduce  the 
strength  of  the  adjacent  arm  — 
one  of  the  many  negative  side 


“As  tumors  get 
bigger,  you  get  into 
bigger  operations.” 
Yet  patients  who 
read  about  the 
new,  less  radical 
methodologies, 
don’t  always  realize 
this. 


effects  of  the  Halsted  method.  The 
modified  method  was  also  less 
disfiguring  because  it  left  the 
contours  of  the  chest  intact. 

There  was  little  question, 
therefore,  that  — except  in 
extreme  cases  — the  modified  or 
simple  radical  mastectomy  was  the 


preferred  treatment.  And  again, 
the  patient  was  allowed  to  sleep 
while  the  decision  was  being  made. 

Times  have  changed  once  again. 

New  studies,  better  detection 
methods  including  mammography, 
and  more  sophisticated  drugs  and 
radiation  equipment  have  made  it 
possible  for  physicians  to  diagnose 
the  disease  at  earlier  stages. 
Therefore,  many  are  performing 
even  simpler  surgeries  and  are 
removing  even  less  breast  tissue, 
while  still  feeling  relatively  certain 
that  the  disease  can  be  abated. 

Today,  an  increasing  number  of 
oncologists  are  performing 
lumpectomies  — also  called 
“segmental”  or  “partial” 
mastectomies  — cutting  out  only 
the  tumor  and  the  tissue 
immediately  surrounding  the 
tumor  — as  well  as  the  underarm 
lymph  nodes,  in  order  to 
determine  if  metastasis  has 
occurred.  Depending  upon  those 
results,  the  patient  may  then 
undergo  a series  of  radiation 
treatments  or  chemotherapy,  or 
she  may  simply  be  closely 
monitored  for  recurrence. 

Many  physicians  remain 
cautious  about  the  results, 
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however,  even  though  a number  of 
studies,  including  one  published 
this  year  in  The  New  England 
Journal  of  Medicine,  show  that 
“lumpectomy  plus  radiation  can 
be  justifiably  employed  instead  of 
total  mastectomy  for  the  treatment 
of  a large  proportion  of  women 
with  primary  breast  cancer.” 

John  P.  Minton,  MD,  professor 
of  surgery  at  the  Ohio  State 
University  and  an  American 
Cancer  Society  professor  of 
clinical  oncology,  is  one  who 
remains  skeptical;  although  the 
results  to  date,  he  adds,  seem 
promising.  “The  study  is  based  on 
only  39  months  of  patient  follow- 
up, he  explains  his  reservations. 
“It’s  going  to  take  five  or  10 
years  to  be  really  certain  that  the 
two  procedures  are  equally 
effective.” 

He  also  points  out  that  in  some 
instances  — for  example  when  a 
larger  tumor  is  discovered  — 
lumpectomy  is  not  an  option.  “As 
tumors  get  bigger,  you  get  into 
bigger  operations,”  he  explains. 

Yet  patients  who  read  about  the 
new,  less  radical  methodologies, 
don’t  always  realize  this,  he  says. 

In  addition,  the  lumpectomy  is 
not  without  negative  side  effects. 
Follow-up  radiation,  he  explains, 
can  make  breast  tissue  firm, 
causing  difficulties  in  examining 
the  breast  for  recurrent  lumps. 

Lumpectomy,  followed  by 
radiation,  can  also  cause  cosmetic 
problems  — shrinkage,  scarring 
and  discoloration  of  the  breast.  It 
also  prevents  a breast  implant,  so 
that,  depending  on  the  amount  of 
breast  tissue  removed  — the 
modified  radical  mastectomy 
followed  by  new  and  improved 
methods  of  reconstructive  surgery 
may  still  be  the  most  visually 
pleasing  option  for  some  women. 


The  Opposite  Choice 


Giving  breast  cancer  patients  a 
choice  in  the  form  of  treatment 
they  receive  is  important, 
physicians  across  the  state  and 
members  in  the  State  Legislature 
agree.  Generally,  the  greatest 
concern  on  the  part  of  a doctor, 
however,  is  that  a patient  will 
choose  an  inadequate  form  of 
treatment  — that  she  will  insist 
upon  lumpectomy,  for  instance, 
in  a case  where  a radical 
mastectomy  might  have  more 
promising  results. 

Generally  in  this  case,  it  is 
simply  a matter  of  explaining  to 
the  patient  the  complications  that 
could  result,  and  of  hoping  that 
should  a recurrence  of  the 
disease  occur,  the  patient  can  still 
choose  the  radical  form,  says 
John  P.  Minton,  MD,  professor 
of  surgery  at  the  Ohio  State 
University  and  an  American 
Cancer  Society  professor  of 
oncology. 

But  what  happens  when  the 
physician  suggests  less  and  the 
patient  wants  more? 

Such  was  the  situation  recently 
in  the  case  of  a Cleveland  area 
nurse  with  a history  of  breast 
disease.  Following  the  discovery 
of  cancer  in  her  left  breast,  she 
had  it  removed.  But  she  was  so 
worried  that  cancer  would  appear 
in  her  other  healthy  breast  that, 
a year  later,  she  asked  to  have  it 
surgically  removed,  as  well. 

According  to  a recent  article  in 
Cleveland’s  Plain  Dealer,  some 
13,200  such  mastectomies  were 
performed  last  year.  Called 
prophylactic  mastectomies,  they 


are  perhaps  the  most 
controversial  of  the  breast  cancer 
surgeries  today. 

These  operations  generally  take 
one  of  two  forms,  Melvyn 
Dinner,  MD,  director  of  the 
breast  cancer  center  at  St.  Luke’s 
Hospital  in  Cleveland,  is  quoted 
in  the  article  as  stating.  The  first 
is  a simple  mastectomy  — or  the 
removal  of  the  breast  and  lymph 
nodes  in  the  armpit.  A second 
alternative  is  a subcutaneous 
mastectomy,  or  the  removal  of 
the  interior  tissue  of  the  breast, 
with  the  skin  and  nipple 
remaining  intact  for  better 
cosmetic  reconstruction. 

Neither  procedure  is  a 
guarantee  against  cancer, 
particularly  the  subcutaneous 
mastectomy,  because  it  leaves 
tissue  that  may  still  contain 
cancerous  cells.  “The  protection 
(offered  by  the  operation),  is 
significant,  but  not  absolute,” 

Dr.  Dinner  is  quoted  in  the  Plain 
Dealer  article  as  stating. 

It  is  for  this  reason  that 
prophylactic  mastectomies  are 
performed  only  in  extenuating 
circumstances  — when  the 
patient’s  emotional  well-being  as 
well  as  her  physical  condition 
demands  it.  For  this  reason,  it  is 
generally  reserved  for  those 
women  who  have  both  a family 
history  and  a personal  history  of 
the  disease  — coupled  by  a 
chronic  and  debilitating  fear  that 
the  disease  will  reoccur.  — Susan 
Porter 


September  1985 


643 


The  breast  cancer  controversy 

continued 


The  greatest  change  the  new 
alternatives  have  brought, 
however,  is  that  they  have  caused 
increasing  numbers  of  patients 
with  breast  disease  to  demand  a 
part  in  the  decision-making 
process.  No  longer  are  they  willing 
to  have  the  choice  made  for  them 
while  anesthetized. 

Rather,  as  a related  article  in 
the  New  England  Journal  of 
Medicine  points  out,  increasing 
numbers  of  patients  are  having  the 
biopsies  done  on  an  outpatient 
basis  and  are  even  seeking  second 
opinions  before  undergoing  any 
breast  cancer  surgery. 

David  Small,  MD,  associate 
director  of  surgery  at  Wright  State 
University  School  of  Medicine, 
agrees  with  the  need  for  second 
opinions  where  breast  cancer 
treatment  is  concerned.  “It’s  the 
patient’s  right  to  have  good 
explanations,”  he  is  quoted  in  a 
recent  issue  of  the  Dayton  Journal 
Herald  as  stating. 

“Many  patients  are  very  worried 
and  they  don’t  ask  their  doctors 
questions.  Some  doctors  don’t  give 
answers.  I tell  my  patients  if  they 
have  any  questions  about  my 
treatment,  they  should  seek  a 
second  opinion.  They  really 
should.” 

But  some  believe  that  second 
opinions  as  a conscious  part  in  the 
decision-making  process  are  not 
enough.  In  a growing  number  of 
states,  including  California, 
Florida,  Hawaii,  Kansas, 

Kentucky,  Massachusetts  and 
Minnesota,  it  is  now  mandated 
that  patients  be  given  a written  list 
of  alternative  treatments  by  their 
physicians  before  a decision  is 
reached.  Others,  including  New 
Jersey,  Pennsylvania  and  Virginia, 
require  a special  consent  form  be 
signed  by  the  patient  before  any 
type  of  surgery  is  performed. 


A bill  requiring  both  such 
measures  was  introduced  earlier 
this  year  in  the  Ohio  Legislature 
by  Representative  Francine 
Panehal  (D-Cleveland).  That  bill 
would  establish  “requirements  to 
be  met  by  the  physician  before  a 
patient  consents  to  treatment  of 
breast  cancer  and  mandates  a 
consent  form  that  is  to  be 


“If  I feel  a modified 
radical  mastectomy 
is  in  order,  and  my 
patient  insists  upon 
a lumpectomy,  I 
will  do  as  she  asks 
— as  long  as  she 
realizes  she  is 
assuming  full 
responsibility  for 
the  consequences.” 


executed  prior  to  a physician  or 
surgeon  operating  on  a patient  for 
a tumor  of  the  breast,”  according 
to  an  analysis  by  Carolyn  H. 
Towner,  associate  director  of  the 
OSMA  Department  of  Legislation. 

House  Bill  415  would  require 
the  Ohio  Department  of  Health  to 
develop  standardized  written 
summaries  describing  the 
“alternative  efficacious  methods 
of  treatment  of  breast  cancer  that 
may  be  medically  viable,” 
according  to  Towner.  It  would 
also  allow  David  Jackson,  MD, 
director  of  the  Ohio  Department 
of  Health,  to  appoint  a Cancer 
Treatment  Advisory  Committee, 


which  would  assist  his  department 
in  drawing  up  a written  summary 
in  describing  those  forms  of 
treatment  currently  available. 

In  California,  such  a document 
was  drafted  in  1983,  which 
outlines  not  only  the 
“Management  of  Breast  Cancer” 
by  physicians  in  that  state,  but 
also  the  “Treatment  Alternatives: 
Advantages,  Disadvantages  and 
Risks.”  Included  in  the  summary 
are  current  procedures  for 
diagnosis  of  breast  disease,  along 
with  the  various  forms  of  surgery, 
radiation  therapy  and 
chemotherapy  used  in  that  state. 

“In  order  to  reach  a decision  on 
the  treatment  method,  it  is 
important  for  you  (the  patient)  to 
understand  the  nature  of  the 
disease,  the  extent  of  your 
problem,  the  treatment  needed,  the 
method  or  methods  of  providing 
that  treatment  suitable  to  your 
particular  situation,  and  finally  the 
results  that  may  reasonably  be 
expected,”  a special  summary 
section  tells  the  patient. 

“This  is  best  done  by  having  a 
complete  evaluation  followed  by  a 
thorough  discussion  with  your 
physician(s).” 

Few  physicians  disagree  with  the 
intent  of  the  legislation,  Dr. 

Minton  says.  “I  feel  it  is  very 
important  the  patient  be  informed 
— and  that  she  be  given  options,” 
he  says,  adding  he  regularly 
discusses  the  pros  and  cons  of  the 
various  treatment  methods  with  his 
breast  cancer  patients. 

Additionally,  he  feels  the  patient’s 
wishes  should  be  given  top 
priority. 

“If  I feel  a modified  radical 
mastectomy  is  in  order,  and  my 
patient  insists  upon  a 
lumpectomy,”  he  says,  “I  will  do 
as  she  asks  — as  long  as  she 
realizes  she  is  assuming  full 
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responsibility  for  the 
consequences.”  On  occasion,  the 
lumpectomy  has  worked  with  no 
further  complications,  he  says. 
More  frequently,  however,  the 
patient  will  return  for  a follow-up 
exam  and  may  ask  for  the  more 
radical  procedure  if  the  cancer 
recurs. 

It  is  important  that  patients  be 
given  a choice,  says  Dr.  Minton,  if 
only  to  assure  them  that  they  play 
an  active  role  in  determining  the 
destiny  of  their  disease.  “The 
important  thing  is  that  women 
with  lumps  in  their  breasts  can 
perceive  that  they  can  come  into 
my  office  with  cancer  — and  in 
some  instances,  they  can  leave 
with  a large  part  of  their  breast 
still  intact,”  he  says.  “In  the  past, 
many  had  such  a fear  of  losing 
their  breast  that  they  delayed  the 
examination,  until  it  was  too 
late.” 

Because  women  have  become 
less  fearful  of  the  treatment,  more 
and  more  are  performing  regular 
self-examinations  and  are 
reporting  any  irregularities 
promptly  to  their  physicians.  Dr. 
Minton  recalls  one  incident  where 
a patient  who  had  done  a self- 
examination  in  the  shower, 
stormed  into  his  office  with  her 
head  still  wrapped  in  a towel, 
“because  she  realized  the 
importance  of  early  detection.” 

Still,  he  believes,  it  is  a 
potentially  dangerous  practice  for 
those  in  state  government  to  begin 
legislating  treatment  procedures 
and  alternatives.  “First  of  all, 
there  is  a danger  that  a lot  of 
questionable  cures  could  be  listed 
(in  the  written  summary),  since 
every  drug  company  will  be 
lobbying  for  the  inclusion  of  its 
latest  product,”  he  says.  “And  it’s 
important  that  patients  understand 
that  all  treatment  procedures  are 


not  equal.” 

He  is  more  concerned,  however, 
that  the  treatment  summary,  as 
approved  by  the  state  and 
distributed  to  all  breast  cancer 
patients,  will  quickly  become 
outdated,  thereby  limiting  options 
for  treating  the  disease. 

“This  is  1985  and  a lot  of 
things  are  changing,”  he  says. 
“Let’s  suppose  for  the  moment 
that  a pill  was  invented  tomorrow 
which  would  effectively  treat 
breast  cancer  — yet  it  wasn’t 
listed  among  the  options.  Would 
that  mean  it  couldn’t  be  used?  It 


could  take  months  to  revise  the 
list.” 

Furthermore,  he  is  worried 
about  the  “cascade  effect”  that 
might  result  from  the  passage  of 
this  and  other  legislation  which 
dictates  medical  treatments  and 
procedures.  “I  am  worried  that  we 
are  beginning  to  legislate  medical 
practice,”  he  says,  “and  when  you 
start  doing  this,  real  problems  can 
arise,  because  you  can’t  change 
your  treatment  until  a new  law  is 
written.” 

Dr.  Minton,  along  with  other 
physicians  in  the  state,  feels 
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Focus 

on 


Clearly,  these  are  two  insurance 
coverages  members  should  look  into: 


Group  Term  Life  Plan  - Sponsored  since  1958. 

Members  under  age  65  may  apply  for  coverage  up  to 
$250,000,  in  units  of  $10,000. 


Disability  Income  Plan  - Co-sponsored  with  many  local 

medical  societies  since  1973.  Members  may  apply  for  benefits 
up  to  $6000  monthly. 

A closer  look  at  these  plans  will  reveal  economical  group  rates  - excellent 
benefits  - and  greater  over-all  value  for  your  insurance  buying  dollars. 


TURNER  Si  SHEPARD,  inc. 


AFFILIATED  WITH  ALEXANDER  & ALEXANDER  OF  OHIO,  INC. 


COLUMBUS,  OHIO  4321  5 
AKRON,  OHIO  4431 3 
CINCINNATI,  OHIO  45246 
CLEVELAND,  OHIO  44114 
TOLEDO,  OHIO  43606 


17  SOUTH  HIGH  STREET 
30  MERZ  BOULEVARD 
144  MERCHANT  STREET 
100  ERIEVIEW  PLAZA 
3450  WEST  CENTRAL  AVENUE 


(614)  228-6115 
(216)  864-1090 
(513)  772-3300 
(216)  771-6000 
(419)  535-0616 


i 


646 


The  Ohio  State  Medical  Journal 


The  breast  cancer  controversy 

continued 


strongly  that  an  individualized 
consultation  between  doctor  and 
patient  is  the  best  way  of  spelling 
out  treatment  alternatives  — for 
breast  cancer  and  any  other  form 
of  disease.  “I  prefer  to  sit  down 
individually  with  the  patient  and 
draw  a sketch  explaining  exactly 
what  the  problem  is,”  he  says. 
“From  there,  we  can  go  on  to  talk 
about  the  alternatives.” 

Caldwell  B.  Esselstyn,  Jr.,  MD, 
a Cleveland  Clinic  surgeon,  agrees 
with  that  point  in  a recent 
Cleveland  Plain  Dealer  article  on 
breast  cancer.  “Everything  in  1985 
would  suggest  there  is  no  single 
form  of  breast  cancer,”  he  is 


quoted  as  saying,  “and  each 
patient’s  treatment  should  be 
highly  individualized  according  to 
her  situation.”  OSMA 


Susan  Porter  is  the  Associate  Editor 

of  the  Ohio  State  Medical  Journal. 

Legislative  review 

continued 

the  last  four  procedures  after  six 
months  to  determine  whether  those 
procedures  could  also  be  dropped 
from  the  list.  The  medical 
necessity  review  will  be 
incorporated  into  the  preadmission 
certification  review  required  for 


hospital  admissions  under 
Medicaid. 

It  should  be  noted  that  the 
contracts  for  Medicaid 
preadmission  review  have  been 
shifted  to  the  Ohio  PRO,  Peer 
Review  Systems,  Inc.  The  PRO 
has  subcontracted  with  Medco  in 
Cincinnati  and  Physician  Peer 
Review  Organization  of  Cleveland 
to  do  preadmission  reviews  in 
other  sections  of  the  state.  OSMA 


OSMA ’s  Department  of  Legislation  is 
comprised  of  the  following 
individuals:  Catherine  Costello, 
Director;  Carolyn  Towner  and  Kent 
Studebaker. 
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HEALTH  PROFESSIONALS! 

The  Army  Medical  Department 
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Councilor  Commentary 


Editor’s  note:  This  new  column,  prompted  by  a suggestion 
from  OSMA  President  Herman  I.  Abromowitz,  MD,  will  take  a 
look  at  each  OSMA  district  — its  problems,  goals  and 
programs  — as  well  as  at  the  councilors  who  represent 
them.  This  month  we  feature  Districts  Two  and  Seven. 


Second  District 

William  J.  Marshall,  MD 


William  J.  Marshall,  MD 


“Ten  years  ago,  I never 
dreamed  I’d  be  doing  all  the 
things  I’m  doing  today,”  confesses 
William  J.  Marshall,  MD,  a 
Dayton  internist  who  serves  as 
director  of  both  the  Cardiac 
Rehabilitation  In-patient  Unit  and 
the  Non-invasive  Cardiac 
Laboratory  at  the  Kettering 
Medical  Center. 

Dr.  Marshall  is  also  an  associate 
professor  of  medicine  at  the 
Wright  State  University  School  of 
Medicine  and  has  his  own  practice 
in  internal  medicine.  But  he  is  not 
referring  strictly  to  his  professional 
activities  as  he  takes  stock  of  how 
things  have  progressed  for  him 
over  the  last  decade. 

Dr.  Marshall  is  currently  serving 
his  second  year  as  second  district 
councilor  of  the  Ohio  State 
Medical  Association,  representing 
physicians  in  eight  counties  in  the 
far  western  portion  of  the  state. 
They  include  Clark,  Darke, 


Greene,  Miami,  Montgomery, 
Preble  and  Shelby.  “That’s 
approximately  one-eleventh  of  the 
state,”  he  points  out. 

He  is  also  a past  president  of 
the  Ohio  Society  of  Internal 
Medicine  and  the  Montgomery 
County  Medical  Society,  and  has 
been  highly  active  in  numerous 
other  organizations  in  the  greater 
Dayton  area  — the  local  business 
coalition,  a special  county 
commission  task  force  on  indigent 
care,  and  the  board  of  his  county 
society’s  independent  practice 
association. 

But  — like  numerous  other 
physicians  across  the  state  — he 
has  not  always  been  so  involved. 

A native  Ohioan,  Dr.  Marshall 
earned  his  medical  degree  in  1958 
from  the  University  of  Maryland, 
and  then  interned  at  Philadelphia 
General  Hospital  in  Pennsylvania 
before  returning  to  Ohio  to  serve 
his  residency  at  the  Cincinnati 
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General  Hospital. 

“In  medical  school,  we  are 
taught  to  be  independent  — a 
lighthouse  standing  alone,”  he 
says.  “This  may  work  well  in 
private  practice,  but  where  the 
larger  issues  affecting  medicine  are 
concerned,  doctors  have  little 
impact  as  individuals. 

“I  had  my  own  personal 
awakening  about  seven  or  eight 
years  ago,”  he  continues,  “when  I 
began  to  realize  what  was 
happening  in  medicine  — and 
doctors  seemed  so  helpless.” 

Among  the  problems  physicians 
in  his  area  were  facing  then  — 
and  are  still  facing  — are 
increased  government  regulation,  a 
malpractice  crisis,  a rise  in 
competition,  a maldistribution  of 
physicians  and  the  beginning  of  a 
dramatic  rise  in  health  care  costs. 
Today,  these  problems  have 
reached  even  greater  proportions, 
necessitating  the  need  for  even 
more  action  by  doctors. 

“Many  doctors  aren’t  as  busy  as 
they  used  to  be,”  he  says, 
referring  to  once  overcrowded 
waiting  rooms  that  now  stand 
empty,  as  private  practitioners  are 
overshadowed  by  urgent  care 
centers,  free  standing  clinics  and 
health  maintenance  organizations. 
“They  are  concerned  to  the  point 
of  being  anxious.  But  too  many  of 
them  still  aren’t  aware  of  what’s 
going  on.” 

It  was  for  this  reason  that  the 
Montgomery  County  Medical 
Society  recently  organized  an  IP  A. 
“It  has  permitted  us  to  offer  our 
patients  some  reductions  in  their 
health  care  costs  — yet  still 
maintain  our  private  practices  and 
fee-for-service  medicine,”  he  says. 

But  competition  is  not  the  only 
problem.  “Many  physicians  in  my 
age  group  used  to  practice  in  the 
hospitals  — but  now  their  hospital 
caseloads  have  shrunk  50%  to 
70%, ” he  says.  This  has  occurred 
not  only  because  of  DRGs  but 


also  “because  most  private  carriers 
have  changed  the  incentives  in 
their  insurance  plans.  They’ve 
added  more  co-pays  and 
deductibles.” 

Physician  practices  are  not  the 
only  things  that  have  suffered  as  a 
result  of  these  incentives,  Dr. 
Marshall  points  out.  “I  see  a lot 
of  people  putting  off  treatment 
that  they  wouldn’t  have  postponed 
four  or  five  years  ago.”  As  a 
result,  he  fears  infant  mortality 


Dr.  Marshall  views 
his  district  as  a 
kind  of  microcosm 
of  both  the  state 
and  the  nation. 

“It’s  very 

representative,  and 
the  problems  we 
face  here  are  much 
the  same  as  the 
problems 
everywhere,”  he 
says. 


rates  may  soon  climb  and  many 
individuals  won’t  seek  treatment 
until  it’s  too  late  for  help.  “I  see 
development  of  a whole  different 
attitude  regarding  taking  care  of 
one’s  problems,”  he  says. 

Another  critical  problem  facing 
both  physicians  and  patients  today 
is  the  malpractice  issue.  “I  can 
recall  when  my  malpractice 
premiums  cost  me  around  $200  a 
year,”  he  says.  “Now  they’re 
$3,000  to  $4,000  a year  — and 
I’m  in  a pretty  low  risk  category.” 

As  a result,  “There  are  doctors 


in  our  district  who  are  bailing  out 

— retiring  at  50  years  of  age 
because  they  don’t  want  to  deal 
with  the  huge  malpractice 
premiums,”  he  says.  And  those 
hardest  hit  — the  ob/gyns,  the 
orthopaedic  surgeons,  the 
neurosurgeons,  etc.  — may  soon 
be  in  scarce  supply  if  greater 
numbers  are  forced  out  of  that 
specialty. 

Dr.  Marshall  views  his  district 

— which  ranges  from  the  Dayton 
metropolitan  area  to  the  2,859 
farms  of  Darke  County  — as  a 
kind  of  microcosm  of  both  the 
state  and  the  nation.  “It’s  very 
representative,”  he  says,  “and  the 
problems  we  face  here  are  much 
the  same  as  the  problems 
everywhere.” 

A major  one  which  is  readily 
apparent  in  his  district  is  that  of 
physician  maldistribution.  “In 
Montgomery  County,  we  now 
have  one  physician  for  every  429 
citizens,”  he  says.  “Everyone  talks 
about  the  problem  in  San 
Francisco,  where  the  ratio  is  one 
for  every  250.  But  when  you  think 
about  it,  we’re  not  that  far  off.” 

On  the  other  hand,  he 
continues,  “We  have  Preble 
County  in  our  district  where  the 
ratio  is  one  physician  for  every 
2,548  citizens.  It’s  hard  to  believe 
that  over  a few  short  years  that 
kind  of  maldistribution  exists.” 

Solutions  to  the  problem  are  not 
easy,  but  Dr.  Marshall  believes  the 
medical  school  situation  in  Ohio 
deserves  closer  examination.  “We 
are  now  seeing  1,000  new  doctors 
in  Ohio  every  year,”  he  says.  “We 
need  to  start  looking  at  how  many 
new  doctors  we  can  produce 
without  forcing  existing 
practitioners  to  the  point  where 
they  can  no  longer  make  a 
living.” 

These  are  what  Dr.  Marshall 
categorizes  as  the  “bread  and 
butter  issues”  now  facing  Ohio 
physicians.  But  equally  critical 


650 


The  Ohio  State  Medical  Journal 


problems  face  the  patients  in  his 
district  and  in  the  state  and  nation 
at  large. 

“We  have  a high  number  of 
people  in  our  district  who  are 
unemployed,  who  simply  can’t 
make  ends  meet,”  he  says. 

“Others  are  making  only  marginal 
incomes  because  they  can’t  find 
decent  jobs.  I have  a real  fear  that 
a lot  of  these  people  are  falling 
through  the  cracks.” 

As  president  of  the  Montgomery 
County  Medical  Society  several 
years  ago,  Dr.  Marshall  helped  to 
implement  Project  Mend,  which 
provided  health  care  services  to 
the  unemployed  in  the  area. 
“Private  practitioners  took  care  of 
a large  bulk  of  these  people,”  he 
says.  “Everyone  was  willing  to 
take  their  share.” 

Once  unemployment  levels 
dropped  in  the  state,  however,  the 
program  was  turned  over  to  the 
county  health  clinics. 

Still,  Dr.  Marshall  believes, 
there  are  numerous  residents, 
particularly  the  area’s  elderly,  who 
are  not  getting  the  health  care 
service  they  need. 

“We  are  a graying  state,”  he 
points  out.  “Our  population  is 
getting  older,  and  some  25%  of 
our  elderly  people  now  live  at  or 
below  the  poverty  line.  That’s  an 
income  of  $10,000  or  under  for  a 
family  of  two  and  less  than  $7,500 
for  a single  person.  There’s  no 
question  that  these  folks  need 
help.” 

It  is  for  this  reason  that  at  the 
July  meeting  of  the  OSMA 
Council,  Dr.  Marshall  introduced 
a new  project. 

“My  concept  is  that  we  organize 
all  of  our  members  at  a statewide 
level  into  a voluntary  program  to 
accept  (Medicare)  assignment  for 
individuals  with  incomes  at  or 
below  the  poverty  level,”  he 
explains.  The  project  could  be 
carried  out  with  the  aid  of  the 
Ohio  Association  of  Retired 


Persons,  who  could  help  determine 
who  is  qualified.  “Once  we  get 
our  project  off  the  ground,  we  can 
then  go  to  the  hospitals  and 
pharmacies  and  get  them  involved. 
A lot  of  good  could  be  done  at  a 
very  moderate  expense  if  we  all 
share  in  this.” 

A second  project  which  has 
been  successful  in  his  district  — 
and  which  he  has  happily  seen 
repeated  in  other  locations  in  the 
state  — is  the  Mini-Internship 


“I  feel  there  is  a 
real  need  for 
progressive, 
proactive 
leadership  in  this 
state.  Instead  of 
waiting  for  a 
government  body, 
a politician  or 
industry  to  tell  us 
what  we  should  be 
doing,  we  doctors 
need  to  start  acting 
on  these  issues 
ourselves.” 


Program.  This  tightly-organized 
project  allows  five  key  individuals 
from  the  business  community  to 
follow  local  physicians  through 
their  daily  routines,  in  order  to 
better  view  the  problems  the 
practitioner  faces. 

To  date,  15  individuals  have 
completed  the  program  in  Dayton 
and  five  more  will  do  so  next 
month.  “It’s  a super  project  — a 
good  way  to  help  those  non- 


physicians who  are  making  big 
decisions  about  health  care  better 
understand  what  it  is  we  do,”  says 
Dr.  Marshall. 

Promotion  of  a mutual 
understanding  between  business 
and  medicine  is  also  the  goal  of 
Dayton’s  business  coalition,  Dr. 
Marshall  says.  Currently,  both  the 
president  and  immediate  past 
president  of  the  Montgomery 
County  Medical  Association  serve 
on  that  coalition.  “We  get  an 
opportunity  to  understand  their 
problems  and  they  ours,”  he 
comments.  “It’s  a very  positive 
relationship  — a very  good  way  to 
meet  each  other’s  needs.” 

While  the  past  several  years 
have  been  extremely  busy  for  Dr. 
Marshall,  he  sees  a need  for  even 
more  activity  as  the  problems 
facing  organized  medicine  in 
general  and  physicians  in 
particular  continue  to  mount.  “I 
feel  there  is  a real  need  for 
progressive,  proactive  leadership  in 
this  state,”  he  says.  “Instead  of 
waiting  for  a government  body,  a 
politician  or  industry  to  tell  us 
what  we  should  be  doing,  we 
doctors  need  to  start  acting  on 
these  issues  ourselves.  We  know 
what  these  areas  are  — we  know 
the  problems.  We  need  to  start 
working  on  our  own  ideas  on  how 
to  try  to  change  things.” 

There  may  be  little  the 
individual  physician  can  do  to 
bring  about  change,  he  says,  “but 
if  we  stand  together,  through 
organized  medicine,  there’s  a lot 
we  can  accomplish.  We  need  to  be 
unified  — and  this  is  where 
OSMA  plays  a role.  We  need  a 
united  voice  — both  a political 
voice  to  speak  to  government,  and 
a benevolent  voice,  to  speak  on 
behalf  of  our  patients.  Working 
together,  with  all  sorts  of  people, 
there’s  a lot  we  can  do.”  — Susan 
Porter 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 


these 


of  the 


state 


art 


were 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


wtst 


Louis  A.  Flaherty,  Vernon  Manor,  Suite  C 
400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 


Robert  E.  Stallter,  Suite  H,  RO.  Box  331, 

1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 


John  E.  Hansel,  Timothy  D.  Harrison,  Suite  535 
Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 


Stuart  Mitchelson,  Robert  Dowdy,  Suite  111,  1 Commerce  Park  Square 
23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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Seventh  District 


Nermin  Lavapies,  MD 


Nermin  Lavapies , MD 


“Maintaining  an  active  interest 
in  organized  medicine  has  been  an 
uphill  battle  in  this  area,”  says 
Nermin  Lavapies,  MD,  a family 
practitioner  in  Martins  Ferry,  Ohio 
— but  it’s  a battle  she  claims  she’s 
winning. 

Dr.  Lavapies  is  a native  of 
Turkey,  who,  after  receiving  her 
medical  degree  in  1956  from  the 
University  of  Istanbul  Medical 
School,  came  to  serve  a rotating 
internship  at  Wheeling  Hospital  in 
Wheeling,  West  Virginia.  Later, 
she  took  a general  practice 
residency  at  the  Ohio  Valley 
General  Hospital,  also  in 
Wheeling,  before  she  crossed  the 
river  to  set  up  her  family  practice 
in  Martins  Ferry. 

It  didn’t  take  Dr.  Lavapies  long 
to  become  involved  in  organized 
medicine  herself.  In  1972,  she  was 
elected  secretary-treasurer  of 
Belmont  County  and,  three  years 
later,  became  active  in  the  Ohio 
Academy  of  Family  Practitioners 
(OAFP),  where  she  eventually 
served  two  terms  as  OAFP 
president.  That  experience  led  her 
to  run  for  president  of  Belmont 
County  in  1978  — a position  she 
not  only  won,  but  has  held  onto 
since. 


“They  keep  re-electing  me,”  she 
says  with  a laugh. 

Finally,  two  years  ago,  Dr. 
Lavapies  accepted  the  role  of  the 
Ohio  State  Medical  Association’s 
Seventh  District  Councilor  — 
making  her  the  first  woman 
councilor  in  OSMA  history. 

Now,  she  represents 
approximately  230  physicians  in 
Carroll,  Coshocton,  Harrison, 
Jefferson,  Monroe,  Tuscarawas, 
and  her  own  Belmont  County. 

She  admits  that  it’s  sometimes  a 
struggle  to  keep  those  she 
represents  actively  involved  in 
organized  medicine. 

“We’re  129  miles  away  from  the 
big  city,”  she  says,  referring  to 
Columbus,  “and  it’s  difficult  for 
us  to  keep  in  touch.” 

Before  she  came,  she  said,  no 
one  even  tried  to  get  involved  in 
medicine’s  big  issues. 

“They  felt  too  isolated.  The 
county  society  meetings  usually 
consisted  of  a dinner  and  a 
speaker,  and  that  was  all.” 

The  physicians  are  becoming 
more  involved  in  organized 
medicine  as  a result,  she  says, 

“and  they’re  beginning  to  realize 
that  the  state  can  help  us  with  our 
problems  as  well.” 
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Because  her  area  is  largely 
composed  of  solo  practitioners, 
engaged  in  general  or  family 
medicine  and  practicing  in  rural 
areas  and  small  towns,  she 
emphasizes  that  the  problems  they 
face  are  different. 

“We  have  a lot  of  economic 
pressure  here,”  she  says.  Some  of 
it  comes  from  competition,  which 
even  in  this  area  is  increasing. 

“A  close-paneled  HMO  has 
been  operating  here  since  the  early 
’60s,”  Dr.  Lavapies  says,  “so  we 
had  competition  long  before 
anyone  else  did.”  Now,  her 
district  has  added  a second  HMO 
and  a PPO. 

“It  doesn’t  do  any  good  to 
close  your  eyes  and  pretend  they 
don’t  exist,  so  we  try  to 
participate  as  much  as  we  can  in 
all  of  them  — providing  whatever 
physician  input  is  necessary.”  But, 
they  are  providing  some  economic 
pressure  to  the  solo  practitioners, 
she  says. 

Another  factor  magnifying  the 
problem  is  the  area’s  chronic 
unemployment.  This  is  steel  and 
mining  territory,  but  both 
industries  have  been  experiencing 
severe  problems  for  a long  time. 
Companies  go  bankrupt,  workers 
go  on  strike,  and,  as  a result, 
unemployment  continually 
fluctuates  between  18  and  22 
percent,  she  says. 

Two  years  ago,  when  similar 
large-scale  unemployment  crept 
across  the  state,  many  of  the 
larger  counties  were  sent 
scampering  to  set  up  special 
programs  for  the  resulting  indigent 
population.  It  proved  to  be 
unnecessary  in  District  Seven. 

“We’ve  been  taking  care  of  our 
indigent  for  years,”  she  says.  No 
new  programs  had  to  be  created. 
However,  a recent  strike  by  United 
Steel  Workers  did  prompt  Dr. 
Lavapies  to  go  to  the  media  with 
reassurances  that  the 
approximately  11,000  men 


(“multiply  that  three  times  for  the 
families”)  would  be  taken  care  of 
by  area  physicians  and  hospitals. 
But  at  what  financial  loss  to  the 
physician? 

The  economic  strain  becomes 
even  greater  as  more  and  more 
young  people  leave  the  area  to 
look  for  work.  “It  has  created  for 
us  an  area  with  a large  elderly 
population,”  Dr.  Lavapies  says, 
and  estimates  that  up  to  60 
percent  of  the  patients  in  area 

Because  her  area  is 
composed  of  solo 
practitioners, 
engaged  in  general 
or  family  medicine 
and  practicing  in 
rural  areas  and 
small  towns,  she 
emphasizes  that 
problems,  here,  are 
different.  “We  have 
a lot  of  economic 
pressure.’’ 


hospitals  are  on  Medicare.  “I’d 
say  30  percent  of  our  physicians 
accept  Medicare  reimbursement,” 
she  adds. 

The  physicians  are  not  the  only 
ones  coping  with  financial  losses, 
however.  So,  too,  are  the  hospitals 
— and  that’s  creating  an  economic 
problem  of  a different  kind. 

“The  hospital  in  one  county  in 
particular  is  trying  to  make  up  for 
lost  revenues  by  accepting  patients 
brought  in  by  podiatrists  and 
chiropractors.”  The  physicians  are 
not  only  protesting  this  practice 
from  an  ethical  standpoint,  but 
because  they  admittedly  feel  a 


financial  pinch  as  well  from  the 
loss  of  patients. 

“We’re  going  to  have  to 
recognize  that  this  is  a support 
business  and  we  have  to  interact 
with  others  in  our  profession.  But 
we  have  to  do  so  without 
relinquishing  any  of  our  rights. 

It’s  a fine  line,”  she  admits. 

Liability  raises  yet  another 
economic  factor. 

“It’s  definitely  here,”  she  says, 
citing  a case  in  her  area  involving 
a physician  who  was  called  in  as  a 
consultant  on  a case,  and  ended 
up  becoming  involved  in  a $30 
million  lawsuit. 

“Now,  hospitals  in  our  area  are 
requiring  physicians  to  maintain  $1 
million  worth  of  coverage  — or 
no  privileges.  It’s  really  hitting 
those  physicians  who  may  not  do 
much  hospital  work  and  generally 
have  only  $200,000  worth  of 
coverage.  If  they  want  to  keep 
their  hospital  privileges,  however, 
they’re  going  to  have  to  buy  extra 
coverage,  which  means  they’ll  have 
to  charge  higher  fees;  and 
ultimately  the  patient  is  the  one 
who  will  end  up  paying.” 

Dr.  Lavapies  is  a firm  believer 
that  patients  need  to  be  educated 
on  this  matter,  as  well  as  others  in 
the  rapidly-changing  health-care 
marketplace,  and  she  hopes  that 
the  Auxiliary  which  she’s  recently 
reactivated  in  her  county  will  help 
spread  the  word. 

“I’m  also  looking  forward  to 
using  the  OSMA’s  Public 
Education  Campaign,”  she  says, 
and  adds  that  she  turns  often  to 
the  Departments  of  Legislation, 
Field  Service  and  Government 
Relations  for  additional  help  in 
meeting  some  of  her  district’s 
problems. 

“When  I can,  I extract  ideas 
from  the  Council  meetings  and  try 
to  apply  them  in  my  area,”  she 
says.  “I  really  liked  Dr.  Marshall’s 
idea  of  the  mini-internship 
program  which  his  county  has 
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initiated,  and  I’m  trying  to  get  a 
similar  program  started  here,  but 
so  far  the  doctors  I’ve  contacted 
are  a little  shy.”  The  lay  people 
she’s  contacted  are  enthusiastic 
about  the  idea,  and  she’s  still 
hoping  to  bring  the  two  together 
in  a program.  “But  what  I have 
now  are  a lot  of  interns  and  no 
residents,”  she  says  with  a laugh. 

The  situation  clearly  illustrates 
the  statement  she  had  made  earlier 
— that,  at  times,  maintaining  an 
active  interest  in  organized 
medicine  in  the  Seventh  District 
can  seem  an  uphill  battle.  But  if 
anyone  succeeds  at  activating  that 
interest,  it’s  sure  to  be  Dr.  Nermin 
Lavapies.  — Karen  S.  Edwards 


Synergy,  OSMA’s  patient  publication,  has  a new,  more 
manageable  8 14  x 11  format,  which  makes  it  easier  to  display  in 
your  waiting  room  — and  to  copy  special  articles  for  your 
patients.  But  don’t  stop  there. 

Now,  you  can  share  copies  of  Synergy  with  your  patients  by 
taking  advantage  of  our  new  bulk  rates:  100  extra  copies  each 
month  for  $240  per  year;  200  extra  copies  for  $360  per  year  and 
500  extra  copies  for  $600  per  year.  That’s  as  little  as  10C  a copy 
per  issue! 

To  order  extra  copies  of  Synergy  call 
the  Ohio  State  Medical  Association  at 
(614)  228-6971  and  ask  for  our  special 
order  blank  or  write: 

Synergy 

The  Ohio  State  Medical  Assoc. 

600  S.  High  St. 

Columbus,  Ohio  43215 


Dx:  recurrent 

7*  EAST  HIGH  ST 


for. 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  Information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin-L® 

jsmmmmmm 


In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 


— 

DOCTORS: 


Enter  the  exciting  world  of 

Undersea  Medicine 


An  exciting  style  of  practice  that  combines  skill,  adventure,  and 
personal  achievement. 

• Physicians  are  needed  to  support  U.S.  Navy  submarine  and  diving  pro- 
grams. . . one  of  the  world’s  most  advanced  undersea  medical  practices.  Six  mon- 
ths specialized  medical  training  is  provided. 

• You  must  be  under  40,  in  good  physical  condition,  and  have  a medical  degree 
from  an  AMA  approved  medical  school.  Current  GME  training  also  required  (in-process 
acceptable) . 

• All  government  benefits,  professional  perquisites,  and  use  of  recrea- 
tional facilities  provided. 

Call  1-800-325-9315  or  write  LT  BEASLEY  at  NRD  Columbus,  Federal  Building,  Room 
609,  200  North  High  St.,  Columbus,  OH  43215-2474  to  find  out  more  about  this  and 
other  unique  opportunities  in  Navy  medicine. 
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Q.  I received  an  unsolicited 
report  from  a testing  organization 
for  certain  examinations  and  tests 
performed  for  one  of  my  patients 
by  a for-profit  multiphasic 
screening  company.  Since  I had 
nothing  to  do  with  ordering  or 
even  suggesting  these  tests  be 
performed,  or  any  knowledge  of 
the  competency  of  the  test  staff,  I 
did  not  even  bother  to  review  the 
report.  Do  I have  any  obligation 
to  review  this  unsolicited  material, 
legally  or  ethically? 

MD 

Columbus 

A.  The  OSMA  feels  that  you 
do.  In  the  February,  1976  OSMA 
Journal,  the  question  of  physician 
obligation  to  respond  to 
unsolicited  MPS  test  results  was 
addressed  by  legal  counsel  of  the 
Cleveland  Academy  of  Medicine, 
and  the  advice  is  still  good  today. 
Legal  counsel  advised  the 
following  forms  of  physician 
response  with  the  understanding 
that  each  physician  consult  with 
his  or  her  own  legal  counsel 
before  determining  what  the 
appropriate  response  under  the 
facts  and  circumstances  of  a 
particular  case  should  be: 

Physician-Patient  Relationship 
Exists  and  Physician  Wishes  to 
Continue  It 

If  a physician  receives  MPS  test 
results  from  a current  patient  and 
he  wishes  to  continue  the 
physician-patient  relationship,  he 
should  respond  to  the  results  with 
a letter  such  as  the  following: 

I have  received  a report  from 
(testing  organization)  of  certain 
examinations  and  tests  recently 
made  for  you  and  which,  I 
understand,  were  forwarded  to  me 
at  your  request.  I would  suggest 
that  you  make  an  appointment 
with  my  office  to  discuss  this 
report. 


Ask  the  Ombudsman 


It  should  be  noted  that  this 
form  should  be  used  even  when 
the  test  results  indicate  no  need 
for  further  testing  or  medical 
treatment.  This  information 
should  be  given  the  patient  in 
person  by  the  physician. 

If  the  reports  indicate  physical 
conditions  which  might  require 
medical  treatment,  the  physician 
should  ordinarily  arrange  for 
further  testing  and  examination 
under  his  direction  before 
rendering  medical  service. 

Physician-Patient  Relationship 
Exists  But  Physician  Wishes  to 
Terminate  It 

If  a physician  receives  MPS  test 
results  from  a patient  and  refuses 
to  accept  these  reports  where 
action  should  be  reasonably 
expected,  the  physician  may  be 
exposed  to  a claim  of  malpractice 
by  the  patient.  If  the  physician 
does  not  wish  to  act  upon  the  test 
results,  he  should  terminate  the 
physician-patient  relationships  as 
follows: 

I have  received  from  (testing 
organization)  a report  of  certain 
examinations  and  tests  recently 
made  for  you  and  which,  I 
understand,  were  forwarded  to  me 
at  your  request. 

I have  not  examined  these 
reports  and  have  returned  them  to 
(testing  organization).  I would 
suggest  that  you  make 
arrangements  with  another 
physician  to  examine  this  report 
and  consult  with  you  in  regard 
thereto. 

Physician-Patient  Relationship  Is 
Not  Current  and  Physician  Does 
Not  Desire  to  Reactivate  It 

If  there  has  been  no  recent 
physician-patient  relationship  and 
the  physician  does  not  desire  to 
reactivate  such  a relationship,  the 
physician  can  refuse  to  accept 


testing  reports  with  appropriate 
notice  as  follows: 

I have  received  from  (testing 
organizations)  a report  of  certain 
examinations  and  tests  recently 
made  for  you  and  which,  I 
understand,  were  forwarded  to  me 
at  your  request. 

My  records  indicate  that  your 
last  visit  to  my  office  was  on 
(DATE).  Under  these 
circumstances,  I have  not  read  the 
report  and  have  returned  it  to 
(testing  organization).  I would 
suggest  that  you  arrange  with 
another  physician  to  examine  this 
report  and  consult  with  you  in 
regard  thereto. 

Physician-Patient  Relationship 
Never  Existed 

Since  a physician  has  the  right 
to  select  his  patients,  the  fact  that 
a would-be  patient  has  given  the 
physician’s  name  to  a testing 
organization  does  not  create  a 
physician-patient  relationship 
where  none  has  heretofore  existed. 
The  physician  can  refuse  to  accept 
testing  reports  as  follows: 

I have  received  from  (testing 
organization)  a report  of  certain 
examinations  and  tests  recently 
made  for  you  and  which,  I 
understand,  were  forwarded  to  me 
at  your  request. 

My  records  do  not  indicate  that 
you  have  ever  been  a patient  of 
mine  and  I,  therefore,  have 
returned  the  report  to  (testing 
organization).  I would  suggest  that 
you  make  arrangements  with 
another  physician  to  examine  this 
report  and  consult  with  you  in 
regard  thereto. 

Address  any  inquiries  you  may 
have  to:  OSMA  Ombudsman,  600 
South  High  Street,  Columbus, 

Ohio  43215. 


September  1985 


657 


A V / l , v 


IflM 

: 

>.V  * 

®te  - 


s:TT 

- , 

■ 


We  ve  been  studying 
medicine  almost  as 
long  as  you  have. 
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r 17  years  and  untold 
rs.  That’s  what  CyCare 
invested  in  the  study  of  health  care. 
We’ve  long  since  earned  our 
diploma.  While  many  aspiring  com- 
petitors failed  to  make  the  grade. 

We  chose  one  specialty.  The 
delivery  of  health  care  is  a specializ- 
ed business.  Your  data  processing 
company  should  understand  it 
thoroughly.  That’s  tough  to  do  if 
they're  also  marketing  to  banks,  fac- 
tories and  the  like. 

From  the  beginning,  CyCare 
decided  to  commit  only  to  the 
medical  industry.  Our  staff  of  over 
600  has  been  living  and  breathing  it 
ever  since. 

Experience  only  CyCare  can 
claim.  CyCare  has  studied  with 
thousands  of  physicians,  ad- 
ministrators, and  nurses.  We’ve 
worked  with  nearly  850  clients  of  all 
specialties  and  size.  In  17  years, 
we’ve  treated  data  processing 
challenges  of  every  kind. 

You  know  experience  is  the 
teacher.  So  choose  a company  that’s 
been  around  long  enough  to  learn. 

Our  knowledge  benefits  yon.  Our 
experience  taught  us  that  each  client 
is  different.  We  designed  systems 
that  easily  accomodate  any  type  of 
case.  We  learned  you  didn’t  want 
useless  “bells  and  whistles”,  so  we 
developed  practical  software  that 
enhances  the  delivery  of  patient 
care.  We  discovered  the  fear  of 
system  obsolescence.  So  we  created 
modular  systems  that  can  be  expand- 
ed at  any  time. 


never  stops.  Like  you, 
we  never  stop  learning.  We  invest 
more  in  research  each  year  than 
most  of  our  competitors  gross  in 
sales.  We  listen  to  your  ideas,  look 
for  new  ways  to  improve  vour  prac- 
tice, and  stay  abreast  of  industry 
needs.  It’s  the  only  way  to  take  the 
lead. 

Compare  our  credentials.  Ex- 
amine CyCare  thoroughly.  Demand 
as  much  from  us  as  you  demand 
from  yourself.  Look  at  our  ex- 
perience, our  financial  stability.  Ex- 
amine our  products  and  talk  to  our 
clients.  Find  out  why  CyCare  is  the 
leading  supplier  to  medical  group 
practices,  HMOs  and  ambulatory 
care  facilities  nationwide. 

Put  us  to  the  test.  We’re 


Ask  about  Cy Care's  C1C 
APPOINTMENT  Si 

time  manager 
and  medium  size  " 

□ Rush  free  details  to  me  about 


□ Have  a representative  co. ... 

My  business  card/letterhead  is 

No.  of  Phys.. 

Mail  to:  CyCare,  520  1 
Building  Dubuque,  low? 
319/556-3131 

. 

Sates  and  Service  Ofi 
Atlanta,  GA;  Cherry  Hill,  NJ; 

TX;  Denver,  CO;  Miami,  FL; 

New  York,  NY;  Portland,  < 

Spokane,  WA;  Canada:  Toi 


CA; 


Authorized 
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— Continuing  Medical  Education^ 


WORKSHOP  IN  DERMATOPATHOL- 
OGY:  October  12;  Bunts  Auditorium, 
Cleveland  Clinic;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  6 credit 
hours;  $125;  contact:  Center  for  CME, 
Cleveland  Clinic  Educational  Founda- 
tion, 9500  Euclid  Avenue,  Cleveland 
44106,  phone:  Toll  Free  in  Ohio  1-800- 
762-8172;  Outside  Ohio  1-800-762-8173. 

NEPHROLOGY  UPDATE  — 1985: 

October  16-18;  Bunts  Auditorium,  Cleve- 
land Clinic;  sponsor:  Cleveland  Educa- 
tional Foundation;  18  credit  hours;  $250; 
contact:  Center  for  CME,  Cleveland 
Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  Free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


ADVANCES  IN  CARDIOVASCULAR 
MANAGEMENT:  October  17-18;  Hyatt 
on  Capitol  Square,  Columbus;  sponsor: 
Riverside  Methodist  Hospital,  Columbus: 
12  credit  hours;  $125  for  2 days,  $75  for 
one  day;  contact:  Elaine  Finefrock,  R.N., 
CCRN,  3535  Olentangy  River  Road, 
Columbus  43214,  phone:  614/261-4963. 

DIABETIC  RETINOPATHY:  Novem- 
ber 1;  Johns  Hopkins  Medical  Institu- 
tions, Baltimore,  MD;  sponsor:  The 
Wilmer  Institute,  Johns  Hopkins  Medical 
Institutions;  $150,  $75  for  residents  and 
Fellows;  9.5  credit  hours;  contact:  Jeanne 
Ryan,  Program  Coordinator,  Office  of 
Continuing  Education,  Johns  Hopkins 
University  School  of  Medicine,  720  Rut- 
land Avenue,  Baltimore,  MD  21205, 
phone:  301/955-6046. 


Obituaries 

ROBERT  M.  CRAIG,  MD,  Dayton; 
University  of  Cincinnati  College  of 
Medicine,  1939;  age  72;  died  June  24, 
1985;  member  OSMA  and  AMA. 

RUSSELL  METZGER,  MD, 

Akron;  Ohio  State  University  College 
of  Medicine,  1954;  age  60;  died  May 
6,  1985;  member  OSMA  and  AMA. 

RAYMOND  C.  NOVATNEY,  MD, 

Elyria;  Ohio  State  University  College 
of  Medicine,  1933;  age  79;  died  June 
17,  1985;  member  OSMA  and  AMA. 

PAUL  J.  SAUDER,  MD,  Ashland; 
Ohio  State  University  College  of 
Medicine,  1954;  age  63;  died  June  17, 
1985;  member  OSMA  and  AMA. 

JENS  G.  ROSENKRANTZ,  MD, 

Cincinnati;  Harvard  Medical  College, 
1953;  age  55;  died  June  17,  1985; 
member  OSMA  and  AMA. 
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THE  YIELD  OF  NEW  PROBLEMS  FOUND  DURING 
PERIODIC  HEALTH  EXAMINATIONS  OF 
IMPOVERISHED  PATIENTS 

David  G.  Miller,  MD 


The  yield  of  significant  new  health  problems  discovered  at 
Periodic  Health  Examinations  of  an  adult , impoverished,  inner- 
city  population  was  studied.  A simple  classification  system  of 
the  severity  of  new  findings  was  developed.  Possible  factors 
found  to  increase  significantly  the  yield  of  new  problems  included 
the  completeness  of  the  evaluation  and,  for  certain  categories 
of  problems,  the  age  and  sex  of  the  patient.  Thirty-four  percent 
of  the  971  patients  examined  were  found  to  have  one  or  more 
newly  recognized,  potentially  serious  medical  problems.  When 
the  cost  of  identifying  new  problems  was  assessed  by  procedure, 
the  following  cost  per  new  abnormal  finding  was  obtained:  auto- 
mated chemistries,  $46;  the  history  and  physical  examination 
itself,  $53;  culture  for  N.  Gonorrhoeae,  $65;  hematocrit  or  hemo- 
globin, $155;  urinalysis,  $161;  PAP  test,  $162;  serum  test  for 
syphilis,  $220;  chest  X-ray,  $258;  EKG,  $395. 


The  Periodic  Health  Examination  (P.H.E.)  has  been  subject 
to  careful  scrutiny  in  recent  years.1'9  The  costly  nature  of  these 
procedures  requires  that  they  be  of  proven  effectiveness  in 
detecting  health  problems.  Studies  of  the  yield  of  periodic  evalu- 
ations have  been  done  by  various  groups, 4,6,10  and  recent 
exhaustive  reviews  of  the  literature  have  been  done  as  well.1,2,9 
Most  reports  have  used  data  derived  largely  from  middle  income 
patients. 

Impoverished  families  are  known  to  have  higher  rates  of 
many  illnesses  than  middle  income  families.11  This  study  was 
done  to  determine  the  yield  of  new  problems  from  periodic 
health  examinations  among  adults  in  an  impoverished,  inner- 
city  area  served  by  a federally  supported  community  health 
center. 

A six  month  follow-up  period  was  included  in  the  study  to 


David  G.  Miller,  MD,  Medical  Director  of  Hough  Norwood 
Family  Health  Center,  Cleveland,  and  associate  professor 
of  the  Departments  of  Medicine,  Epidemiology  and  Biostatis- 
tics, School  of  Medicine,  Case  Western  Reserve  University, 
Cleveland. 


allow  follow-up  of  certain  findings  often  associated  with  cancer, 
as  well  as  to  determine  whether  significant  illnesses  were  missed 
during  the  P.H.E.  Two  aspects  of  the  patients  (age,  sex)  and 
of  the  procedure  (first  or  subsequent  examination,  and  the 
thoroughness  of  the  evaluation)  were  observed  to  determine 
which  of  them  was  associated  with  a higher  yield  of  new  prob- 
lems. 

Study  Design 

Patients 

All  patients  age  18  and  over  who  had  had  a P.H.E.  during 
the  last  six  months  of  1979  were  included  in  this  retrospective 
study.  During  that  six  months,  a total  of  5,096  adult  persons 
were  seen  by  physicians  at  least  once.  Nine  hundred  and  seventy- 
one  (19%)  received  a P.H.E. 

Components  of  the  Periodic  Health  Examination 

Our  1979  recommendations  for  the  components  of  the 
P.H.E.  and  their  frequency  are  as  follows:  a complete  physical 
examination  once  between  ages  18-24;  every  five  years  between 
ages  25  and  39;  every  two  years  between  40  and  59;  and  yearly 
thereafter.  A review  of  systems  annually  include  weight,  blood 
pressure  determination,  and  breast  and  pelvic  examinations  for 
women.  Laboratory  recommendations  included  urinalysis, 
WBC,  Hgb,  Hct,  SMAC  201  beginning  at  age  25,  and  PAP  test 
annually.  STS  and  cervical  cultures  for  gonorrhea  annually  for 
women  ages  18-59.  EKG  and  chest  x-ray  once  before  age  39, 
then  EKG  every  two  years  until  59,  then  annually.  Chest  x-ray 
every  three  years  from  age  40.  Stool  test  for  blood  yearly  after 
age  60.  Sickle  hemoglobin  once.  This  report  summarizes  findings 
by  physicians  only. 

The  P.H.E.s  were  done  by  nine  different  physicians  (MDs) 
working  in  three  Hough  Norwood  facilities.  Seven  were  intern- 
ists (one  board  certified;  five  who  had  completed  residency  pro- 
grams in  Internal  Medicine  but  were  not  board  certified;  and 
one  who  had  not  yet  completed  training  in  Internal  Medicine) 
and  two  family  practitioners  (one  board  certified).  The  examin- 
ing physicians  were  not  aware  that  the  study  was  contemplated. 

All  medical  records  were  reviewed  by  the  author.  Non-epi- 
sodic  or  serious  episodic  problems  found  prior  to,  at  the  time 
of,  and  for  a six-month  period  following  the  P.H.E.  were 
recorded. 

New  Problems  Defined 

A new  problem  discovered  at  P.H.E.  was  any  new  finding 
not  previously  recorded  in  the  medical  record.  A new  problem 
encountered  at  initial  evaluation  was  defined  as  any  problem 
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DANIELS-HEAD  & ASSOCIATES 



When  you  pay  good  money  for  insurance 
protection,  you  deserve  good  service  — especially 
on  claims.  And  no  one  pays  them  quicker  than 
we  do! 

But  that's  just  one  of  the  ways  you  benefit 
from  our  health  care  coverage.  For  over  30 
years,  we’ve  provided  physicians  across  Ohio 
with  the  best  in  comprehensive  medical 
insurance.  So  we  understand  your  special 
needs  as  a physician. 

You  can  enjoy  our  valuable  protection 
at  low  group  rates  — for  yourself,  your 
family,  your  practice  and  your  employees. 
As  the  Official  Plan  Administrator  for  the 
Ohio  State  Medical  Association,  we  offer 
these  insurance  programs:  Major 
Medical,  Hospital  Indemnity,  and  Office 
Overhead  Expense  Coverage. 

For  more  information,  simply  call 
292-4499  in  Cleveland.  From  other 
Ohio  cities,  call  1-800-282-7502 
toll-free;  outside  Ohio,  call 
1-800-848-8691.  Or  write  to 
this  address: 


DANIELS-HEAD  & ASSOCIATES 

24400  Chagrin  Boulevard/Cleveland,  Ohio  44122 
A subsidiary  of  Selman  & Company 
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NEWLY  DISCOVERED  PROBLEMS  ENCOUNTERED  THREE  OR  MORE  TIMES  AMONG  971  PERIODIC  HEALTH  EXAMINATIONS 
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Group  A — Potentially  life  threatening;  treatment  not  likely  to  affect  outcome. 
Group  B — Potentially  life  threatening;  treatment  likely  to  affect  outcome. 
Group  C — Disabling;  treatment  not  curative. 

Group  D — Miscellaneous  conditions  needing  treatment. 


discovered  which  was  not  known  previously  to  the  patient. 

An  exception  to  this  definition  of  new  problems  was  made 
in  the  case  of  cigarette  smoking.  Cigarette  smoking  was  con- 
sidered a new  problem  in  any  patient  found  to  be  still  smoking. 
This  was  necessary  because  physicians  had  recorded  smoking 
in  different  ways  — some  placing  it  on  the  problem  list,  some 
not.  This  was  not  the  case  with  other  significant  problems,  so 
it  was  impossible  to  determine  when  smoking  was  actually  a 
new  problem  and  when  it  was  a chronic  problem  recently 
recorded.  For  uniformity,  it  was  designated  a new  problem. 
Diagnoses 

The  diagnoses  of  the  physicians  were  accepted  without  at- 
tempt at  verification.  Diagnostic  criteria  for  many  common  ill- 
nesses had  been  agreed  upon  prior  to  the  study,  however. 

Hematology  evaluations  were  done  in  the  Medicare-certified 
health  center’s  laboratory  by  Coulter  Counter.  Urinalyses  were 
done  by  dipstick,  followed  by  evaluation  of  urinary  sediment. 
N.  Gonorrhoeae  (G.C.)  cultures  were  done  using  modified 
Theyer-Martin  media.  Reactive  RPR  tests  were  followed  by 
Fluorescent  Treponemal  Antibody  Absorption  Tests  (FTA- 
ABS)  before  the  diagnosis  of  syphilis  was  made.  Biochemical 
and  PAP  tests  were  done  by  a private,  Medicare-certified  labora- 
tory. 

Classification  of  New  Problems 

All  newly  found  problems  were  categorized  into  one  of  five 
groups  based  upon  the  author’s  clinical  judgment.  These  cate- 
gories included:  Group  A,  potentially  life  threatening,  treatment 
not  likely  to  affect  outcome;  Group  B,  potentially  life  threaten- 
ing, treatment  likely  to  affect  outcome;  Group  C,  disabling, 
treatment  not  curative;  and  Group  D,  other  miscellaneous  con- 
ditions needing  treatment.  All  other  less  important  problems 
formed  a fifth  category  which,  because  of  its  trivial  nature,  will 
not  be  discussed  further. 

All  problems  were  coded  (ICDA  Volume  7)  and  placed  on 
shorter  forms  with  patients’  numbers  changed  to  protect  confi- 
dentiality, and  these  results  were  entered  into  a Hewlitt  Packard 
3000  computer  from  which  tables  were  prepared.  The  data  were 
examined  for  statistical  significance  using  standard  techniques. 

Results 

Patients 

There  were  971  patients  included  in  the  study:  636  female 
and  335  male.  Seven  hundred  and  forty-three  were  black,  222 
white  and  six  oriental.  Three  hundred  and  eighteen  (33%)  were 
age  60  and  over.  The  average  age  of  females  was  47  (range  18- 
96),  and  of  males  49  (range  18-93).  That  the  patients  were 
impoverished  is  suggested  by  employment  figures  — 77%  were 
unemployed.  Only  16%  were  fully  employed.  Thirty-one  of  722 
(4%)  responding  listed  incomes  of  over  $8,000  per  year.  Only 
11%  had  private  insurance,  or  paid  the  full  cost  of  care. 
The  Thoroughness  of  Evaluations 

The  thoroughness  of  the  evaluations  varied.  A total  of  435 
evaluations  were  complete  (for  the  patient’s  age  and  sex)  in  all 
particulars.  Among  the  971  included  in  the  study,  the  medical 
history  was  complete  in  56%  and  incomplete  in  44%.  The  physi- 
cal examination  was  complete  (for  the  age  and  sex  of  the  patient) 
in  80%;  at  least  the  neck,  breasts,  lungs,  heart,  abdomen,  gen- 
itals, pelvis  and/or  rectum  were  examined  in  another  13%;  the 
examination  of  these  organs  minus  the  pelvic  and/or  rectal  was 
reported  in  another  6%,  and  less  information  was  recorded  in 
the  remaining  1%. 

The  laboratory  evaluation  was  complete  (for  the  age  and 
sex  of  the  patient)  in  87%;  a CBC,  urinalysis  and  blood  chemis- 
tries were  done  in  an  additional  7%;  and  fewer  tests  than  this 
were  completed  in  the  remaining  6%. 

The  completeness  of  the  evaluation  affected  the  finding  of 
new  problems.  The  frequency  of  newly  found,  A,B,C,  and  D 
problems  was  1.49  per  patient  examined  completely,  compared 
with  0.85  for  those  less  completely  examined  (p  = <0.001  by 
the  t-test). 

The  patients  who  had  complete  evaluations  differed  from 


those  with  incomplete  evaluations  in  at  least  two  ways  — they 
were  younger  and  they  were  more  likely  to  be  black. 

Patients  completely  examined  more  frequently  had  had  an 
initial  rather  than  a periodic  evaluation.  Among  those,  435  had 
complete  examinations,  272  had  had  an  initial,  and  163  a 
periodic  examination. 

A total  of  1.62  new  Group  A,B,C  or  D problems  were  dis- 
covered per  patient  having  an  initial  examination,  compared 
to  1 .27  new  problems  found  per  patient  having  a periodic  exami- 
nation. This  difference  was  not  significant,  however,  by  the  t- 
test  (p  = >0.1). 

In  summary,  complete  evaluations  yielded  more  new  prob- 
lems than  incomplete  evaluations,  but  complete  initial  evalua- 
tions may  not  have  identified  more  problems  than  complete 
periodic  evaluations. 

The  Source  of  Appointments 

A factor  possibly  influencing  the  number  of  new  problems 
found  was  whether  the  P.H.E.  was  requested  by  the  patient  or 
was  scheduled  for  preventive  or  other  purposes  by  the  health 
center.  One  hundred  and  forty  of  the  971  examinations  were 
scheduled  at  the  patients’  request.  A total  of  1.89  A,B,C  and 
D problems  were  found  per  examination  in  the  former  (patient- 
requested)  group,  while  1.02  were  found  in  the  remaining  group. 
However,  the  patient-requested  group  had  a higher  proportion 
of  complete  examinations  than  the  remaining  group  (63%  vs. 
45%). 

Initial  Versus  Periodic  Examinations 

About  one-third  of  the  patients  had  an  initial  evaluation, 
two-thirds  a periodic  one.  Three-fourths  of  those  having  an 
initial  evaluation  had  used  the  centers  for  less  than  one  year. 
Three-fourths  of  those  having  a periodic  evaluation  had  patron- 
ized the  centers  for  more  than  three  years,  the  spread  being  one 
to  12  years.  Two-thirds  of  patients  having  a periodic,  not  an 
initial  evaluation,  had  had  a prior  P.H.E.  within  24  months. 
Eighty  percent  had  had  a P.H.E.  within  the  prior  36  months. 
New  Problems  Categorized  by  Severity 

The  distribution  of  new  problems  categorized  as  belonging 
to  Groups  A,B,C  and  D is  shown  in  Table  1. 

A total  of  452  individuals,  or  47%  of  the  total  examined, 
had  one  or  more  newly  discovered  Group  A or  B problems. 
Thirteen  percent  of  these  had  cigarette  smoking  as  the  only  A 
or  B problem.  Group  A and  C problems  were  found  more  com- 
monly among  older  age  groups.  (Group  A,  p = <0.005;  Group 
C,  p = <0.005).  Group  B and  D problems  as  a group  had  no 
age  relationship.  No  significant  differences  were  found  between 
sexes  (Group  A,  > p = 0.25;  Group  C,  > p = 0.25)  in  the  num- 
ber of  new  A or  C problems  found.  Group  B problems,  how- 
ever, were  more  common  among  males  (p  = <0.001).  This  dif- 
ference was  made  up  largely  by  the  greater  frequency  among 
men  of  newly  diagnosed  hypertension,  alcoholism  and  cigarette 
smoking. 

The  Six  Month  Follow-up  Period 

The  medical  records  of  all  patients  were  reviewed  for  follow- 
up visits  during  the  six  months  after  the  studied  physical  exami- 
nation. Seventy-eight  percent  of  patients  (80%  of  females,  78% 
of  males)  were  seen  during  the  follow-up  period,  during  which 
a total  of  288  new  problems  were  found.  Fifty-seven  (25%)  were 
episodic  in  nature,  and  231  (75%)  were  a mixed  group  of  prob- 
lems or  procedures. 

Among  the  latter  group,  seven  malignancies  were  identified 
or  confirmed.  All  of  these  had  been  suspected  by  findings  at 
P.H.E.  Eleven  surgical  procedures  were  recorded.  Ten  were 
precipitated  by  findings  at  P.H.E.  No  new  cases  of  diastolic 
hypertension  were  identified.  Six  new  diagnoses  of  diabetes  were 
made.  Four  of  these  were  suspected  by  abnormal  blood  glucose 
levels  at  P.H.E.  Two  patients,  known  to  be  hypertensive,  suf- 
fered strokes. 

One  patient  who  had  had  congestive  heart  failure,  died  dur- 
ing the  six  month  follow-up  period. 

Of  the  231  new,  non-episodic  problems,  45  were  unexpected 


September  1985 


663 


TABLE  2 The  Cost  per  Problem  Found  during  the  Periodic  Health  Examination 
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*50.00  - the  approximate  community  cost  of  a periodic  examination  (excluding  laboratory  tests). 

+ For  cost  analysis  purposes,  each  Blood  Chemistry  Evaluation  was  considered  21  separate  tests  each  costing  $0.18. 


and  were  not  predictable  by  a review  of  the  written  description 
of  the  P.H.E.  These  problems  and  their  frequency  follow: 
Anxiety  and/or  depression,17  angina  pectoris,3  systolic  hyperten- 
sion,3 alcoholism,2  chronic  bronchitis,2  diabetes,2  and  16  other 
conditions  each  occurring  once.  The  two  patients  who  developed 
diabetes  had  had  normal  blood  glucose  levels  and  urinalysis  at 
P.H.E. 

Twenty-five  of  these  unexpected  new  problems  occurred  in 
patients  incompletely  examined  during  the  P.H.E.,  while  20 
were  found  in  those  completely  examined.  The  rate  of  these 
problems  in  both  groups  among  those  seen  at  least  once  during 
the  follow-up  period  (334  of  those  completely  examined  and 
420  incompletely  examined)  was  0.06  problems  per  person 
examined. 


The  Cost  of  Detecting  New  Problems 

Table  2 shows  the  cost  of  detecting  each  abnormality  — both 
of  laboratory  tests  and  of  those  described  during  the  rest  of  the 
P.H.E.  The  laboratory  costs  were  those  of  our  own  laboratory 
or  the  cost  to  us  of  subcontracting  the  procedures.  The  costs 
were  as  they  existed  in  1981. 

Comment 

A factor  of  obvious  pertinence  in  the  discovery  of  new  prob- 
lems is  the  completeness  of  the  evaluations.  While  the  standards 
of  our  health  care  specify  the  components  of  a complete  evalua- 
tion (by  patient  age  and  sex),  the  standards  were  not  always 
followed,  sometimes  because  of  physician  factors  and  sometimes 
because  of  patient  refusal.  Patients  with  complete  work-ups  were 
found  to  have  more  new  problems  than  those  less  completely 
examined  (p  = <0.001).  However,  those  with  complete  evalua- 
tions were  more  likely  to  be  younger  and  black  than  those  in- 
completely examined.  These  two  differences  are  likely  to  have 
biased  the  frequency  of  finding  new  problems  in  opposite  ways. 

No  difference  was  found  in  the  number  or  severity  of  new 


problems  identified  during  the  six  month  follow-up  period  be- 
tween patients  who  had  had  a complete,  as  compared  with  an 
incomplete  P.H.E.  This  suggests  that  incompleteness  may  have 
been  more  in  recording  than  in  performing  the  P.H.E. 


Statistical  analyses  were  done  by  Donna  K.  McClish,  PhD, 

Case  Western  Reserve  University. 
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Next  month,  the  Journal  takes 
a look  at  AIDS,  the  disease 
that  has  been  puzzling 
physicians  since  its  first 
appearance  in  1981.  We 
examine  the  latest  discoveries, 
and  how  the  medical 
community  is  handling  the 
problem  here  in  Ohio. 


ids:  the  scourge 
of  the  ’80s. 


Resuscitation 
policies  at 
nursing  homes 

A new  policy  has  been 
introduced  that  directs  paramedics 
and  other  emergency  personnel  to 
refer  to  medical  records  before 
administering  resuscitation  to 
nursing  home  residents,  according 
to  a recent  article  in  the  Journal 
of  the  American  Medical 
Association  (JAMA). 

In  some  cases,  nursing  home 
patients,  their  families  or  their 
physicians  (under  direction  of  their 
patients)  may  have  requested  that 
resuscitation  not  be  administered 
in  emergency  situations.  But  these 
requests  are  in  direct  conflict  with 
emergency  care  unit  policy,  which 
is  to  prolong  life. 

What  this  new  policy  does, 
according  to  the  article,  is  to 
return  crucial  decision-making  to 
the  nursing  home  patients  and 
their  personal  physicians. 
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CORONARY  ARTERY  DISEASE  IN  PATIENTS  WITH 
CAROTID  ARTERY  STENOSIS 


Norman  H.  Baker,  M.D. 

H.  Gene  Ewy,  M.D. 

Patrick  J.  Moore,  M.D. 

John  W.  Thomas,  M.D. 

Peter  M.  Sanfelippo,  M.D. 

George  J.  Brahos,  M.D. 

Robert  F.  McVicker,  M.D. 

Complications  of  coronary  artery  disease  continue  to  be  the 
commonest  cause  of  death  in  patients  with  peripheral  vascular 
disease.1'2  A systematic  approach  to  diagnosis  and  treatment 
of  these  complications  is  rarely  presented. 

We  have  reviewed  a series  of  100  consecutive  patients  with 
carotid  artery  occlusive  disease  operated  by  one  of  us.  (NHB) 
Patients  with  coronary  artery  bypass  grafting  and  other  vascular 
procedures  are  analyzed  in  this  group  of  patients.  Particular 
attention  to  diagnosis  and  management  will  be  stressed. 

PATIENTS  AND  METHODS 

A consecutive  series  of  100  patients  undergoing  carotid  en- 
darterectomy was  reviewed.  There  were  124  carotid  endarterec- 
tomies in  this  group  of  patients.  All  patients  had  internal  carotid 
artery  occlusive  disease  of  70%  or  greater  by  non-invasive  and/ 
or  arteriographic  study. 

Non-invasive  studies  included  Ocular  Pneumo  Plethysmo- 
graphy (O.P.G.-G.E.E.),  Peri  Orbital  Doppler  exam,  Doppler 
Spectral  Analysis  and  Color  Coded  Ultrasonic  Arteriography 
(Echo  flow).  Arteriography  of  the  aortic  arch  and  individual 
carotid  arteries  was  accomplished  in  all  patients.  In  addition, 
in  the  latter  part  of  this  series,  two  patients  underwent  digital 
subtraction  angiography  (D.S.A.)  because  of  borderline  non- 
invasive  work-up. 

Fifty-seven  other  vascular  procedures  were  done  in  this 
group.  Twenty  patients  underwent  coronary  artery  bypass  graft- 
ing. Symptomatic  coronary  artery  disease  patients  underwent 
coronary  angiography.  Patients  with  a normal  electrocardio- 
gram, no  history  of  previous  cardiac  problems  and  no  family 
history  of  coronary  artery  disease  were  not  studied  further. 
Seven  patients  underwent  coronary  artery  bypass  grafting  prior 
to  carotid  endarterectomy  (10  days  — six  years).  The  remaining 
13  patients  had  carotid  endarterectomy  prior  to  coronary  artery 
bypass  grafting  within  four  days  of  carotid  endarterectomy. 
There  were  no  simultaneous  procedures  in  this  group. 


From  the  OHIO  HEART  AND  THORACIC  SURGERY  CENTER, 
INC.,  Columbus,  Ohio 


Eleven  patients  in  the  coronary  artery  bypass  group  had 
asymptomatic  carotid  artery  bruits.  All  of  these  patients  were 
found  to  have  internal  carotid  artery  stenosis  of  90%  or  greater. 
The  remaining  patients  presented  with  a history  of  T.I.A.s  or 
amaurosis  fugax. 

All  patients  were  operated  under  general  anesthesia.  An  in- 
ternal shunt  was  utilized  in  all  but  one  patient.  A radial  artery 
line  and  EKG  leads  were  routinely  used.  A Swan  Ganz  catheter 
was  inserted  in  patients  known  to  have  coronary  artery  disease. 
Standard  methods  of  carotid  endarterectomy  without  patch 
grafting  were  utilized. 

RESULTS 

One  hundred  twenty-four  carotid  endarterectomies  were  ac- 
complished in  100  patients  for  occlusive  disease.  There  was  a 
100%  follow-up.  There  were  two  surgical  deaths  (1.6%).  One 
patient  died  10  days  following  a pneumonectomy  for  carcinoma. 
He  had  an  uneventful  carotid  endarterectomy  four  days  prior 
to  thoracotomy.  The  second  patient  developed  multiple  arterial 
emboli  on  the  second  post-operative  day  and  died  from  compli- 
cations of  a mesenteric  infarction. 

There  were  two  late  deaths  (two  and  three  months  post-op). 
Both  were  directly  related  to  an  intraoperative  stroke.  One  pa- 
tient was  operated  without  an  internal  shunt  because  of  the  small 
size  of  his  internal  carotid  artery. 

In  the  coronary  artery  bypass  group  of  patients  there  were 
no  deaths  and  no  neurologic  deficits.  There  were  five  neurologic 
complications  in  the  remaining  patients  (4%).  Three  patients 
had  evidence  of  transient  hypoglossal  injury  (slurred  speech) 
and  all  returned  to  normal  in  three  months.  One  patient  had 
a transient  aphasia.  The  last  patient  was  most  interesting.  He 
underwent  a carotid  subclavian  bypass  graft  associated  with  a 
carotid  endarterectomy  for  multiple  occlusive  lesions  of  the  caro- 
tid vessel.  The  patient  awakened  in  the  recovery  room  with  a 
left  hemiplegia.  He  was  immediately  returned  to  surgery  and 
explored.  At  the  time  of  exploration,  the  internal  carotid  was 
found  to  be  patent  and  the  pressures  were  normal.  He  awakened 
from  his  second  anesthetic  perfectly  normal  without  neurologic 
deficit. 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1.  PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 

Address 

City Zip 

Telephone  ( ) 

Specialty 


LOCAL  REPRESENTATIVES: 

BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 
Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  44113 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  441 16 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-821  1 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


INSURANCE  COMPANY  100  Erieview 


SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371  1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


Plaza  Cleveland,  OH  441 14 
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Coronary  artery  disease 

continued 


COMMENTS 

Patients  with  vascular  disease  present  a never-ending  chal- 
lenge. Hertzer  and  others  have  shown  that  patients  with  carotid, 
aneurysmal  and  peripheral  occlusive  disease  have  a significant 
incidence  of  severe  coronary  artery  disease.3  The  surgical  and 
follow-up  mortality  in  these  patients  show  a preponderance  of 
patients  dying  from  complications  of  their  coronary  disease. 

In  our  present  study,  20%  of  patients  with  carotid  artery 
disease  requiring  carotid  endarterectomy  had  severe  coronary 
artery  disease.  Because  of  this  VASCULAR  CONNECTION 
we  have  concentrated  on  the  diagnosis  of  these  problems  with 
an  appropriate  pre-operative  work-up. 

Patients  presenting  to  our  center  with  peripheral  vascular 
occlusive  and  aneurysmal  disease  are  carefully  evaluated  for  con- 
comitant coronary  artery  disease.  A thorough  history  and  physi- 
cal examination  are  done,  followed  by  an  electrocardiogram  and 
exercise  stress  test.  The  latter  examination  is  not  done  in  patients 
with  current  angina  pectoris.  If  the  stress  test  is  positive  or  the 
patient  presents  with  angina,  a coronary  angiogram  is  per- 
formed. The  appropriate  surgical  procedure  is  then  advised. 

Simultaneous  carotid  or  aneurysmal  surgery  with  coronary 
artery  bypass  grafting  is  not  routinely  done.  Exceptions  are 
made  in  patients  with  crescendo  or  unstable  angina,  patients 
with  left  main  stem  disease,  and  severe  simultaneous  carotid 
or  aneurysmal  disease.  Operative  mortality  and  related  strokes 
are  higher  in  reported  combined  series  than  after  staged  proce- 
dures, with  few  exceptions.4'5 


Vascular  disease  is  obviously  systemic  and  not  confined  to 
one  or  two  anatomic  locations.  It  is  the  duty  of  the  physician 
to  carefully  evaluate  all  parameters  of  this  disease  in  his  patients. 
It  is  only  with  this  type  of  evaluation  that  appropriate  diagnosis 
and  treatment  can  be  accomplished. 

SUMMARY 

Complications  of  coronary  artery  disease  continue  to  be  the 
commonest  cause  of  death  in  patients  with  peripheral  vascular 
disease.  A series  of  124  consecutive  carotid  endarterectomies 
in  100  patients  were  reviewed.  Fifty-seven  other  vascular  proce- 
dures were  done  in  this  group:  twenty  of  these  patients  had 
coronary  artery  bypass  grafting. 

The  diagnosis  and  management  in  this  group  of  patients  are 
reviewed. 
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Clinical  and  Scientific  Manuscript  Guidelines 


EXCLUSIVE  PUBLICATION  — Original  articles  will  be 
considered  for  publication  with  the  understanding  that  they 
are  contributed  solely  to  the  Ohio  State  Medical  Journal. 
Permission  for  subsequent  publication  elsewhere  must  be 
obtained  in  writing  from  both  the  editor  and  the  author. 
Address  all  correspondence  relating  to  publication  to:  Assist- 
ant Editor,  The  Ohio  State  Medical  Journal,  600  South  High 
Street,  Columbus,  Ohio  43215. 

CONTENT  — Articles  should  be  original,  accurate,  timely 
and  of  relative  general  interest  to  Ohio  physicians.  A short 
abstract  should  be  included  with  each  article.  All  references 
should  be  listed  in  the  order  of  their  appearance  in  the  text. 
The  Journal  does  not  assume  responsibility  for  opinions  or 
claims  expressed  in  the  articles  contributed  nor  for  accuracy 
of  references  used  with  the  articles. 

FORMAT  — Manuscripts  should  be  typed  double  spaced 
and  submitted  in  triplicate.  The  cover  page  should  list  the 
title,  name  of  the  author(s),  degrees  and  any  institutional 


or  other  credits,  as  well  as  the  author’s  mailing  address.  Any 
accompanying  photographs  should  be  marked  “top”  and 
the  back  of  each  should  identify  the  article  accompanying 
them,  along  with  the  author’s  name.  Illustrations  should  be 
numbered  consecutively.  Tables  should  be  typed,  numbered 
and  accompanied  by  a brief  descriptive  title. 

REVIEW  PROCESS  — The  decision  to  accept  or  reject  a 
clinical  and  scientific  article  is  based  on  an  anonymous  peer 
review  process. 

EDITING  — Following  acceptance,  manuscripts  may  be 
edited  to  conform  with  Journal  standards.  Galley  proofs  will 
be  sent  to  the  author  for  final  approval.  Authors  also  will 
be  asked  to  complete  a biographical  questionnaire  and  a sole 
contribution  statement  prior  to  publication. 

REPRINTS  — Reprints  may  be  ordered  any  time  within  the 
month  following  publication  of  the  article.  Reprint  forms 
will  be  mailed  to  the  authors  with  the  galley  proofs. 
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Employment 

Opportunities 

EMERGENCY  DEPARTMENT 
PHYSICIAN  — 
SOUTHERN  OHIO 

Full-time  and  part-time  emergency  de- 
partment positions  available  in  seven  dif- 
ferent southern  Ohio  hospitals.  Physi- 
cians enjoy  independent  contractor 
status,  paid  malpractice,  other  significant 
fringe  benefits.  Career  opportunity  with 
growth  potential.  Contact  Acute  Care 
America,  P.O.  Box  729,  Louisa,  KY 
41230;  (606)  638-4832. 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity, 

call  412/741-3310. 

CompHealfh 

Wilson  Ross,  Regional  Administrator 

CompHealth 

114  Centennial  Ave. 

Sewickley,  Pa.  15143 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 
caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 

FAMILY  PRACTITIONER  to  join  five 
physician  private  practice  group  (consist- 
ing of  3 internists  and  2 hematologist/ 
oncologists)  with  multi-hospital  affilia- 
tion in  Cleveland  Eastern  Suburbs.  Excel- 
lent salary  leading  to  partnership  for  the 
proper  physician.  Reply  to  Box  No.  67, 
c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  OH  43215. 

FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 

FAMILY  PRACTITIONER  OR  MED/ 
PEDS  to  join  a private,  community- 
oriented  family  practice  in  summer  1986 
located  in  small  city/semi-rural  area  of 
West  Virginia.  Send  inquiries  or  CV  to 
Joseph  Golden,  MD,  POB  1304,  Sophia, 
WV  25921  or  call  (304)  683-4304  (days) 
or  (304)  253-5409  (nights). 


HOLISTIC  DOCTOR.  Compensation 
$25-$30  per  hour  plus  percentage.  Solo 
practice.  All  equipment,  personnel  fur- 
nished. No  start-up  fees.  Excellent  growth 
potential.  Send  CV  and  recent  photo  to: 
MLG  Health  Care  Corporation,  1100 
Wilmington  Ave.,  Dayton,  OH  45420. 

INTERNAL  MEDICINE/GENERAL 
PRACTICE  — Lucrative  solo  practice 
for  sale  located  in  Chillicothe,  Ohio.  Ex- 
cellent climate,  expanding  population 
growth,  excellent  employment,  more  than 
economically  stable  area,  many  indus- 
tries, numerous  entertainment  facilities. 
Selling  price  includes  practice,  patient 
good  will,  total  modern  equipment  in 
good  condition.  Physician  retiring.  Call 
collect  after  7:00  pm  any  week  day  — 
(614)  773-1516. 

INTERNIST  OR  PSYCHIATRIST  who 

is  board  certified  or  eligible  with  training 
in  internal  medicine  and  psychiatry  is  de- 
sired to  direct  a medical  services  depart- 
ment in  a 150-bed  psychiatric  hospital  and 
coordinate  consultation  liaison  services 
with  community  health  care  facilities  and 
physicians.  The  hospital  is  an  agency  of 
the  Michigan  Department  of  Mental 
Health  and  is  located  in  Traverse  City, 
Michigan,  a diverse  and  growing  com- 
munity on  Lake  Michigan  serving  as  a re- 
gional hub  for  northwestern  lower  Michi- 
gan. Traverse  City  Regional  Psychiatric 
Hospital  is  an  equal  opportunity  em- 
ployer offering  regular  hours,  excellent 
benefits  and  competitive  salary.  A posi- 
tion for  a qualified  physician  in  internal 
medicine  or  psychiatry,  independent  from 
other  specialty  training  may  also  be  avail- 
able. If  interested,  please  contact  G.  Rob- 
ert Miller,  MD,  Traverse  City  Regional 
Psychiatric  Hospital,  Box  C,  Traverse 
City,  Michigan  49684. 

FOSTORIA,  OHIO  — Directorship  and 
full  time  emergency  department  position 
available  at  moderate  volume  facility 
within  one  hour  drive  of  Toledo.  Attrac- 
tive compensation  with  malpractice  insur- 
ance provided.  Please  submit  resume  to 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  or  call  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 
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FULL/PART  TIME  IMMEDIATE 
CARE/OCCUPATIONAL 
PHYSICIANS 

Multispecialty  group  seeks  physicians  for 
its  ambulatory  care  facilities.  Expansion 
of  satellites  within  the  greater  Cleveland 
area  offers  excellent  opportunity  with 
outstanding  salary,  bonus  incentives,  and 
membership  potential.  Malpractice  paid, 
educational  benefits,  flexibility.  Should 
be  board  eligible  in  EM/FP/IM  with  ex- 
perience in  active  patient  care.  PART 
TIME  coverage  for  evening  and  weekends 
also  needed.  Send  CV  to: 

Kevin  L.  Tr angle,  MD 

Euclid  Clinic  Foundation/Mednet 

18599  Lake  Shore  Blvd. 

Euclid,  Ohio  44119 


OHIO  (Central  and  Northern  Area): 

Seeking  emergency  medicine  physicians 
for  full-time  and  locum  tenens  opportuni- 
ties in  attractive  moderate  volume  facili- 
ties. Directorships  also  available.  Com- 
petitive hourly  rates,  malpractice  insur- 
ance and  flexible  scheduling.  For  more  in- 
formation contact:  Emergency  Consult- 
ants, Inc.,  2240  South  Airport  Road, 
Room  26,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


Ohio,  Southwestern:  Vacancy  in  stable, 
established  local  group,  staffing  three 
emergency  departments  each  with  20,000 
annual  visits.  Excellent  salary  plus  all 
available  fringes.  Minimum  two  years 
emergency  department  experience  re- 
quired; preparation  for  ABEM  preferred. 
Reply  with  C.V.  to:  Jeff  Cianchetti,  MD, 
Hamilton  Emergency  Physicians,  Inc., 
181  Heathwood  Lane,  Hamilton,  OH 
45013. 


ORTHOPEDIC  PRACTICE  FOR  SALE 

Well  established  orthopedic  practice  in 
Southwestern  Ohio  with  own  large  office 
and  x-ray  equipment.  Owner  planning  to 
retire.  Flexible  financing.  Reply  to  Box 
No.  69,  c/o  Ohio  State  Medical  Journal, 
600  S.  High  Street,  Columbus,  OH  43215. 


Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


PENNSYLVANIA:  Unique  opportunity. 
Building  new  emergency  department  in 
progressive,  academic  community 
hospital.  New  facility,  in-the-round.  Base 
station,  active  paramedic  training  pro- 
gram, resident  education.  Opportunities 
for  research  and  teaching  affiliation  with 
nationally  prominent  emergency  medicine 
residency  program.  Competitive  salary 
with  paid  malpractice,  disability,  life  in- 
surance, CME,  etc.  Emergency  residen- 
cy trained,  board  certified,  or  board 
qualified  and  actively  seeking  certifica- 
tion. Contact  Nathan  C.  Schafer,  MD, 
Chairman,  Department  of  Emergency 
Medicine,  St.  Margaret  Memorial 
Hospital,  815  Freeport  Road,  Pittsburgh, 
PA  15215.  (412)  784-4189  or  4782. 

SOUTHERN  CALIFORNIA 

Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for 
our  facilities  in  Los  Angeles  and  Orange 
Counties.  Located  in  close  proximity  to 
major  teaching  centers,  we  offer  the 
opportunity  for  continued  professional 
development  and  rewarding  clinical  prac- 
tice. Excellent  compensation  and  benefits 
including  paid  malpractice,  life,  disabil- 
ity, medical  and  dental  coverage,  paid 
vacations,  sick  leave,  educational  leave 
and  retirement  plan.  Please  send  C.V.  to: 
Director/Physician  Recruitment 
CIGNA  Healthplans  of  California 
700  N.  Brand  Blvd.,  Suite  500-40 
Glendale,  CA  91203 

WEST  SIDE  CLEVELAND  HOSPITAL 

has  openings  for  House  Staff  physicians 
in  family  practice,  internal  medicine  be- 
ginning January  1986.  House  staff  are  eli- 
gible to  establish  private  practices  in  Hos- 
pital’s Medical  Office  Building.  Apply  to 
Box  No.  57,  c/o  Ohio  State  Medical  Jour- 
nal, 600  South  High  Street,  Columbus, 
Ohio  43215. 


Equipment 


FOR  SALE:  EKG-Burdick  IV  $600,  ex- 
am table  $150,  wt.  scales  $150.  Ex.  cond. 
(614)  263-9502. 


MEDICAL  OFFICE  EQUIPMENT 
FOR  SALE  includes:  standard  medical 
furniture  and  instruments,  Enzac 
Analyzer,  Chemiclave  5000,  Triac  Cen- 
trifuge, Schuco-Vac.  Some  items  never 
used,  others  rarely  used.  For  information 
call,  216/371-6226. 


Practice  for  sale 

PRACTICE  FOR  SALE:  Non-Invasive 
Cardiology/Internal  Medicine  practice  in 
northeast  Ohio.  Established  practice 
available  immediately.  Reply  to  P.O.  Box 
No.  70,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  Ohio 
43215. 

PRACTICE  FOR  SALE:  Western  area 
of  Cincinnati,  specialist  in  internal 
medicine  wishing  to  retire  after  25  plus 
years  in  practice.  Currently  grossing  120 
k+.  Direct  inquiries  to  F.  Recker,  At- 
torney at  Law,  513-241-3685. 


Real  estate 


KIAWAH  ISLAND,  SC:  Come  enjoy 
our  unspoiled  beach  and  superb  sports 
weather.  You  can  relax  in  privately- 
owned,  fully-furnished  villas  or  homes. 
We  offer  you  superior  service  and  quali- 
ty. OCEAN  RESORTS  INC.  OF 
CHARLESTON  1-800-221-7376  or 
1-803-559-0343. 


Seminars 


Most  major  ski  areas,  Club  Med,  Disney 
World  and  other  resorts.  Topic:  MEDI- 
CAL/LEGAL and  FINANCIAL  MAN- 
AGEMENT. Accredited.  CURRENT 
CONCEPT  SEMINARS,  INC.  (since 
1980),  3301  Johnson  St.,  Hollywood,  FL 
33021.  (800)  428-6069.  Fee  $175. 
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HOLTER  MONITOR 
Quality  Scanning  for  reel  or  cassette 
type  recorders  by  qualified  technicians 
and  certified  cardiologists’  interpreta- 
tions scan  price  $35.00  with  UPS 
speedy  delivery.  Recorders  loaned, 
leased  or  purchase  new  dual  channel 
holter  recorders,  $1,295.00,  with  one 
year  warranty.  For  more  information 
call  advance  medical  and  research 
center  1-800-552-6753. 


MEDICAL  MANAGEMENT  SYSTEM 

We  offer  complete  computer  systems 
for  small  to  medium  size  clinics  for 
$4,413.80  or  lease  for  $224. 53/mo. 
Easy  to  learn  and  use.  Demonstrations 
available.  INTERCOMP  INC.  — 
Computer  Sales  & Services,  4311 
Colerain  Ave.,  Cincinnati,  OH  (513) 
542-4447. 


Director 

Department  of  Medicine 
Saint  Luke’s  Hospital 
Cleveland,  Ohio 

Saint  Luke's  Hospital  is  a 474  bed  tertiary  teaching  hospital 
affiliated  with  Case  Western  Reserve  School  of  Medicine. 

The  Department  Director  will  be  responsible  for  the 
development  of  new  clinical  programs  including  the  re- 
cruitment of  required  physicians,  management  of  the 
various  departmental  divisions  and  the  residency  teach- 
ing program. 

Candidates  will  be  Board  Certified  and  have  a minimum  of 
five  years'  demonstrated  experience  in  administration 
and  teaching. 

The  hospital  offers  excellent  benefits,  competitive  salary, 
research  opportunities  and  private  practice  is  welcomed. 

Curriculum  Vitae  is  to  be  submitted  to: 

Michael  T.  Gyves,  MD 
. Chairman  of  Search  Committee 
Saint  Luke’s  Hospital 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 

An  Equal  Opportunity  Employer  M/F/H 


Edited  by  Deborah  Athy 


LEWIS  K.  REED,  MD,  Youngstown, 
has  been  awarded  the  Arthur  Dobkin, 
MD  Fellowship  Award  by  the  Ohio  State 
Medical  Association’s  Physician  Effec- 
tiveness Program  and  the  International 
Doctors  in  Alcoholics  Anonymous. 


RAY  SIMENDINGER,  MD,  Leba- 
non, has  been  named  health  commis- 
sioner of  Warren  County. 


DOUGLAS  B.  THOMSON,  MD,  Co- 
lumbus, has  been  granted  the  ACP/Mer- 
rell  Dow  Fellowship  Award  for  a second 
consecutive  year  to  support  laboratory  re- 
search. Dr.  Thomson’s  research  involves 
inspiratory  muscle  fatigue. 


ROBERT  C.  WALTZ,  MD,  Cleve- 
land, has  been  awarded  “Special 
Honors”  by  the  Academy  of  Medicine  of 
Cleveland  for  his  service  to  the  Academy, 
the  medical  profession  and  the  commu- 
nity, his  convictions  for  emergency  care 
and  advanced  life  support  systems,  and 
his  creative  photography  skills. 


HOWARD  B.  WEAVER,  MD,  Can- 
ton, has  been  honored  by  his  undergradu- 
ate alma  mater  Heidelberg  College  with 
an  honorary  doctor  of  humane  letters  de- 
gree. Dr.  Weaver  retired  in  1984  after  53 
years  of  practice. 


SYLVAN  L.  WEINBERG,  MD, 
FACC,  Dayton,  has  been  named  editor- 
in-chief  of  the  American  College  of  Car- 
diology Extended  Learning  audio-tape 
program. 


ROBERT  WROBLEWSKI,  MD,  Me- 
dina, has  been  elected  president  of  the 
Ohio  Valley-Lake  Erie  Association  of 
Cancer  Centers.  Dr.  Wroblewski  is  direc- 
tor of  Oncology  at  Medina  Community 
Hospital. 
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Strong  on  results.  Simple  to  late. 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS;  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS. 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A [3-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39 % and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently. be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug  Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  w ith  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  : Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
w ith  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg  kg  day  trimethoprim  plus  350  mg/kg  day  sulfamethoxazole. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism:  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  (CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing. anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE. 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia. 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema.  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis.  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  cry  stalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglvcemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hy  poglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
davs.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg  kg  trimethoprim  and  4(1  mg  kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal dailv  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml 
min.  give  usual  dosage;  15-30  ml  min.  give  one-half  the  usual  regimen;  below  15  ml  min.  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg  kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole— bottles  of  100.  250  and  500:  Tel-E-DoseK  packages  of  1(X);  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500: 
Tel-E-Dose*  packages  of  100:  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint ) Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTtD  FROM 
LIGHT 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Ullvl  E.  coli 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


Uv  I v I v £.  coli 
culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


H.  influenzae  culture- 

color-enhanced 

SEM. 


H.  influenzae 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

Bactrim  (trimethoprim 

Effective  and  versatile  b.i.d.  therapy 

Copyright  © 1985  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


before 
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reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpi- 
tations, myocardial  infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delu- 
sions, hallucinations,  hypomania  and  increased  or  decreased 
libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and 
paresthesias  of  the  extremities,  extrapyramidal  symptoms,  syn- 
cope, changes  in  EEG  patterns 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face 
and  tongue,  pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulo- 
cytosis, eosinophilia,  purpura,  thrombocytopenia 
Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anor- 
exia, stomatitis,  peculiar  taste,  diarrhea,  black  tongue 
Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male, 
breast  enlargement,  galactorrhea  and  minor  menstrual  irregu- 
larities in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hor-' 
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-PRESIDENTIAL  PERSPECTIVES- 

Choosing  a Health 
Care  Plan 

By  Herman  I.  Abromowitz,  MD 

Herman  I.  Abromowitz,  MD 


The  bottom  line  is 
not  cost  of  care, 
although  cost  is  an 
important  factor. 
The  bottom  line  is 
quality  of  care. 
That’s  what  makes 
health  care 
different. 


How  do  you  choose  a health 
care  plan?  Quality?  Cost?  Access? 

More  and  more  people  are  being 
faced  with  this  difficult  dilemma 
as  our  health  care  system  is  being 
modified  in  an  effort  to  lower 
expenditures.  Today,  employers 
and  employees  alike  have  a wide 
variety  of  options  from  which  to 
choose  with  regard  to  health  care 

— the  traditional  fee-for-service 
medicine,  HMOs,  PPOs,  IPAs, 
Gatekeepers  and  Capitation  Plans 

— to  name  a few. 

Common  sense  would  dictate 

that  when  faced  with  such  an 
important  decision,  people  would 
decide  carefully,  after  examining 
all  of  the  options.  In  fact, 
research  conducted  by  the  OSMA 
shows  that  most  decisions  are 
made  based  on  little  or  no 
information.  If  any  research  or 
comparisons  are  done  at  all,  it  is 
primarily  with  regard  to  the 
bottom  line  — out-of-pocket  costs. 

That’s  unfortunate,  because 
health  care  is  different  from  other 
commodities.  When  it  is  3 a.m. 
and  your  child  is  sick,  you  want  a 
health  care  plan  that  allows  you 
easy  access  to  your  doctor,  not 
one  that  promises  to  save  you  a 
few  dollars  a month. 

When  you  are  faced  with  a 
frightening  and  life-threatening 
diagnosis,  you  want  a health  care 
plan  that  will  move  heaven  and 
earth  to  treat  you,  not  one  that 


doles  out  your  treatment  in  an 
impersonal  manner. 

That’s  what  makes  health  care 
different!  The  bottom  line  is  not 
cost  of  care,  although  cost  is  an 
important  factor.  The  bottom  line 
is  quality  of  care  and  freedom  of 
access  to  care. 

I don’t  think  anyone  in  the 
world  would  willingly  and 
knowingly  give  up  their  access  to 
quality  health  care. 

But  that’s  the  point.  Most 
decisions  are  being  made  about 
health  care  without  carefully 
weighing  the  consequences.  The 
fact  of  the  matter  is  that,  just  as 
the  advertisement  in  the  OSMA’s 
public  education  campaign  states, 
“All  health  care  plans  are  good  as 
long  as  you  are  healthy.”  My 
interpretation  is:  Choose  a health 
care  plan  you’ll  need  when  you’re 
sick.” 

And  a plan  which  is  selected 
when  people  are  feeling  well  and 
looking  at  the  “bottom  line”  may 
not  be  the  plan  that  meets  their 
specific  needs  when  they  or  a 
loved  one  in  their  family  is  sick. 

As  physicians,  we  must  educate 
everyone  about  changes  in  the 
health  delivery  system  and  how 
those  changes  may  individually 
affect  them  and  the  care  they 
receive.  We  must  also  let  them 
know  that  in  health  care,  quality 
cannot  be  relegated  to  second 
place.  Quality  comes  first.  OSMA 
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You  can  cut 
your  administrative  costs 
and  improve  your  cash  flow 
through  Advance  Plan. 


As  an  Advance  Plan  physician,  you’ll  receive 
direct  payment  from  your  Blue  Cross  and  Blue 
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ing and  direct  deposit  systems.  In  exchange, 
you  agree  to  accept  as  payment-in-full  our 
UCR  (Usual,  Customary,  Reasonable)  reim- 
bursement level  for  covered  services. 

Three  out  of  four  doctors  in  Ohio  have 
already  become  Advance  Plan  physicians. 
Why  not  call  your  local  Blue  Cross  and  Blue 
Shield  Professional  Relations  office  and  find 
out  why. 
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From  the  Editor’s  Desk 


AIDS:  An  Eighties’  Enigma 


AIDS  has  become  a 
global  concern,  no 
longer  of  interest 
just  to  certain  risk 
groups.  The  entire 
population  is  now 
considered  at  risk. 


This  issue,  we  take  a look  at 
one  of  medicine’s  most  pressing 
and  newest  problems  — AIDS. 

AIDS  has  been  puzzling 
physicians  since  1981,  when  the 
first  case  of  an  acquired  immune 
deficiency  system  was  diagnosed  in 
a homosexual  patient  in  Los 
Angeles.  Since  then,  AIDS  has 
become  a global  concern,  no 
longer  of  interest  just  to  certain 
risk  groups.  The  entire  population 
is  now  considered  at  risk,  and  the 
disease  has  struck  an  estimated 
12,000  victims  in  this  country 
alone  — a number  that  seems  to 
increase  with  each  new  report 
issued  by  the  Atlanta-based  Centers 
for  Disease  Control.  Research  into 
both  the  cause  and  cure  for  AIDS 
has  progressed  briskly;  or,  as  one 
Ohio  physician  recently  put  it: 
“Even  with  the  Legionnaire’s 
disease,  I don’t  think  we  moved 
this  fast.” 

We  begin  our  look  at  the 
subject  of  AIDS  by  examining 
recent  developments  at  the 
national  level,  then  shift  our  focus 
to  Ohio,  where  we  attempt  to 
determine  the  extent  of  the 
problem  in  our  state,  how  it’s 
being  treated,  and  the  new 
programs  that  have  evolved  as  a 
result. 

Also  in  this  issue.  . . 

Don’t  miss  our  bi-monthly 
financial  column  written,  this 
month,  by  James  Budras,  vice 
president  of  SMB  Financial 
Planning.  He  discusses  estate 
planning  for  the  physician  in  a 
way  that’s  both  informative  and 


easy  to  understand.  For  those  of 
you  who  like  to  keep  tabs  on  the 
county  medical  society  officers, 
the  annual  society  update  is 
included  in  this  issue,  and  our 
Councilor  Commentary  column 
continues  this  month  with  District 
Five  and  Eight  Councilors, 
Donavin  A.  Baumgartner,  Jr., 

MD,  and  John  F.  Kroner,  Jr., 
MD,  respectively. 

Finally,  we  want  to  close  with  a 
couple  of  postscripts  to  past  issues 
of  the  Journal.  Our  June  issue, 
for  example,  took  a look  at  world 
health,  through  the  eyes  of 
Cincinnati  internist  Charles 
Dillard,  MD,  who  recently 
collected  medicine  and  medical 
equipment  and  delivered  them  to 
relief  shelters  in  famine-plagued 
Ethiopia.  Since  that  issue,  Dr. 
Dillard  has  helped  found 
“Cincinnati  Reaches  Out,  Inc.,”  a 
newly-incorporated  relief 
organization  which  will 
concentrate  its  efforts  on 
providing  ongoing  medical  relief  in 
Africa.  Dr.  Dillard  will  serve  as 
president  of  the  new  corporation. 

The  story,  written  by  Edward 
H.  Miller,  MD,  in  our  July  issue, 
recounting  his  experience  as  the 
victim  of  a violent  attack  has 
generated  much  interest,  and  we’re 
pleased  to  report  that  Medical 
Economics  will  reprint  his  portion 
of  the  article  in  an  upcoming 
issue.  Watch  next  month’s 
“Letters  to  the  Editor”  section  for 
Dr.  Miller’s  follow-up  to  his 
horrifying  story.  — Karen  S. 
Edwards 
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actual  photograph  of  the  community 


LIVE  THE  ISLAND  EXPERIENCE 

Gentle  breezes,  lush  foliage,  magnificent  sunsets,  sails  contrasting  against  sky, 
all  sorts  of  sensations  await  you.  And  you  won’t  have  to  travel  to  a distant 
isle  . . . just  a short  drive  to  Catawba  Island  Peninsula.  For  here,  nestled  along 
the  shores  of  Lake  Erie,  is  a little  jewel  of  a community  called  LeMarin.  And 
besides  all  the  natural  splendors  of  an  island  paradise,  our  private  marina, 
tennis  courts  and  richly  appointed  Club  provide  the  full  complement 
of  amenities. 

So  stop  in  and  see  us  today.  The  LeMarin  experience  is  truly  within 
your  reach.  Tomorrow  you  might  have  to  search  the  world  over  to  find 
such  pleasures. 


SLeMARIN 

Condominiums  & Marina  — Catawba  Island 

2400  Northwest  Catawba  Road  • Port  Clinton,  Ohio  43452  • Catawba  • 419-797-4444 
' ' The  club  and  furnished  models  are  available  for  viewing,  appointments  recommended.  • Office  hours  11  a.m.  - 6 p.m.  daily 
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Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


How  many  doctors  are 

By  Donald  B.  Fraatz,  MD 


How  many  doctors  are  enough? 

Statisticians  will  tell  you.  One 
physician  for  every  1500  people, 
they  will  say  ...  or  for  every 
1800  ...  or  2500,  depending  on 
which  statistician  you  listen  to. 

The  problem  is,  we  have  already 
reached  this  “ideal”  number 
(whatever  it  really  is)  in  Ohio. 
Graduates  of  our  seven  medical 
schools  today  face  a saturated 
market;  yet,  ironically,  a 
geographic  maldistribution 
persists.  Despite  the  number  of 
Ohio  physicians,  52  of  the  state’s 
88  counties  still  claim  a physician 
shortage.  So  what  is  the  answer? 

It  is  tempting  to  turn,  with  an 
urgent  request,  to  the  planners  — 
those  who  engineer  the  solutions 
to  such  things.  Make  it  right,  we 
say  — yet  too  many  effects  of 
urgent  planning  are  all  around  us. 

We  must  remember  that  it  was 
with  this  same  sense  of  urgency 
that  we  faced  the  critical  physician 
shortage  of  the  Sixties.  At  that 
time,  the  planners,  armed  with  all 
sorts  of  subsidized  studies, 
assaulted  the  problem  by 
instituting  a variety  of  ventures. 
Foreign  physicians  were  recruited 
by  offering  a special  immigration 


status  to  fill  residency  programs. 
Residency  programs  were  begun  in 
community  hospitals  with  the  hope 
of  attracting  physicians  who  would 
stay  in  underserved  areas.  Crash 
programs  were  instituted  to 
increase  the  size  of  medical  school 
classes,  and  new  medical  colleges 
burst  into  existence.  Some  students 
who  entered  these  new  schools 
with  much  urgency  are  still  in  the 


It  is  tempting  to 
turn  to  the 
planners.  Make  it 
right,  we  say  — yet 
too  many  effects  of 
urgent  planning  are 
all  around  us. 


education  pipeline  and  declared 
superfluous.  New  plans  are  already 
being  voiced. 

But,  it  seems  to  me,  the  answer 
is  obvious.  We  should  close  the 
doors  to  the  foreign  educated.  We 


‘enough’? 


must  eliminate  many  residency 
programs,  especially  those  outside 
the  university  setting.  We  ought  to 
close  some  of  the  medical  schools 
— even  before  they  have  reached 
the  production  goals  so  urgently 
programmed,  because  the  urgency 
no  longer  seems  to  be  there. 

In  fact,  urgency  seems  to  lie  in 
a different  direction,  now  that 
rising  health  care  costs  have 
stepped  onto  center  stage.  The 
oversupply  of  physicians  feeds 
those  costs,  creating  yet  another 
problem,  as  we  try  to  find 
someone  with  the  wherewithal!  to 
support  this  growing  army  of 
physicians. 

Certainly  the  average  citizen 
would  rebel  if  he  or  she  were 
asked  to  give  fifteen  or  twenty 
percent  of  his  or  her  income  to 
the  health  industry. 

And  how  many  $100,000  a year 
physicians  would  be  willing  to  give 
$15,000  or  $20,000,  in  addition  to 
current  taxes,  to  help  the  health  of 
the  health  industry? 

The  only  agency  forceful  enough 
to  extract  these  kinds  of  dollars 
from  reluctant  citizens  is  the 
federal  government.  We  have 
abundant  — and  unfortunate  — 
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“If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


- , 

« * v 

V 

*• 

ih  i 

,y- 

% * 


e knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.” 

Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
her  left  leg.  Her  injured  brain  prevented 
Ker  left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
short  term  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 
regain  her  memory  and  improve  her  ability 
to  communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone’s  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions, 
(412)781-5700  (ext.  296). 


We  add  life  to  years 

HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 
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How  many  doctors  are  enough? 


continued 

evidence  of  what  happens  to  large 
amounts  of  dollars  that  find  their 
way  to  Washington.  Having  our 
elected  and  appointed  leaders  lead 
too  much  can  get  painful. 

But  can  medicine  take  over  the 
lead?  Can  we  solve  the  problem  of 
how  many  doctors  are  enough? 

The  fact  that  we  have  broken 
ourselves  into  specialties  and  sub- 
specialties has  only  increased  the 
problem,  it  seems. 

The  directory  put  out  by  the 
American  Medical  Association 
identifies  82  specialties  — and  this 
is  far  from  complete.  We  all  know 
there  are  busy  nuclear 
cardiologists , neuro-radiologists , 
posterior  chamber  retinologists, 
geriatric  endocrinologists,  as  well 
as  specialists  in  sleep  disorders, 
thanatology,  quality  assurance  and 
utilization  review,  and  more 
specialties  emerge  almost  daily. 
There  is  no  question  that  the  super 
sub-specialists  provide  tremendous 
care  to  a segment  of  the 
population.  Squads  of  bypass  and 
transplant  surgeons  emerge  from 


the  university  programs  along  with 
platoons  of  other  highly  skilled 
sub-specialists  who,  in  general, 
head  for  the  major  cities.  But  one 
can’t  find  a general  surgeon  in 
Mt.  Gilead,  for  example.  Perhaps 
folks  in  Mt.  Gilead  shouldn’t  have 
hernias  — or  not  object  to  going 
to  Columbus  for  repairs.  Still  the 
question  remains  — how  many 
doctors  are  enough? 

The  harder  you  try  to  answer 
that  question,  the  more  questions 
are  raised.  Who  are  the 
philosophers  who  should  be 
looking  at  this  question,  and  what 
types  of  reasonable  solutions  are 
available?  Thoughts  from  many 
sources  must  be  pondered  carefully 
before  the  issue  can  be  turned 
over  — urgently  or  otherwise  — 
to  the  “planners.”  OSMA 


Donald  B.  Fraatz,  MD,  practices  in 
Kent,  Ohio. 
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600  S.  High  St. 
Columbus,  Ohio  43215 


Immke  Circle  leasing  inc. 

Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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—News  Digest 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


Violent  crime  victims  offered 


treatment,  support 

Harding  Hospital  in  Columbus 
is  developing  a range  of  services 
for  victims  of  violent  crimes, 
under  the  direction  of  Deborah 
Emm,  PhD. 

The  program  will  treat  both 
victims  and  family  members  of 
victims  who  experience  the  trauma 
of  a violent  crime.  Both  of  these 
groups  can  experience  a wide 
range  of  emotional  reactions, 
similar  to  those  seen  in  post 


traumatic  stress  syndrome,  says 
Emm.  Such  reactions  can  occur 
immediately  or  surface  later  and 
may  include:  fearfulness  and 
suspicion,  anxiety  and  depression, 
withdrawal,  flashbacks,  guilt, 
difficulty  with  memory  or 
concentration,  substance  abuse 
and  other  problems. 

For  further  information  on  the 
program,  contact:  Harding 
Hospital,  445  E.  Granville  Rd., 
Worthington,  Ohio  43085. 


Lung  cancer  deaths 
increase  in  women 

Lung  cancer  deaths  among 
women  55  and  older  have 
quadrupled  — from  15.4  per 
100,000  in  1960  to  81.3  per 
100,000  in  1982  — according  to  a 
report  in  a recent  issue  of  the 
Metropolitan  Life  Insurance 
Company’s  Statistical  Bulletin. 

Major  increases  in  lung  cancer 
deaths  were  registered  in  almost 
every  age  group  studied.  All  in  all, 
the  lung  cancer  mortality  rate  for 
all  women  tripled  during  this  time 
period,  according  to  the  report. 

“These  figures  clearly  show  the 
tragic  consequences  to  those  who 
started  smoking  when,  during  the 
1940s  and  1950s,  it  first  became 
popular  among  women,”  the 
report  stated. 

While  breast  cancer  continues  to 
be  the  leading  cause  of  cancer 
deaths  among  women,  its 
mortality  rates  have  remained 
stable  throughout  the  years. 


Pain  relief  and 
childbirth 

There  is  no  convincing  evidence 
that  the  use  of  pain-relieving  drugs 
during  childbirth  has  any  effect  on 
an  infant’s  long-term  development, 
according  to  a recent  report  in  the 
American  Council  on  Science  and 
Health  (ACSH). 

“Like  all  other  medical 
procedures,  the  use  of  anesthetics 
during  childbirth  carries  some 
degree  of  risk,”  the  report  stated, 
“but  for  most  of  the  drugs  and 
procedures  currently  used  . . . the 
risks  are  very  small.” 

Previous  scientific  studies  have 
indicated  that  some  medications 
influence  an  infant’s  performance 
during  the  first  few  days  of  life, 
and  there  was  speculation  that 
there  may  be  long-term  effects. 

But  according  to  the  ACSH 
report,  recent  studies  do  not 
confirm  these  speculations. 
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Psychiatry  association  warns  of  risks  of 
neuroleptic  drugs 


The  American  Psychiatric 
Association  (APA)  is  launching  a 
major  education  campaign  for 
physicians,  mental  health 
professionals  and  the  lay  public 
regarding  the  risk  of  tardive 
dyskinesia  when  prescribing 


neuroleptic  (antipsychotic)  drugs. 

Although  proven  to  be  effective 
in  the  treatment  of  schizophrenia 
and  other  psychoses,  neuroleptic 
drugs  should  be  used  with  caution, 
warns  the  APA. 


Eye-dentify  as  good  as  fingerprints 


It’s  been  said  that  the  eyes  are 
the  windows  to  the  soul. 

And,  recently,  a company  in 
Oregon  has  created  an  innovative 
security  system  based  on  this 
premise. 

EyeDentify  Inc.  is  marketing  a 
product  dubbed  the  “eye  camera,” 
which  takes  an  optical 
“fingerprint”  of  a person’s  eye 
for  identification  purposes. 

The  eye  camera  is  based  on  the 
field  of  biometrics,  which  is  the 
measurement  of  biological 
phenomena  such  as  fingers,  hands, 
palms  and  voices.  The  best  known 
biometric  identification  technique 
is  the  fingerprint. 

The  eye  camera  resembles  a 
computer  with  a pair  of  white 
plastic  binoculars  welded  to  it. 
When  a subject  looks  in  the  eye 
ports,  an  infrared  light  picks  up 
the  pattern  of  blood  vessels  in  the 
person’s  retina.  This  pattern  is 
then  compared  to  the  person’s  eye 
print  already  stored  in  the 
computer.  If  the  two  prints  match, 
the  person  is  cleared  for  access. 

So,  the  question  is,  are  vascular 
patterns  of  an  individual’s  eyes  as 


unique  as,  say,  a person’s 
fingerprints?  According  to  Dr. 
Lawrence  Raymond,  a retina 
surgeon  at  the  University  of 
Cincinnati  Medical  Center,  “You 
can  identify  a patient  just  by 
looking  at  their  retinal  picture.” 

Advocates  of  the  eye  camera 
claim  it’s  the  answer  to  fraudulent 
use  of  credit  cards  and  automated 
bank  machine  cards.  But 
EyeDentify  Inc.  is  eyeing  the  top 
dogs  for  their  market,  i.e.,  nuclear 
power,  military  installations, 
classified  government  information, 
controlled  drug  storage  centers  and 
bank  vaults. 

The  eye  camera  security  system 
is  already  in  use  at  American 
Airlines,  where  it  is  being  used  to 
safeguard  the  computerized 
reservations  system,  and  another  is 
being  tested  at  Wright  Patterson 
Air  Force  Base  in  Dayton. 

Many  things  may  be  said  about 
the  eye  camera  — it’s  a thing  of 
the  future,  it’s  innovative,  it’s 
James  Bondesque  — but  one 
thing’s  for  sure:  at  $10,000  per 
unit,  it  is  one  high  class  private 
eye. 


Space  ride  provides 
clue  to  motion 
sickness 


Doctors  may  now  have  a clue  as 
to  why  astronauts  sometimes  let 
gravity  get  them  down. 

Senator  Jake  Garn,  (R-Utah), 
recently  spent  some  time  in  space 
as  part  of  an  experiment 
conducted  by  doctors  at  NASA  to 
determine  just  what  causes  space- 
sickness  in  some  astronauts. 

One  of  the  factors  doctors 
wanted  to  study  was  the 
phenomenon  that  occurs  when 
astronauts  enter  orbit. 

Earlier  tests  had  shown  that 
when  the  human  body  experiences 
a lack  of  gravity  — which  occurs 
when  an  orbit  is  attained  — the 
heart  expands.  This  is  caused,  they 
say,  by  body  fluids  which  move 
from  the  legs  to  the  upper  torso. 
Generally,  the  heart  returns  to 
normal  in  one  day. 

But  what  doctors  discovered  in 
Garn’s  case  was  that  his  heart 
remained  expanded  for  three  days 

— the  same  amount  of  time  his 
space-sickness  lasted.  No 
conclusions  have  been  drawn,  as 
yet,  by  NASA’s  medical  personnel 

— but  the  observation  is  currently 
under  study. 
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Ohio  medi-scene 


Asthmatic  children  . . . New  health  care  blue  book  . . . Science  awards  . . . 
Cancer’s  image  . . . Ohio’s  latest  health  care  news  . . . New  medical  board  members 


Asthmatic  children’s  “china  doll’’  image  is  broken  by  camp 


Donald  Accetta,  MD,  right,  takes  time  from  a hectic  Cleveland  Clinic  schedule  to 
serve  as  both  physician  and  educator  to  asthmatic  children  at  Camp  Mowana, 
near  Mansfield.  The  camp  staff  also  includes  a nurse  and  a respiratory  therapist 
(shown  left). 


Camp  Mowana,  midway 
between  Mansfield  and  Ashland, 
looks  like  any  other  summer 
camp.  A blacktopped  road  winds 
its  way  through  acres  of  huge 
trees,  past  a swimming  pool  and 
small  cabins,  each  christened  with 
an  Indian  name.  It  is  at  the  end  of 
the  road,  in  a building  labeled 
“Mohican  Lodge,”  that  you 
realize  this  camp  is  a little 
different  than  most. 

Thirty-one  children,  between  the 
ages  of  seven  and  nine,  turn  their 
attention  to  the  man  in  the 
butcher’s  apron,  holding  up  a pair 
of  cow  lungs.  Some  wrinkle  their 
noses  in  disgust,  others  stand  up 
to  get  a better  look.  One  young 
girl  boldly  snaps  a picture  with  her 
instamatic.  Whatever  their 
reaction,  however,  all  of  them 
eagerly  answer  the  questions  posed 
to  them  about  the  names  for  the 
parts  of  the  lung,  the  number  of 
breaths  they  take  per  second  and 
so  on. 

Their  knowledge  does  not  come 
easily  however,  for  all  of  the 
children  present  are  asthmatic,  and 
they  have  learned  about  lungs  and 
breathing  the  hard  way  — through 
their  handicap. 

Six  years  ago,  the  American 
Lung  Association  of  Ohio 
(ALAO),  which  operates  four 
asthma  camps  across  the  state, 
decided  to  try  something  different. 
They  elected  to  hold  an  asthma 


camp  at  the  Lutheran-operated 
Camp  Mowana,  where  asthmatic 
children  could  be  “mainlined”  in 
with  other  regular  campers. 

The  “super kids,”  as  the 
asthmatics  are  known,  participate 
in  the  same  activities  as  the  other 
children  — with  some  concessions. 

“Although  each  child  is  assigned 


to  a cabin,  just  like  the  other 
campers,  they  all  sleep  here  at  the 
lodge,  where  they  are  within  easy 
reach  of  medications,  inhalers  and 
medical  staff,”  explains  Joan 
Eckhardt,  the  camp  coordinator 
for  the  ALAO. 

The  camp  keeps  on  board  a 
staff  nurse,  a respiratory  therapist 
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Ohio  modi -scene  . . . continued 


Asthmatic  children’s 

and  a physician  to  dispense 
medication,  therapy,  and  to  handle 
any  emergencies  which  may  arise. 
They  also  help  teach  the 
educational  programs  which  have 
been  outlined  by  the  ALAO  and 
are  held  on  four  afternoons  during 
the  children’s  week-long  stay. 

“What  we’re  trying  to  do  is 
teach  these  kids  that  they’re 
regular  kids,”  says  Donald 
Accetta,  MD,  who  left  his 
Massachusetts  pediatric  practice  1 3 
months  ago  to  take  a two-year 
allergy  fellowship  at  the  Cleveland 
Clinic.  He  is  one  of  two 
physicians  who  each  volunteered  a 
week  this  past  summer  to 
participate  as  the  camp’s  staff 
physician. 

Mark  Ulbrick,  MD,  an  allergist 
at  the  Cleveland  Clinic,  supervised 
the  10-  and  11 -year-olds,  as  well 
as  the  ninth  through  twelfth 
graders  who  participated  in  the 
camp  the  second  week. 

Dr.  Accetta  readily  admits  he’s 
trying  to  dispel  the  “china  doll” 
image  which  surrounds  most 
children  with  asthma. 

“In  the  last  seven  years,  there 
has  been  a change  of  thinking  in 
the  medical  community  toward 
asthmatics.  They  no  longer  think 
of  these  kids  as  needing 
protection.” 

Before  this,  he  says,  physicians 
were  likely  to  couch  their 
diagnosis  in  cautionary  terms  — 
often  alarming  the  parents  to  the 
extent  that  they  would  treat  their 
asthmatic  child  with  kid  gloves. 

Although  precautionary 
measures  are  still  necessary,  Dr. 
Accetta  said  the  climate 


“china  doll”  image  . 

surrounding  these  children  has 
changed. 

“I  try  to  push  them  as  hard  and 
as  far  as  they  want  to  go,”  he 
says.  “But  they  have  to  tell  me 
what  they  want  to  do.” 

He  recalls  one  young  asthmatic 
boy  from  his  pediatric  practice 
who  wanted,  desperately,  to  play 
football. 

“It  meant  an  aggressive  drug 
therapy  program,  but  he  was 
willing  to  undertake  it  in  order  to 
participate,”  he  says. 

If  a child  is  inclined  to  be  less 
active,  Dr.  Accetta  streamlines  the 
youth’s  drug  program  — but  he 
draws  the  line  at  signing  notes  to 
get  children  out  of  gym  class. 

“If  a child  can’t  participate  in  a 
gym  class,  it  means  we’re  doing 
something  wrong,”  he  says.  In 
nine  out  of  10  cases,  the  note  is 
requested  “because  the  child  feels 
clumsy  or  uncoordinated,  or 
maybe  she’s  beginning  to  develop 
and  feels  awkward  about  being 
seen  undressed,”  he  adds.  Rarely 
is  it  because  the  child  suffers  an 
asthma  attack  during  class. 

At  the  camp,  Dr.  Accetta 
stresses  to  the  children  that  they 
can  do  normal  things  — like 
running,  hiking  and  swimming. 
“You  just  need  to  take  medicine 
to  do  them,”  he  tells  them. 

Dr.  Accetta  believes  that 
educating  the  children  is  an 
important  part  of  the  camp,  and 
he  is  currently  involved  in  his  own 
research  in  this  area  educating 
asthmatic  pre-schoolers  at 
Cleveland’s  Fairview  General 
Hospital. 

He  says  that,  in  his 


. . continued 

Massachusetts  practice,  he 
conducted  similar,  though 
informal,  educational  efforts  by 
setting  up  a self-help-cum-support- 
group  of  pre-schoolers  and  their 
parents  and  began  to  notice  that 
his  educational  efforts  with  this 
group  seemed  to  have  a beneficial 
effect  on  the  way  his  asthma 
patients  were  able  to  cope  with 
their  illnesses.  When  he  came  to 
the  Cleveland  Clinic,  he  decided  to 
make  his  study  of  the  effect  of 
pre-school  education  a formal  one; 
and  by  using  a control  group  to 
monitor  his  research,  he’s  hoping 
to  have  a validated  study  of  his 
findings  ready  for  possible 
publication  by  next  spring. 

In  the  meantime,  he  continues 
his  educational  efforts  at  the 
camp. 

“Each  child  learns  the  name  of 
the  medication  he’s  taking  and  the 
dosage,”  says  Dr.  Accetta,  who, 
at  the  beginning  of  the  week, 
reviews  with  parents  the  shoe  box 
full  of  medicine  their  child  brings 
along  to  camp. 

“It’s  not  my  job  to  change 
medications  or  anything  like 
that,”  Dr.  Accetta  emphasizes.  He 
simply  familiarizes  himself  with 
each  camper’s  drug  program  and 
makes  sure  they  stay  on  schedule. 

“But  it’s  up  to  them  to 
remember  when  it’s  time  for 
medications,  he  adds.  “We  don’t 
look  for  them  — they  look  for 
us.” 

And  they  tell  him  what  and  how 
much  they’re  to  take  — their 
tongues  barely  tripping  over  the 
long  Latin  names. 

Nor  do  they  hesitate  in 
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describing  the  physical,  emotional 
and  environmental  factors  that  can 
trigger  an  attack  for  them  — as 
they  did  at  one  of  the  camp’s 
educational  afternoon  activities. 
Once  aware  of  these  factors,  they 
can  learn  to  avoid  them  — or 
work  through  them,  using  such 
techniques  as  the  “belly 
breathing”  exercise  which  is 
usually  practiced  at  each  of  the 
afternoon  sessions. 

Basically,  the  exercise  is  a 
relaxation  technique,  and  Dr. 
Accetta  mentions  that  one  camper 
told  him  he  used  it  to  avert  a 
nighttime  asthma  attack. 

“That’s  good,”  Dr.  Accetta  told 
him.  “You  know  why  it’s  good? 
You  didn’t  have  to  wake  us  up, 
that’s  why,”  he  joked. 

It’s  that  easygoing  attitude  at 
the  camp  that  probably  does  just 
as  much  at  easing  the  children’s 
“china  doll”  image  of  themselves 
as  the  education.  All  of  them  are 
expected  to  participate  in  the  same 
activities  as  the  regular  campers  — 
and  they  do,  with  a surprising 
amount  of  enthusiasm. 

Dee  Dee  Harbath,  a University 
of  Akron  student  who  serves  as 
one  of  the  camp’s  counselor’s, 
attests  that  the  regular  campers 
aren’t  even  aware  there  is  a 
difference. 

“Some  of  them  don’t  even 
know  these  kids  are  asthmatic,” 
agrees  Eckhardt. 

Harbeth  admits,  however,  that 
while  she  treats  the  asthmatic 
children  like  all  the  other  campers, 
“I  am  a little  cautious  with  them 
when  it  comes  to  the  exercise. 
There’s  always  this  nagging  fear  in 


the  back  of  my  mind  that  it  might 
trigger  an  attack.”  It’s  the  same 
“china  doll  syndrome” 
experienced  by  others  — but  she 
says  she’s  learning  to  control  it. 

The  camp  has  been  steadily 
increasing  its  attendance  over  the 
years,  and  this  summer’s  count 
stood  at  87  asthmatic  patients.  In 
addition  to  the  before-camp  parent 
conference,  Dr.  Accetta  meets 
each  parent,  again,  in  an  after- 
camp discussion,  and  sends  home 
with  each  family,  a letter  to  the 
child’s  physician  which  tells  him 
or  her  about  the  child’s 
involvement  with  the  camp. 

“The  real  benefit  the  child  gets 
out  of  this  camp  is  not  really  the 

Blue  Cross  “blue 
hospital  costs 

A guidebook,  designed  to  help 
health-care  customers  become 
better,  more  informed  buyers,  has 
just  been  published  by  Blue  Cross 
of  Central  Ohio  (BCCO).  The 
“Health  Care  Buyer’s  Guide” 
compares  charges  at  the  40 
community  hospitals  in  BCCO’s 
29-county  area  for  25  of  the  most 
frequent  diagnoses,  in  addition  to 
10  outpatient  and  admission-day 
surgical  procedures.  The  charge 
information  is  based  on  claims 
BCCO  paid  on  customers’  behalf 
between  April  1,  1984  and  March 
31,  1985. 

According  to  BCCO  President 
John  B.  Reinhardt,  Jr.,  the 
“Health  Care  Buyer’s  Guide”  is 
part  of  Blue  Cross’s  efforts  to 


education,”  claims  Dr.  Accetta. 
“Studies  show  that,  without 
reinforcement,  education  is  lost  on 
kids  after  about  six  months.  What 
they  take  away  from  this  place, 
hopefully,  is  the  emotional  impact 
that  they’re  not  china  dolls.  If  I 
had  to  sum  it  all  up,”  he 
concludes,  “I’d  say  the  children 
here  are  real  children  learning  to 
cope  in  a real  world.” 

For  more  information  about  the 
camps,  or  to  volunteer  as  a staff 
physician  next  summer,  contact 
Joan  Eckhardt,  the  American 
Lung  Association  of  Ohio,  1700 
Arlingate  Lane,  Columbus,  Ohio 
43228,  614-279-1700.  — Karen  S. 
Edwards 

book”  compares 
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Ohio  medi-scene  . . . continued 


Winners  of  the  Ohio  State  Medical  Association’s  award  for  “ outstanding  medical 
display,”  presented  during  the  Ohio  Academy  of  Science’s  37th  State  Science 
Day. 

Science  awards  presented 


Blue  Cross.  . . continued 


contain  rising  health  care  costs. 
“Columbus’  hospital  costs 
continue  to  be  below  any  other 
city  with  over  one  million 
population  in  the  east-north 
central  states  — Illinois,  Indiana, 
Michigan,  Ohio  and  Wisconsin. 
Consequently,  central  Ohio  is 
becoming  recognized  as  the 
standard  against  which  other  areas 
are  compared.  The  favorable 
health  care  cost  picture  in  central 
Ohio  is  one  of  the  reasons 
employers  take  a close  look  at  this 
area  when  considering  relocation 
or  expansion,  Reinhardt  says. 

“It’s  a growth  area.  The  Health 
Care  Buyer’s  Guide  is  just  one  of 
many  cost-containment  steps  Blue 
Cross  of  Central  Ohio  has  taken. 
We  believe  the  guide,  charge  data 
and  useful  health  tips  will 
contribute  to  the  central  Ohio 
market  becoming  an  even  better 
place  to  buy  hospital  services, 
providing  an  opportunity  for 
consumers  to  make  more 
knowledgeable  decisions  in  using 
the  health  care  delivery  system.” 

The  82-page  book  will  be 
updated  on  an  annual  basis  and  is 
being  distributed  to  area 
companies  as  well  as  interested 
members  of  the  public. 

Whether  or  not  similar 
guidebooks  will  be  published  in 
other  areas  of  the  state  is  yet  to  be 
determined,  but  Blue  Cross 
officials  indicate  that  interest  in 
the  book  is  being  expressed  by 
areas  outside  central  Ohio,  so 
other  buyer’s  guides  may  be  just 
a matter  of  time.  — Karen  S. 
Edwards 


Awards,  recognizing  junior  high 
and  high  school  students  for 
outstanding  medical  displays 
during  the  Ohio  Academy  of 
Science’s  37th  State  Science  Day, 
were  recently  presented  by  the 
Ohio  State  Medical  Association. 
The  following  students  were 
honored:  First  row,  left  to  right  — 
Debbie  M.  Faust,  “Work  Without 
Sleep”;  Elizabeth  E.  Buckley, 

“The  Two  Halves  of  the  Brain”; 
and  Robert  M.  Freeman, 
“Inhibition  of  Herpes  Simplex 
Infections.”  Second  row,  left  to 


right  — Doug  G.  Kohlrieser,  “The 
Effects  of  Sound  on 
Hypertension”;  Abbas  S. 
Samadany,  “How  Alcohol  Affects 
the  Anatomical,  Genetic  and 
Social  Patterns  of  Mice”;  and 
Patrick  T.  Prisco,  “Possible 
Microwave-Induced  Fragile  Site  — 
Salivary  Gland  Chromosomes  of 
D.  Melanogaster.”  Dr.  James 
Hickson,  MD,  Mt.  Gilead  (far 
right),  former  Tenth  District 
Councilor,  served  as  chairman  of 
the  judging  team.  — Robert 
Clinger 
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Curing  cancer’s 

The  sign  behind  the  desk  of 
Vincent  Anku,  MD,  reads,  “When 
you  reach  the  end  of  your  rope, 
tie  a knot  and  hang  on.” 

It  is  advice  Dr.  Anku,  an 
oncologist  at  Southwest  General 
Hospital  in  Middleburg  Heights  in 
suburban  Cleveland,  gives 
frequently  to  his  cancer  patients  — 
and  with  positive  results. 

To  most  members  of  the  lay 
public,  however,  cancer  is  still  a 
dirty  word,  conjuring  up  images 
of  a long  and  painful  disease  that 
nearly  always  ends  in  death. 

Among  the  worst  culprits  for 
creating  this  image  are  the  media 
— particularly  television,  which 
likes  to  portray  its  fictional 
cancer  patients  as  doomed,  with 
few  alternatives  other  than  to  put 
their  affairs  in  order  and  lay 
around  and  wait  for  the  disease 
to  take  its  course. 

As  a result,  few  people  faced 
with  a diagnosis  of  cancer  realize 
how  far  treatment  for  the  disease 
has  progressed  over  the  past 
decade,  or  that  with  early 
diagnosis  and  care,  they  can 
continue  to  lead  full  and  normal 
lives  — if  not  be  totally  freed 
from  the  disease. 

It  is  for  this  reason  that  four 
years  ago,  Dr.  Anku  began  to 
write  a book  about  the  subject. 

The  project  started  out  as  a 
16-page  pamphlet  which  he  began 
to  distribute  to  his  cancer  patients 
in  1979,  in  order  to  better  help 
them  understand  their  disease  and 
its  various  forms  of  treatment. 

“The  response  to  that  pamphlet 


bad  image 

was  so  overwhelming,  the  book 
seemed  to  be  a natural 
progression,”  Anku  is  quoted  in  a 
recent  newspaper  article  as  stating. 

With  the  help  of  his  wife  and 
office  manager,  Yasmin  Anku,  the 
book  was  recently  completed. 
Entitled  What  to  Know  About  the 
Treatment  of  Cancer,  it  was 
published  by  Madrona  Publishers, 
Inc.,  Seattle,  Washington,  and  is 
now  available  for  $7.95. 

The  book  covers  a number  of 
topics  of  concern  to  patients, 
including  the  various  forms  of  the 
disease,  new  types  of  treatment, 
rate  of  response,  a guide  to 
chemotherapeutic  drugs  and  a 
glossary  of  medical  terms.  It  also 
looks  at  related  topics,  such  as 
financial  concerns,  living  with 
chemotherapy,  and  “a  realistic 
outlook  at  new  forms  of  therapy.” 

One  of  the  major  goals  of  the 
book  is  to  debunk  the  myths 
about  cancer  and  cancer 
treatment:  for  example,  that  all 
patients  on  chemotherapy  suffer 
nausea,  loss  of  hair  and  other 
negative  side  effects.  It  is  these 
kinds  of  images  that  frequently 
cause  patients  to  ignore  early 
symptoms  of  cancer,  for  fear  the 
treatment  could  be  worse  than  the 
disease. 

“This  book  also  is  intended  to 
alleviate  much  of  the  desperation 
and  hopelessness  that  most  cancer 
patients  experience  during  some 
stage  of  their  illness  because  of 
lack  of  information,”  Dr.  Anku 
says  in  the  preface  to  his  book. 
“Accurate  information  will  make 


it  possible  for  patients  to  seek 
appropriate  care  early,  which  in 
turn  will  result  in  improved  disease 
control.” 

He  continues,  “There  is  no 
question  that  cancer  is  still  a 
major  scourge;  however,  the 
significant  recent  achievements  in 
its  treatment  will  make  it  possible 
for  many  patients  to  enjoy  long- 
term remission,  and,  in  many 
instances,  permanent  cures.” — 
Susan  Porter 


Ohio  news  briefs . . . 

Menopausal  pill  ...  A 

combination  estrogen-progestin  pill 
that  would  help  relieve  a woman’s 
irritating  menopausal  symptoms, 
as  well  as  offer  protection  against 
osteoporosis,  heart  disease  and 
breast  cancer,  is  being  perfected 
by  researchers  at  the  University 
Hospitals  of  Cleveland.  One 
hundred  women  will  be  enrolled  in 
the  one-year  study  being 
conducted  under  the  auspices  of 
UHC’s  MacDonald  Midlife  Health 
Center,  which  serves  as  a regional 
resource  on  menopause 
information  and  treatment  for 
both  patients  and  health 
professionals. 

HIB  vaccine  . . . The 
haemophilus  influenza  b vaccine, 
which  protects  very  young  children 
from  bacterial  meningitis, 
epiglottitis,  and  several  other 
bacterial  diseases,  is  now  being 
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Consider  the 
causative  organisms... 
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250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Strepiococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range 
in  severity  from  mild  to  life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond 


to  drug  discontinuance  alone.  In  moderate  to  severe  cases, 
management  should  include  sigmoidoscopy,  appropriate 
bacteriologic  studies,  and  fluid,  electrolyte,  and  protein  supple- 
mentation. When  the  colitis  does  not  improve  after  the  drug  has 
been  discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the 
drug  of  choice  for  antibiotic-associated  pseudomembranous 
colitis  produced  by  C difficile  Other  causes  of  colitis  should 
be  ruled  out. 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 


studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 
human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor.  There  are.  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive 
of  human  response,  this  drug  should  be  used  during  pregnancy 
only  if  clearly  needed. 

Nursing  Mothers  - Small  amounts  of  Ceclor*  (cefaclor.  Lilly) 
have  been  detected  in  mother's  milk  following  administration  of 
single  500-mg  doses.  Average  levels  were  0.18.  0.20,  0.21.  and 
0.16  mcg/ml  at  two,  three,  four,  and  five  hours  respectively. 
Trace  amounts  were  detected  at  one  hour.  The  effect  on  nursing 
infants  is  not  known.  Caution  should  be  exercised  when  Ceclor 
is  administered  to  a nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  15 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported. 


Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782R) 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 

Additional  information  available  to 
the  profession  on  request  from 
Eh  Lilly  and  Company 
Indianapolis  Indiana  46285 

Eli  Lilly  Iniistries.  Inc 

Carolina  Puerto  Rico  00630 
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Ohio  news  briefs  . . . 

made  available  to  county  health 
departments.  The  vaccine, 
recommended  by  the  U.S.  Public 
Health  Service  and  the  Ohio 
Department  of  Health,  has  been 
shown  to  reduce  the  attack  rate  of 
bacteremic  HIB  disease  by  90 
percent  following  a single 
vaccination  in  children  aged  24 
months  to  six  years.  The 
haemophilus  influenza  type  b 
microbe  accounts  for  more  than 
60  percent  of  meningitis  cases  in 
children  less  than  six  years  of  age, 
and  carries  a mortality  rate  of 
5-10  percent,  even  with  antibiotic 
treatment. 


Kidney  transplant  drug  . . . 

OKT3,  an  experimental  drug  being 
tested  at  the  University  of 
Cincinnati  Medical  Center, 
appears  to  improve  the  success  of 
kidney  transplants  by  blocking  the 
cells  that  attack  a transplanted 
organ,  much  like  the  anti-rejection 
drug  cyclosporine,  which  is 
commonly  used  during  heart 
transplants.  OKT3  is  a monoclonal 
antibody,  and,  in  the  study,  has 
reversed  94%  of  the  rejections, 
compared  with  traditional 
therapies  that  reversed  only  75% 
of  the  rejections.  One  year  after 
the  transplants,  62%  of  the 
kidneys  in  the  OKT3-treated  group 
were  functioning  well  compared  to 
45%  of  the  other  group.  The  new 
drug  is  not  yet  approved  by  the 
Food  and  Drug  Administration, 
but  approval  is  expected. 


continued 


Drunk  drivers  . . . According  to 
a recent  study  conducted  by 
researchers  at  Wright  State 
University,  almost  one-half  of 
DWI  (driving  while  intoxicated) 
offenders  were  assessed  by 
professionals  as  having  moderate- 
to-severe  alcoholism  problems, 
while  only  one-quarter  of  DWI 
offenders  fit  the  “social  drinker” 
class,  assessed  as  having  no 
alcoholism  problem  at  all.  The 
remaining  portion  of  DWI 
offenders  were  mainly  young 
drivers  who  did  not  have  an 
assessed  drinking  problem,  but 
their  lifestyles  placed  them  in  risk 
of  repeating  the  DWI  offense. 
Research  was  based  on  the  case 
histories  of  more  than  1500  DWI 
offenders  who  were  clients  of  the 
School  of  Medicine’s  Weekend 
Intervention  Program. 


Sabin  oral  polio  vaccine  funds 
scholarships  . . . When  the 
Academy-sponsored  Sabin  Oral 
Polio  Vaccine  Program  was 
completed  22  years  ago,  leftover 
monies  and  supplies  were 
deposited  into  a fund  established 
to  provide  scholarship  grants  for 
Cuyahoga  County  youths 
interested  in  a career  in  medicine 
or  one  of  the  allied  professions. 
The  fund  has  been  bolstered  each 
year  by  contributions  made 
through  a “holiday  greetings” 
page  in  the  Cleveland  Physician, 
and  this  year,  scholarships  totaling 
$38,000  were  distributed  by  the 


Cuyahoga  County  Medical 
Foundation,  the  charitable  arm  of 
the  Academy  of  Medicine.  Those 
interested  in  learning  more  about 
the  scholarship  program  should 
contact  the  Academy  of  Medicine 
of  Cleveland,  11001  Cedar 
Avenue,  Cleveland,  Ohio  44106. 


Handling  teen  pressure  . . . 

Columbus  is  offering  a new  “hot 
line”  to  teenagers  who  need 
someone  to  talk  to  about  their 
problems. 

The  hot  line,  staffed  by  teen 
volunteers,  is  open  every  night 
from  5:00  p.m.  to  9:00  p.m.  Adult 
counselors  are  also  available  to 
offer  assistance. 

Teens  often  harbor  a lot  of 
pressure  and  stress  from  various 
social  and  academic  situations, 
according  to  Diana  Collie, 
program  director  for  the  hot  line. 
This  service  offers  teenagers  a 
unique  outlet  for  their  problems 
and  questions. 

The  hot  line  number  is 
614-294-3300. 

New  Medical  Board 
Members  Named 

Governor  Richard  Celeste  has 
recently  appointed  two  physicians 
to  fill  vacancies  on  the  Ohio  State 
Medical  Board.  They  are:  James 
E.  Barnes,  MD,  Columbus,  for  a 
term  ending  March  18,  1989,  and 
Carla  S.  O’Day,  MD,  Cleveland, 
for  a term  ending  March  19,  1990. 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1.  PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 

LOCAL  REPRESENTATIVES: 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name 


Address. 
City 


Zip 


Telephone  ( 
Specialty 


BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 
Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  441 13 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  44116 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-8211 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 


SPENCER-PATTERSON  AGENCY, 
INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371 1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


PIE  MUTUAL  INSURANCE  COMPANY 


100  Erieview  Plaza 


Cleveland,  OH  44114 
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AIDS  in  Ohio 

How  the  state  is  handling  the  problem 


By  Karen  S.  Edwards 


The  statistics 

In  1981,  a disease,  never  before 
seen  outside  central  Africa  or  the 
Caribbean,  surfaced  in  Los 
Angeles.  That  patient,  a professed 
homosexual,  was  diagnosed  as 
having  an  acquired  immune 
deficiency  system  — AIDS.  Cause 
and  cure  unknown. 

Since  that  time,  more  than 
12,000  people  have  been  stricken 
with  AIDS,  a number  that 
continues  to  increase  not  only 
here,  but  abroad.  The  World 
Health  Organization  reports  the 
total  number  of  AIDS  cases  in 
Europe  is  now  at  940  — up  178 
new  cases  in  the  first  three  months 
of  1985,  and  the  first  case  of 
AIDS  recently  showed  up  in 
China. 

One  of  the  most  frightening 
developments  to  occur  in  recent 
years  is  the  extension  of  the 
original  4-H  risk  group  — 
homosexuals,  hemophiliacs, 
Haitians  and  heroin  users  — to 
include  a fifth  “H”  — the 


heterosexual  population  at  large. 
That  addition  is  causing  the 
Atlanta-based  Centers  for  Disease 
Control  to  estimate  another  10,000 
persons  will  be  stricken  with  the 
disease  before  the  year  is  out. 

As  of  July  1 of  this  year,  New 
York  topped  the  nation  with  over 
4000  reported  cases  of  AIDS  in 
the  state,  followed  by  California 
(2615);  Florida  (808);  New  Jersey 
(703);  Texas  (576);  Pennsylvania 
(240);  Illinois  (234);  Massachusetts 
(217);  District  of  Columbia  (179); 
and  Georgia  (179).  Ohio  is  ranked 
19th,  and  as  of  June  21,  statistics 
compiled  by  the  Ohio  Department 
of  Health  reveal  there  have  been 
at  least  140  cases  of  AIDS 
reported  here  since  1981.  The 
ODH  report  also  indicates  39 
other  AIDS  cases  have  been 
reported,  but  due  to  lack  of 
sufficient  information  or 
demographic  data,  they  were  not 
included  in  their  tallies. 

History:  The  number  of  AIDS 
cases  being  reported  in  Ohio  is 


increasing  rapidly.  (Since  we  began 
reporting  on  this  issue,  46  new 
cases  have  been  reported,  and  that 
number  is  likely  to  be  even  higher 
by  press  time.  The  Department  of 
Health  believes  the  number  of 
cases  will  double  by  next  year.) 

Here  are  the  statistics  as  of  June 
21,  1985. 

1981  — 2 cases 

1982  — 5 cases 

1983  — 22  cases 

1984  — 46  cases 

1985  — 18  cases  (to  date  of 
report) 

Age:  Here  in  Ohio,  the  age  of 
AIDS  victims  follows  the  same 
pattern  observed  nationally.  It  is 
the  30-39  year-old  age  group 
which  comprises  the  majority  of 
AIDS  victims. 

13  years  old  or  younger  — 2 cases 

13-19  — 1 case 

20-29  — 20  cases 

30-39  — 38  cases 

40-49  — 24  cases 
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50  and  older  — 8 cases 
Sex:  Male  — 91 
Female  — 2 

Risk  group:  Three  of  the  original 
“4-H”  risk  groups  continue  to 
head  the  list  of  AIDS  victims  in 
Ohio.  They  break  down  like  this 

Gay/bisexual  population  — 78 
cases,  42  dead 

IV  drug  users  — 4 cases,  2 dead 
Hemophiliacs  — 5 cases,  3 dead 
Heterosexual  contact  — 1 case,  1 
dead 

Parents  with  risk  factors  — 1 
case,  1 dead 

Blood  products  — no  known  cases 
No  known  — 1 case,  1 dead 
Unknown  — 3 cases,  2 dead 

Counties  of  residence  at  diagnosis: 

Allen  — 2 cases,  2 dead 
Athens  — 1 case,  1 dead 
Clark  — 4 cases,  2 dead 
Columbiana  — 1 case 
Crawford  — 1 case,  1 dead 
Cuyahoga  — 31  cases,  15  dead 
Franklin  — 13  cases,  9 dead 
Hamilton  — 13  cases,  5 dead 
Licking  — 1 case,  1 dead 
Lucas  — 1 case,  1 dead 
Marion  — 1 case 
Miami  — 1 case 
Montgomery  — 7 cases,  3 dead 
Pickaway  — 2 cases,  1 dead 
Portage  — 3 cases,  3 dead 
Richland  — 2 cases,  1 dead 
Ross  — 1 case 
Stark  — 4 cases,  3 dead 
Summit  — 2 cases,  2 dead 
Trumbull  — 1 case,  1 dead 
Washington  — 1 case,  1 dead 
There  is  no  question,  experts 
agree,  that  AIDS  is  becoming  a 
very  real  problem  in  Ohio,  and 
may  become  an  even  greater 
health  threat  in  the  years  ahead. 
But  help  is  on  the  way. 


The  state’s  programs 

Since  1983,  the  Ohio 
Department  of  Health  has  been 
examining  ways  it  can  help  address 
the  health  threat  posed  to  the 
community  by  AIDS. 

One  of  the  department’s  first 
steps  toward  this  end  was  the 
formation  of  an  AIDS  Advisory 
Committee,  composed  of  health- 
care professionals  from  several 
disciplines  who  meet,  at  frequent 
intervals,  to  discuss  everything 
from  prevention  and  education  to 
cost  of  care  and  research. 

In  addition,  the  ODH  has 
established  an  AIDS  hot  line,  set 
up  seven  alternate  testing  sites  in 
major  cities  around  the  state;  and, 
in  an  unprecedented  move,  hired  a 
gay  health  consultant  to  help 
educate  the  gay  population  on  the 
subject  of  AIDS  and  what  they 
can  do  to  help  prevent  it.  At  one 
recent  ODH  staff  meeting,  an 
AIDS  patient  was  even  invited  to 
present  his  own  unique  perspective 
of  the  problem,  and  to  offer 
suggestions  as  to  what  the  ODH, 
as  a public  health  agency,  can  do 
to  help  meet  the  needs  of  AIDS 
patients.  And  still,  the  ODH  says, 
this  is  not  enough. 

“It’s  hard  for  us,  because  we 
can  see  what  needs  to  be  done, 
and  we  want  to  do  everything 
right  away,”  says  Thomas  Halpin, 
MD,  Chief  of  the  Bureau  of 
Preventive  Medicine,  the  Ohio 
Department  of  Health.  But  lack  of 
time,  manpower,  and,  to  a lesser 
extent,  money,  makes  any  quick, 
immediate  action  impossible. 

“We  know  we  can’t  just  sit 
around  and  think  about  this 
problem.  We  need  to  develop 
systems  that  will  meet  some  of  the 
problems  we’re  facing  head-on. 

But  it’s  a long,  slow  process,”  he 
says. 


Most  of  the  problems  stem  from 
a lack  of  knowledge  about  the 
subject  — and  that  applies  to  the 
medical  as  well  as  the  lay 
community,  says  Dr.  Halpin. 

“Right  now,  education  is  where 
we  will  be  putting  most  of  our 
immediate  efforts,”  he  says. 

Buck  Harris,  the  ODH’s  gay 
health  consultant,  is  part  of  this 
educational  effort.  He  is  currently 
taking  his  educational  programs 
out  into  the  gay  community  — to 
the  gay  bars  and  other  places 
where  he  can  reach  the  largest 
number  of  the  population 
considered  most  at  risk.  There,  he 
talks  to  them  about  “safe-sex” 
and  the  dangers  of  promiscuity. 

“We  want  to  be  optimistic,  but 
we  have  to  be  realistic,  too,”  says 
Dr.  Halpin.  Because  AIDS  is  a 
sexually  transmitted  disease, 
chances  are  it’s  not  going  to  go 
away.  After  all,  venereal  disease 
continues  to  remain  a problem 
despite  years  of  education  on  the 
subject. 

“That’s  why  it’s  necessary  to  do 
some  target  education,”  says 
Harris.  “We  need  to  identify  those 
groups  who  are  most  at  risk  and 
reach  them  with  educational 
programs.  Pamphlets  and 
brochures  aren’t  going  to  do  it.” 

And  neither  is  the  AIDS  hot 
line,  claims  Harris. 

“The  information  it  generates 
into  the  community  is  fine,  but  it 
often  stops  there.” 

According  to  Harris,  there  is  a 
reluctance  in  the  gay  community 
to  go  beyond  the  phone  call. 

Many  are  reluctant  to  see  their 
doctors  or  to  visit  one  of  the 
alternate  test  sites  — despite 
promises  of  anonymity  and 
confidentiality.  Besides,  says 
Harris,  until  the  insurance  matter 
is  settled  regarding  reimbursement 
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LOCAL  AREA  AIDS  TASK  FORCES 

AKRON  CITY  AIDS  TASK 

FORCE 

FORCE 

contact  person:  Scott  Walton 

contact  person:  Don  Manson, 

P.O.  Box  8393 

D.S.,  M.P.H. 

Columbus,  Ohio  43201 

City  Epidemiologist 

Akron  City  Health  Department 

614-297-0411 

216-375-2960 

DAYTON  AIDS  TASK  FORCE 

contact  person:  Howard  Getz 

CANTON  CITY  AIDS  TASK 
FORCE 

513-237-1889 

contact  person:  Robert  Pattison, 

SANDUSKY  AIDS  TASK  FORCE 

M.P.A. 

(Erie  County) 

Health  Commissioner 

contact  person:  Patsy  Hibbitts 

Canton  City  Health  Department 

Erie  County  Health  Department 

216-489-3231 

419-626-5623 

CINCINNATI  AIDS  TASK 

YOUNGSTOWN  AIDS  TASK 

FORCE 

FORCE 

contact  person:  Michael  Ritchey 

contact  person:  Neil  Altman, 

Director,  STD  Program 

M.P.H. 

Cincinnati  City  Health 

Health  Commissioner 

Department 

Youngstown  City  Health 

513-352-3143 

Department 

513-352-3138 

216-746-1892  ext.  348 

CLEVELAND/CUYAHOGA 

AIDS  ADVISORY  COMMITTEE 

COUNTY  AIDS  TASK  FORCE 

Ohio  Department  of  Health 

contact  person:  Diana  Morledge, 

Bureau  of  Preventive  Medicine 

M.D. 

246  N.  High  St. 

Health  Commissioner,  Medical 

Columbus,  Ohio  43215-0118 

Director 

Ohio  AIDS  hot  line 

Cleveland  City  Health 
Department 

1-800-332-AIDS 

216-664-2525 

NATIONAL  AIDS  HOT  LINE 

Public  health  service 

COLUMBUS  AIDS  TASK 

1-800-342- AIDS 

for  AIDS,  he  can’t,  in  good  faith, 
recommend  that  gays  take  the 
HTLV-III  test  — “especially  if  it 
means  they  won’t  get  insurance  or 
be  dropped  from  their  present 
policy.” 

So  he  educates  them  — in  bars, 
in  meetings  — wherever  a “target 
group”  may  gather.  He  speaks  of 
limiting  sexual  contacts,  of  using 
condoms,  and  hopes  that  his 
words  of  prevention  will  ease  the 
problem. 

If  it  doesn’t,  Dr.  Halpin  says, 
then  a whole  new  problem  may  be 
created,  because  there  is  a general 
reluctance  on  the  part  of 
physicians  to  come  forward  and 
treat  AIDS  patients. 

“They’re  reluctant  for  a variety 
of  reasons,”  says  Dr.  Halpin. 
“There  are  the  natural  cultural 
differences,  and  financial  reasons, 
and  then  there  is  the  matter  that 
this  has  been  looked  on  as  a 
specialty  disease  for  several  years. 
Many  physicians  feel  they  still 
don’t  know  enough  about  it  and 
so  are  uncomfortable  treating  it.” 

In  fact,  when  the  ODH 
attempted  to  put  together  a roster 
of  physicians  who  would  be 
willing  to  treat  AIDS  patients  — 
“the  project  didn’t  go  very  far,” 
says  Lois  Hall,  an  epidemiologist 
with  the  ODH.  As  a matter  of 
fact,  it  was  abandoned  shortly 
after  it  was  begun. 

But  the  need  for  such  a roster 
remains. 

“We  need  a large  group  of 
doctors  who  are  willing  to  treat 
AIDS  patients,”  says  Dr.  Halpin 
— not  only  because  more  and 
more  AIDS  cases  are  likely  to  be 
seen  in  the  state,  but  because 
those  doctors  who  are  treating 
AIDS  patients  are  “burning  out.” 
“It’s  tough  for  them,”  Harris 


says,  and  when  their  present  case 
load  doubles,  it  can  only  get 
worse. 

Yet  the  department  must  tread  a 
fine  line  in  gathering  physician 
names. 

“Not  every  physician  should  be 
handling  AIDS  cases,”  says  Dr. 
Halpin.  Certainly  if  the  physician 


is  uneasy  around  gay  patients  or 
unwilling  to  respect  the  patient, 
then  his  or  her  name  would  be 
better  off  omitted  from  a referral 
list. 

The  fact  remains,  however,  that 
a referral  list  is  needed  — and 
desperately. 

“Right  now,  we  are  looking  into 
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the  possibility  of  picking  up  this 
project  again,  and  taking  a more 
aggressive  stance  in  soliciting 
names  for  it,”  says  Hall. 

A future  directory  would  not 
only  include  the  names  of 
physicians  willing  to  see  AIDS 
patients,  but  also  hospitals  and 
facilities  willing  to  admit  and  care 
for  AIDS  patients  and  a list  of 
psychological  and  social  services 
available. 

“All  of  this  would  be  coded  by 
area,  for  easy  referral,”  says  Hall. 

How  do  they  intend  to  get  the 
names? 

“Probably  by  contacting  the 
county  medical  societies,”  says  Dr. 
Halpin.  “If  we  can  get  them  to 
identify  some  of  the  gay 
physicians  in  their  area,  these 
physicians  are  generally  helpful  in 
recommending  colleagues  who  are 
sympathetic  to  the  AIDS 
situation.” 

He  would  also  like  to  visit  the 
county  societies  and  present  an 
educational  AIDS  program  to  its 
members  as  part  of  a “grass- 
roots” effort  to  acquaint  more  of 
the  medical  community  with  the 
problems  of  AIDS. 

“I  think  most  members  would 
find  a question-and-answer  session 
very  helpful,”  suggests  Dr. 

Halpin. 

As  far  as  carrying  AIDS 
education  into  the  schools,  Dr. 
Halpin  is  a little  less  sure. 

“It’s  difficult  enough  to  discuss 
heterosexual  relationships  with 
adolescents,”  he  says. 

Nevertheless,  the  Department  is 
designing  a course  for  use  at  the 
junior  and  senior  high  level.  “It’s 
an  effort  to  strip  away  some  of 
the  mystery  of  the  disease,”  says 
Dr.  Halpin. 

Another  project  which  the  ODH 
may  be  taking  another  look  at  is 


the  development  of  a tracking 
system  which  would  identify  those 
persons  with  whom  an  AIDS 
carrier  may  have  had  sexual 
contact. 

At  first  deemed  “unnecessary” 
— “there  is  nothing  we  could  do 
to  help  them”  — they  are  now 
looking  at  it  as  a possible  means 
of  reducing  further  exposure  to 
the  syndrome. 

But  if  a person  is  really  close, 
or  has  been,  to  those  he’s  had 
contact  with,  “he’ll  probably  tell 
them  himself,”  says  Harris. 

The  gay  community  has  been 
quick  to  applaud  ODH  efforts  in 
becoming  involved  in  the  AIDS 
battle,  Harris  says. 


“Ohio  jumped  in 
early,  and  is 
probably  unique  in 
its  statewide 
advisory  committee 
on  AIDS.” 


“Ohio  jumped  in  early,  and  is 
probably  unique  in  its  statewide 
advisory  committee,”  adds  Dr. 
Halpin. 

As  previously  mentioned, 
Harris’s  position  is  also  unique, 
and  the  fact  that  he  has  been 
hired  as  a consultant  — leaving 
him  free  of  the  “civil  servant 
image”  — gives  him  a lot  of 
credibility  in  the  gay  community, 
Dr.  Halpin  says.  Certainly,  Harris 
has  proven  to  be  much  in  demand 
by  other  state  health  departments, 
and  has  been  to  Florida, 
Massachusetts  and  Maryland,  as 
well  as  other  states,  to  offer 
advice  to  their  AIDS  task  forces. 


Currently,  the  state’s  programs 
have  been  funded  with  federal 
dollars,  but  “we  are  looking  into 
the  possibility  of  trying  to  obtain 
some  state  funding  in  the  future,” 
says  Dr.  Halpin. 

A look  at  the  state’s  treatment 
of  AIDS  would  be  remiss  if  it 
didn’t  also  include  a glimpse  at 
what  is  being  done  in  laboratories 
across  the  state,  by  immunologists, 
infectious  disease  specialists  and 
epidemiologists  who  are  trying  to 
further  our  knowledge  of  this  very 
elusive,  very  deadly  disease. 

AIDS  research  in  Ohio 

“Research  is  great.  It’s 
necessary.  It  looks  to  the  future,” 
says  Dr.  Halpin. 

And  across  the  nation,  many 
researchers  are  looking  to  the 
future  in  an  attempt  to  save  the 
victims  of  AIDS.  Efforts,  so  far, 
have  been  astonishing. 

“Even  with  Legionnaire’s 
disease,  I don’t  think  we’ve  moved 
this  fast,”  says  John  Neff,  MD,  a 
pathologist  and  head  of  Ohio 
State  University’s  immunology 
laboratory  who  recently 
commented  on  the  extent  of  facts 
being  uncovered  by  national  AIDS 
researchers  in  the  Columbus 
Dispatch. 

In  fact,  research  has  moved 
along  perhaps  a little  too  quickly. 

Last  April,  a team  of  virologists 
at  the  National  Institute  of  Health 
isolated  the  HTLV-III  virus,  and 
pronounced  it  the  culprit  of  the 
immune  system  breakdown  which 
characterizes  AIDS.  Shortly  after, 
a blood  test  was  designed  to  detect 
the  culprit  and  the  problem 
seemed  to  be  “solved.”  Margaret 
Heckler,  Secretary  of  Health  and 
Human  Services,  predicted  a 
vaccine  would  be  available  for 
AIDS  by  1986. 

With  that  ray  of  hope  went  the 
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country’s  concern.  The  media 
moved  onto  other  topics,  allotting 
fewer  and  fewer  column  inches  to 
AIDS  — while  the  public,  as  a 
whole,  turned  its  attention  to 
other,  now  more  sensational 
subjects.  AIDS  had  become  a has- 
been. 

Then,  this  summer,  it  jumped 
back  into  the  national  spotlight. 
AIDS  had  suddenly  become 
celebrity  disease,  and,  as  such,  had 
gained  new  status  — and  renewed 
public  interest.  According  to  Dr. 
Halpin,  however,  that’s  not  all 
bad. 

“Every  time  something  like  this 
happens,  we  see  a bit  more 
information  trickle  out  into  the 
community,”  he  says,  comparing 
the  phenomenon  to  the  ripple 
effect  that  occurs  when  a large 
stone  is  dropped  into  the  water. 

“Sometimes  it  takes  a jolt  to 
make  the  public  realize  the 
problem  is  still  out  there,”  he 
adds. 

No  such  jolt  has  been  needed 
for  the  medical  researchers, 
however. 

As  Dr.  Neff  has  indicated, 
research  is  progressing  at  a steady 
clip.  The  June  21,  1985  issue  of 
the  Journal  of  the  American 
Medical  Association  (JAMA) 
pointed  out  that  nearly  400 
research  papers  were  presented 
recently  in  Atlanta  at  the  largest 
conference  on  AIDS  ever  held. 

There,  reports  were  presented  on 
six  drugs  which  have  been  studied 
for  use  in  AIDS,  mainly  during 
the  past  year  and,  for  the  most 
part,  out  of  the  country. 

Some  of  the  drugs,  says  JAMA, 
have  looked  promising  in  the  in 
vitro  experiments,  and  others  have 
appeared  to  help  a few  patients. 

All  fight  the  HTLV-III  virus,  but 
none  has  yet  proven  to  be  the 


“answer”  — the  elusive  cure. 

In  addition  to  the  worldwide 
drug  trials,  other  aspects  of  the 
disease  are  being  studied  by 
researchers,  including:  the  full- 
scale  replacement  of  the  immune 
system  through  bone  marrow 
transplants;  the  enhancement  of 
the  existing  immune  system; 
inactivation  of  the  retrovirus  with 
suramin  and  a combination  of  the 
above. 

Here  in  Ohio,  AIDS  research  is 
being  conducted  in  several 
locations  around  the  state. 

The  Cleveland  Clinic,  for 
example,  is  working  on  what  the 
virologist  there  describes  as  “the 
basics.” 

“The  Clinic  is  one  of  four  or 
five  laboratories  in  the  state  which 
is  doing  antibody  testing  of  the 
sera  collected  from  the  state’s 
alternate  test  sites,”  says  Max 
Proffitt,  Ph.D.,  a virologist  who, 
along  with  Leonard  Calabrese, 
D.O.,  is  not  only  conducting  the 
lab  portion  of  the  HTLV-III 
antibody  tests  for  the  state  but  is 
also  researching  ways  to  perfect 
the  test’s  accuracy. 

“The  test  is  not  inexact  as  lab 
tests  go,”  remarks  Proffitt,  but 
neither  is  it  as  accurate  as  one 
would  like  it  to  be  — and  that, 
according  to  Proffitt,  creates 
problems,  especially  where  an 
individual  is  to  be  informed  of  his 
or  her  result. 

“There  are  a number  of  nuances 
to  the  test  that  create 
misunderstandings,”  he  says. 

For  example,  falsely  reactive 
sera  are  not  uncommon,  so  when 
a sample  does  test  reactive,  it  is 
run,  as  a matter  of  course, 
through  a second  different  test  to 
corroborate  its  accuracy. 

Patients  are  counseled  both 
prior  to  and  following  the  testing 


so  that  they  are  also  made  aware 
that  test  results  are  far  from 
definitive. 

“They  are  told  what  the  tests 
won't  tell  them,  as  well  as  the  lack 
of  a definitive  meaning  of  a 
reactive  or,  for  that  matter,  a non- 
reactive serum,”  says  Proffitt. 
“Some  patients  who  test  positive 
and  possess  the  AIDS  virus 
antibodies  may  not  always  develop 
the  syndrome.” 

Because  test  results  are 
imperfect  at  present,  Proffitt 
points  out  that  the  test  is  largely 
used  by  blood  banks  as  a 
screening  mechanism  for  donated 
blood  and  should  not  yet  be 
considered  a diagnostic  tool  for 
physicians  — although,  he  says, 
diagnostic  use  of  the  tests  is 
inevitable,  since  some  physicians 
view  it  as  useful  in  their  work-up 
of  a suspected  AIDS  patient. 

That’s  why  it’s  so  important,  he 
says,  that  work  continues  in 
perfecting  a better,  more  definitive 
test. 

Proffitt  expressed  hope  that 
other  kinds  of  tests,  perhaps  in 
conjunction  with  the  test  for 
antibodies  to  the  virus,  may  also 


October  1985 


699 


While  many  of  our  colleagues  were  reading  about  the  strides  being  made  with  lasers 
in  increasing  the  efficiency  and  effectiveness  of  the  practice  of  medicine,  we  were  pioneering 
many  of  these  advanced  techniques  at  Grant  Medical  Center. 

Since  1976,  our  utilization  of  laser  surgery  techniques  has  built  the  expertise  that  has 
earned  Grant  its  reputation  as  one  of  the  nation’s  leaders  in  the  use  of  this  technology. 

This  has  led  to  the  opening  of  our  new  state-of-the-art  Laser  Center.  This  multi-specialty 
center  has  14  different  lasers,  including  argon,  C02,  Nd:YAG  and  tunable  dye  lasers. 

They  are  available  for  your  use  in  general  and  thoracic  surgery,  gynecologic,  urologic, 
neurosurgery,  colon/rectal,  gastroenterology,  dermatology,  podiatry,  ophthalmology  and 
otolaryngology. 

You  are  invited  to  join  us  at  the  Grant  Laser  Center,  where  you  can  utilize  our  facilities 
as  part  of  your  practice.  Our  Laser  Surgery  Physician  Seminars,  which  can  lead  to 
certification,  are  also  available. 

The  Laser  Center  is  another  example  of  Grant  Medical  Center’s  belief  that  assisting 
physicians  with  advanced  technology  is  the  way  to  maintain  the  highest  level  of  patient  care. 

For  more  information,  please  call  us  at  (614)  461-3096.  And  join  the  next  generation 
of  surgeons  today. 
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help  physicians  better  manage  their 
patients  with  AIDS  or  related 
conditions. 

“For  example,  recent  tests  in 
our  own  and  in  other  laboratories 
have  shown  that  AIDS  patients 
have  a higher  level  of  circulating 
interferons  in  their  blood,  which 
are  not  found  in  the  circulating 
blood  of  a normal  person,”  he 
says.  This  in  conjunction  with 
other  tests  may  eventually  lead  to 
earlier  and  more  accurate 
diagnosis  of  the  syndrome,  but 
actual  application  of  this  theory  is 
still  down  the  road. 

Both  Proffitt  and  Dr.  Calabrese 
are  conducting  further  research 
into  isolating  the  virus,  but  they, 
too,  still  have  a long  way  to  go. 

In  the  meantime,  the  Cleveland 
Clinic  has  expressed  to  the  Centers 
for  Disease  Control  its  interest  and 
willingness  to  participate  in  multi- 
centered  drug  trials,  but  Proffitt 
says  nothing  in  this  area  is  yet 
underway  — despite  “high  interest 
from  the  patient  population.” 

If  and  when  drug  trials  do 
begin,  there  will  be  patients  ready 
to  test  them  (see  sidebar  “AIDS: 
Portrait  of  a Victim”). 

“There  is  no  doubt  that  more 
drugs  will  be  introduced  for  trials 
in  the  future,”  says  Case  Western 
Reserve  University  immunologist 
Michael  Lederman,  MD,  but  he 
stresses  it’s  important  that  future 
therapy  trials  include  two 
approaches  to  the  problem. 

“Certainly  eliminating  the 
syndrome  or  at  least  decreasing  its 
incidence  is  one  approach  that  can 
be  taken,  but  it’s  also  important 
that  we  take  a look  at  how  to 
reconstitute  the  immune  deficiency 
of  AIDS  patients,”  he  says, 
adding  that  Case  Western 
researchers  are  currently  involved 
in  looking  for  ways  to  reconstitute 
the  immune  response  — especially 
in  hemophilia  patients. 

It  was  Case  Western’s  Oscar 


Ratnoff,  MD,  who,  in  1982,  was 
the  first  to  link  an  immuno- 
deficiency in  hemophilia  patients 
to  AIDS;  and  it  was  his  collection 
of  500  sera  samples,  collected 
from  hemophiliac  patients  between 
1965  and  1984,  that  helped  give 
substance  to  the  theory  that  AIDS 
did  not  exist  in  this  risk  group 
prior  to  1980. 

“All  the  samples  collected 
before  this  date  showed  no 
exposure  to  the  AIDS  virus,”  says 
Dr.  Lederman. 


“We  are  in  the 
middle  of  a big 
upsurge  in  AIDS 
cases,  and 
physicians  will  be 
seeing  more  cases 
in  their  offices.’’ 


But,  he  says,  it’s  clear  that,  here 
in  Ohio  “we  are  presently  in  the 
middle  of  a big  upsurge  in  AIDS 
cases,”  and  that,  physicians  will 
be  seeing  more  cases  arriving  in 
their  offices  which  in  the  past 
have  been  handled  by  infectious 
disease  specialists.  And  although 
he’s  as  concerned  as  everyone  else 
about  the  spread  of  AIDS  into  the 
heterosexual  population,  he 
doesn’t  believe  it  will  be  as  rapid 
or  as  extensive  as  others  think. 

“I  don’t  believe  the  disease  will 
be  transmitted  as  efficiently  in  the 
heterosexual  population  as  it  is  in 
the  homosexual  population,”  he 
says  — for  two  reasons.  One, 
“because  vaginal  intercourse  is  not 
as  efficient  a means  of 
transmitting  the  virus  as  anal 
intercourse”;  and,  two,  “because 
the  number  of  sexual  contacts 


experienced  by  heterosexuals 
doesn’t  begin  to  equal  the  multiple 
number  of  sexual  contacts 
experienced  by  the  homosexual 
population.” 

Although  current  research 
indicates  that  the  AIDS  virus  may 
be  present  in  the  saliva  and  tears 
of  an  infected  person,  Dr. 
Lederman  points  out  that  there  is 
no  evidence  that  the  disease  is 
transmitted  in  this  manner. 

“Theoretically,  it  can  be 
transmitted  this  way,  of  course; 
but  the  fact  is,  we  don’t  know  for 
sure,  and  unless  we  are  willing  to 
find  an  infected  person  who  is 
willing  to  swear  that  he  could  only 
have  contracted  the  disease  by 
kissing,  we  may  never  know.” 

There  is  a lot  about  AIDS  that 
may  never  be  known,  but  Peter 
Walzer,  MD,  a professor  of 
medicine  at  the  University  of 
Cincinnati  and  Chief  of  Infectious 
Disease  at  Cincinnati’s  VA 
Medical  Center,  is  doing  what  he 
can  to  shed  light  on  pneumocystis 
carinii  — one  of  the  opportunistic 
infections  — “which  are  the  real 
killers  in  AIDS,”  he  says. 

Strangely  enough,  the  times 
have  just  caught  up  with  Dr. 
Walzer,  who  has  been  studying 
PCP,  as  it’s  more  informally 
known  — for  the  past  15  years. 

“I  began  my  research  shortly 
after  working  two  years  at  the 
Centers  for  Disease  Control 
(CDC).  For  years,  there  were  few 
of  us  who  were  looking  at  this 
infection  at  all,”  he  says. 

Then,  AIDS  came  onto  the 
scene,  and,  according  to 
“markers,”  employed  by  the  CDC 
to  identify  the  cause  of  death  in 
AIDS  patients,  it  was  determined 
that  pneumocystis  carinii  was  the 
major  opportunistic  infection 
afflicting  AIDS  patients. 

“Suddenly,  interest  in  the 
infection  picked  up,  and  now  there 
is  a lot  of  work  being  done 
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around  the  country  in  this  area,” 
says  Dr.  Walzer. 

Of  course,  it  didn’t  hurt  that 
the  National  Institute  of  Health 
has  set  aside  some  of  its  funding 
grants  to  help  those  researching 
ways  to  improve  opportunistic 
infections. 

“Most  of  the  research  dollars, 
so  far,  has  gone  to  the  AIDS  virus 
— towards  combating  it,  or 
finding  ways  to  change  the 
immune  system.  So  far,  nothing 
has  worked,  so  the  NIH  recently 
redirected  its  focus.  It  now  grants 
funds  to  those  who  are  working 
on  opportunistic  infections.”  After 
all,  adds  Dr.  Walzer,  these 
infections  kill  — the  virus  does 
not. 

To  date,  Dr.  Walzer’s  work  has 
been  on  two  levels. 

“Most  of  my  work  revolves 
around  an  attempt  to  develop  a 
therapeutic  drug  which  would  fight 
the  pneumocystis  with  the  least 
toxicity,”  he  says.  He  uses  animal 
models  to  test  a range  of  drugs  — 
some  FDA  approved,  “others 
totally  experimental,”  while  the 
rest  of  his  work  includes 
developing  a technique  which 
would  evaluate  the  effect  of  these 
drugs  in  animals  and  laboratory 
cultures. 

“It  is  a very  difficult  infection 
to  culture  in  a laboratory,”  he 
says.  “We  work  with  indirect 
methods.” 

Which  is  why  he  is  less  than 
optimistic  about  a breakthrough 
in  the  near  future. 

“We  still  have  a long  way  to 
go,”  he  says. 

Which  seems  to  sum  up  the 
situation  for  most  researchers. 

Much  has  been  learned,  but 
there  is  still  a tremendous  amount 
of  research  that  needs  to  be  done, 
they  say. 

The  ODH’s  AIDS  Advisory 
Committee  has  recently  broken 
into  smaller  sub-groups,  each  of 
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which  is  examining  a different 
aspect  of  the  AIDS  problem. 

Nancy  Reiches,  PhD,  Director 
of  Research  at  Riverside  Hospital 
in  Columbus,  chairs  the  sub-group 
which  is  taking  a look  at  AIDS 
research. 

“What  we  will  do  over  the  next 
few  months  is  attempt  to 
determine  what  research  projects 
are  going  on  in  the  state,  and 
attempt  to  provide  some  sort  of 
framework  for  researchers,” 
Reiches  says. 

She  says  that,  considering  the 
extent  of  the  problem  in  the  state, 
“Ohio  is  where  it  should  be,  or  is 
even  slightly  ahead”  in  research, 
and  she  believes  her  group  will  see 
a wide  range  of  projects  being 
conducted  — everything  from 
clinical  laboratory  research  to 
community-based  studies.  That, 
she  says,  is  exciting. 

“When  I’m  asked  about  the 
money  being  spent  on  AIDS 
research  — should  we  spend  this 
much  or  shouldn’t  we  — I point 
out  that  we’re  learning  an 
incredible  amount  — and  not  just 
about  AIDS.” 

As  she  explains,  AIDS  research 
is  also  turning  over  enormous  new 
facts  about  cancer,  viruses  and 
biological  mechanisms  that  can  be 
used  to  increase  man’s 
understanding  of  other  diseases. 

“There  has  been  a real 
cooperative  spirit,  to  date,  among 
the  four  groups  which  are 
conducting  research,”  Reiches 
says. 

Indeed,  traditional  philosophical 
and  political  battlegrounds  are 
seemingly  ignored  as 
epidemiologists,  virologists  and 
immunologists  continue  to  wage 
war  against  AIDS. 

And  somewhere  in  all  this 
research,  which  is  occurring 
around  the  state  — and  the 
country  — at  such  a fevered  pitch, 
will  lie  the  key.  Cause,  cure  — all 


the  secrets  will  be  unlocked  at  last. 

But  that  day  is  too  far  in  the 
future  for  Dr.  Halpin,  who  must 
meet  the  problem  of  AIDS  and 
AIDS  victims  now. 

“Research  blinds  people  to  a 
certain  extent.  People  can  become 
so  caught  up  looking  down  the 
road  for  a cure  that  they  fail  to 
see  the  problems  that  are 
occurring  right  in  front  of  them.” 

That’s  why,  he  says,  that 
although  research  is  an  important 
part  of  the  future  — it’s  not  the 
only  part.  He’s  banking  on 
education  as  the  best  means  of 
handling  AIDS  in  Ohio  at  the 
present  time. 

“We  think  we  can  reduce 
Ohio’s  fear  of  AIDS  by  increasing 


its  knowledge,”  he  says,  then 
adds: 

“Education  will  be  our 
future.”  OSMA 


Karen  S.  Edwards  is  Executive  Editor 

of  the  Ohio  State  Medical  Journal. 


Ophthalmologists: 
Proceed  with  Caution 

While  there  is  no  evidence  that  tears 
spread  AIDS,  the  Health  Service  said 
eye  doctors,  oculists,  optometrists  and 
their  employees  should  disinfect  all  in- 
struments, devices  and  contact  lenses 
after  they  touch  a patient’s  eyes. 

The  Health  Service  also  cautioned 
eye-care  staff  to  take  precautions 
themselves  in  treating  patients. 
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What  Every 
Ohio  Physician 
Should  Know 
About  AIDS 

By  Susan  Porter 


A he  symptoms  are  seen  almost 
every  day  in  almost  every  primary 
care  physician’s  office. 

Fever. 

Diarrhea. 

Body  aches. 

Fatigue. 

Loss  of  appetite. 

Weight  loss. 

Swollen  lymph  glands. 

And  apart  and  alone,  in  the 
great  majority  of  cases,  they 
indicate  little  more  than  a case  of 
the  flu,  a cold,  or  an  occasional 
incidence  of  mumps  or 
mononucleosis. 

But  together  and  combined  with 
certain  other  factors,  they  have 
proven  to  be  a deadly  combination 
in  at  least  140  cases  throughout 


the  state  of  Ohio. 

They  are  among  the  early  signs 
of  AIDS  — Acquired  Immune 
Deficiency  Syndrome  — and  they 
are  signals  that  today  should  alert 
every  Ohio  physician  to  the 
presence  of  this  new  and  elusive 
disorder. 

AIDS  first  surfaced  in  Ohio  just 
two  years  ago,  and  to  date,  most 
cases  have  been  treated  in  the 
major  metropolitan  areas  — 
Cleveland,  Cincinnati,  Columbus, 
Akron,  Toledo,  Youngstown  and 
Dayton.  Thus,  few  physicians 
outside  these  cities  have  had  the 
opportunity  to  deal  with  it 
firsthand. 

But  the  numbers  are  growing, 
point  out  professionals  in 
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medicine,  research  and  the  social 
sciences  who  are  dealing  with  this 
problem  on  a day-to-day  basis 
throughout  the  state.  And  it  is  the 
outlying  areas,  rather  than  the 
larger  cities,  where  many  suspect 
that  more  cases  of  AIDS  will  soon 
appear. 

Over  50  hospitals,  thus  far  in 
the  state,  have  reported  cases  of 
AIDS  to  the  Ohio  Department  of 
Health,  according  to  Lois  Hall  of 
the  department’s  division  of 
epidemiology.  And,  “More  and 
more  AIDS  patients  are  being  seen 
in  the  smaller  hospitals,”  she  says. 
“AIDS  is  no  longer  the  kind  of 
thing  we  can  assume  will 
automatically  be  taken  care  of  by 
the  OSU  Hospitals,  the  Cincinnati 
Medical  Centers  and  the  Cleveland 
Clinics.” 

Sooner  or  later,  she  and  others 
warn,  everyone  in  health  care  will 
be  involved. 

As  of  September,  139  cases  of 
AIDS  had  been  documented  in 
Ohio,  although  physicians  in  all 
parts  of  the  state  relate  that 
numerous  other  cases  have 
appeared  in  their  offices,  hospitals 
and  clinics  since  that  time. 

“And  for  every  case  of  AIDS, 
there  are  10  or  20  cases  of  AIDS 
Related  Complex  (ARC),”  says 
Leonard  Calabrese,  MD,  head  of 
the  section  on  rheumatology  at  the 
Cleveland  Clinic  and  one  of  six 
physicians  now  serving  on  the 
Ohio  Department  of  Health  AIDS 
Advisory  Committee. 

ARC,  also  commonly  known  as 
pre-AIDS,  is  an  equally  elusive 
disorder  which,  although  not  fatal, 


Clearing  up  some 
about  AIDS 

• The  hepatitis  B vaccine  does 
not  transmit  infection  with  an 
AIDS  virus. 

The  vaccine,  introduced  in  1982, 
about  the  same  time  AIDS  was 
recognized,  is  prepared  from 
hepatitis  B surface  antigen, 
purified  from  plasma  carriers  of 
the  antigen.  Many  of  these  donors 
were  homosexual  men.  Laboratory 
tests,  conducted  at  Massachusetts 
General  Hospital,  however,  found 
that  health-care  workers  who  have 
received  the  hepatitis  B vaccine  do 
not  appear  to  have  antibodies  to 
HTLV-III. 


often  precedes  the  full-blown 
AIDS  syndrome,  Dr.  Calabrese 
explains.  While  an  estimated  25% 
of  ARC  patients  go  on  to  develop 
AIDS,  the  prognosis  for  the 
remaining  patients  is  still  not  fully 
known  or  understood,  he  says. 

In  addition,  according  to  Dr. 
Calabrese,  “There  are  hundreds  of 
Ohioans  who  have  been  exposed 
to  the  (AIDS)  virus.”  These  cases 
are  showing  up  at  screening 
centers  around  the  state 
established  by  the  Ohio 
Department  of  Health  to 
administer  the  HTLV-III  antibody 
test,  a new  blood  test  which  does 
not  diagnose  AIDS  but  does 
indicate  past  exposure  to  the  virus. 
Also  administering  the  HTLV-III 
antibody  screenings  are  area  blood 
centers  which  are  giving  the  test  to 


misconceptions 

• AIDS  virus  is  not  transmitted 
by  mosquitoes. 

The  Centers  for  Disease  Control 
states  that  no  current 
epidemiologic  or  microbiologic 
evidence  supports  the  theory  that 
AIDS  is  transmitted  by 
mosquitoes.  Insect-born 
transmission  has  not  been 
implicated  in  any  country,  and  the 
relative  absence  of  reported  disease 
in  preadolescent  children  argues 
against  it. 


make  sure  blood  supplies  are  free 
of  the  virus. 

Dr.  Calabrese  estimates  that  as 
many  as  50,000  to  100,000 
Ohioans  will  show  a positive 
response  to  the  test  — and  many 
of  these  will  soon  be  showing  up 
in  the  area  physicians’  offices. 

“In  some  way,  every  doctor, 
sooner  or  later,  will  have  to  deal 
with  this  disorder,”  Dr.  Calabrese 
predicts.  “Not  only  does  every 
primary  care  physician  need  to 
know  about  AIDS,  but  every 
physician  in  every  discipline  should 
know  its  early  signs  and 
symptoms. 

“Aids  clearly  has  and  will 
continue  to  change  the  way  we 
practice  medicine  today.  This 
disease  is  here  for  the  rest  of  our 
professional  lives  and  we  are 
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AIDS:  The  Portrait  of  a Victim 


He  is  probably  in  his  30s, 
dark-haired  and  slight,  a shadow 
of  his  former  275-pound  self. 
Small  lesions,  scattered  here  and 
there  on  both  his  arms,  serve  as 
telltale  reminders  of  a recent 
battle  he  has  waged  with  herpes. 
But  that’s  not  the  only  battle 
“John”  is  fighting. 

In  January  of  this  year,  John 
was  diagnosed  as  one  of  the 
thousands  suffering  from  an 
AIDS-related  complex  (ARC). 
Four  months  later,  the  diagnosis 
was  changed  to  AIDS. 

“When  I was  first  told  about 
the  ARC,  it  took  a while  for  it 
to  sink  in,”  he  says.  Then,  his 
impending  mortality  hit  home.  It 
frightened  and  angered  him, 
sending  him  into  an  emotional 
frenzy.  As  one  friend  put  it,  “He 
was  bouncing  off  the  walls.” 
John  admits  he  even 
contemplated  suicide,  but 


gradually  — through  the  help 
and  support  of  friends  — he 
began  to  accept  his  position. 
When  the  AIDS  diagnosis  came 
in  May,  he  says  the  four  months 
he  had  to  “think  things  over” 
made  the  news  a little  easier  to 
take.  By  that  time,  he  says,  he 
had  come  to  grips  with  the 
prospect  of  his  own  death. 

“I  know  now  that  I’m  on  a 
one-way  street,  that  I’m  going  to 
die.  Nothing  can  be  done  to 
change  that.  Once  you  overcome 
this  barrier,  it’s  OK.  You  can 
talk  about  it.” 

But  not  to  everyone  . . . not 
easily. 

John  lives  in  a rural 
community  in  northeastern  Ohio, 
“about  100  feet  from  my 
parents.” 

His  mother,  brother  and  sister 
have  been  supportive  throughout 
his  illness,  he  says,  “though  my 
mother  will  probably  need 
counseling  when  this  is  all  over.” 
His  father,  however,  has  found 
the  situation  harder  to  face. 

“Dad  took  the  news  very  hard. 
You  could  see  it  in  his  eyes  that 
it  hurt  him  very  much.” 

Like  the  majority  of  AIDS 
victims,  John  is  a homosexual; 
and  John  thinks  his  father 
blames  himself  for  his  son’s 
sexual  preference  — as  if  a few 
more  games  of  catch  during 


John’s  formative  years  might 
have  made  the  difference.  Based 
on  appearances,  though,  John 
seems  as  “normal”  as  any  other 
man’s  son. 

He  married  at  18,  and  shortly 
after  the  marriage,  fathered  a 
son.  “You  hope  that  by  getting 
married,  everything  will  be  all 
right  — that  suddenly,  your 
problem  will  be  solved,”  John 
says.  It  wasn’t.  A divorce 
followed,  and  he  now  sees  his 
son  only  on  weekends. 

“I  think  my  son  will  take  my 
death  the  hardest.  He’s  having 
trouble  dealing  with  my  illness 
now,  though  he  won’t  admit  it. 
He’s  a teenager,  and  he’s  trying 
to  take  this  like  a tough  guy,” 
John  says. 

“We  haven’t  had  a chance  to 
sit  down  and  talk  about  this 
together,  although  I want  to  do 
that  very  much.  He’s  informed 
on  the  subject.  He’s  read  articles, 
and  he’s  even  told  me  they  spent 
a day  talking  about  AIDS  in  his 
health  class  at  school.” 

The  father-son  discussion  is 
high  on  John’s  list  of  things  to 
do  — and  he  says  he  will  soon 
have  the  time  for  it. 

“I’m  going  back  to  work  — 
but  not  for  long.” 

The  company  for  which  he 
works  is  placing  him  on  long- 
term disability. 


continued  on  page  714 


“I’m  a foreman  in  a warehouse,’’  he 
says,  and  part  of  his  job  is  to  give 
orders.  He’s  concerned  that,  once  word 
of  his  illness  gets  around,  he’ll  be 
suddenly  less  effective. 
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What  every  physician  should  know 

continued 


obliged  to  deal  with  it.” 

Understanding  the  Disease 

Yet  many  physicians  are  hesitant 
to  get  involved  with  AIDS  and 
AIDS  patients,  Dr.  Calabrese  and 
others  point  out. 

In  the  Dayton  area,  for 
example,  physicians  in  three 
counties  were  surveyed  about  their 
willingness  to  accept  referrals  of 
patients  whose  tests  were  positive 
at  the  local  HTLV-III  screening 
site,  and  only  five  responded,  says 
Robert  Brandt,  MD,  a family 
practitioner  from  Xenia  and 
chairman  of  the  Dayton  Area 
AIDS  Task  Force,  an  11-member 
committee  which  monitors  AIDS 
patients  and  their  treatment  in 
Montgomery,  Clark  and  Greene 
Counties. 

Both  physicians  attribute  the 
hesitancy  of  physicians  and  others 
to  get  involved  to  what  they  term 
“AIDS  hysteria”  or 
“homophobia”  — a lack  of 
information  or  understanding 
about  the  disease  and  its  victims. 

“In  many  respects,  physicians 
still  have  the  same  misconceptions 
about  AIDS  as  the  general 
public,”  Dr.  Brandt  says.  “They 
feel  that  AIDS  is  strictly  a gay 
disease,  and  most  physicians  are 
uncomfortable  dealing  with 
homosexuals.  AIDS  has  the 
further  stigma  of  being  a sexually 
transmitted  disease,  and  we  don’t 
get  taught  all  that  much  about 
sexually  transmitted  diseases.” 

He  continues,  “There’s  nothing 
in  the  medical  school  curricula 
about  homosexuality  or  lifestyle 
diseases.  Yet  these  are  so  much  a 
factor  with  AIDS  that  they  can  no 
longer  be  ignored.” 

Both  Dr.  Brandt  and  Dr. 
Calabrese  point  out  that  an 


estimated  10%  of  the  male 
population  is  homosexual.  “So 
nearly  all  physicians  are  treating 
gay  patients  whether  they  know  it 
or  not,”  Dr.  Calabrese  says. 

Some  physicians  not  familiar 
with  AIDS  may  also  hesitate  to 
get  involved  for  fear  of 
contaminating  themselves  or  other 
patients. 

Yet,  “AIDS  is  not  contagious  in 
the  sense  that  it  can  be  passed 
through  casual  contacts  like 
breathing,  sitting  in  the  next  chair 
or  shaking  hands  with  AIDS 
patients,”  says  Peter  Walzer,  MD, 
a professor  of  medicine  at  the 
University  of  Cincinnati  College  of 
Medicine  and  Chief  of  Infectious 
Disease  at  the  Cincinnati  Veterans 
Medical  Center.  Rather,  the 
disorder  is  transmitted  through  an 
exchange  of  body  fluid  specimens 
coming  from  an  AIDS  patient.  “I 
don’t  know  of  any  case  in  the 
country  where  a health  care 
worker  has  gotten  AIDS  simply 
from  taking  care  of  an  AIDS 
patient,”  says  Dr.  Walzer. 

Still,  there  are  hospitals  which 
refuse  to  perform  autopsies  on 
AIDS  victims,  lab  workers  who 
won’t  handle  AIDS  specimens, 
and  nursing  homes  which  will  not 
accept  debilitated  AIDS  patients, 
these  and  other  physicians  relate. 

In  addition,  there  are  the 
reimbursement  and  financial 
problems  associated  with  the 
disease  which  may  further  frighten 
away  some  health  care  workers 
and  institutions. 

A recent  issue  of  LIFE 
magazine  estimates  it  now  costs  an 
average  of  $147,000  to  care  for 
the  AIDS  patient  from  diagnosis 
through  death.  “Financing  health 
care  for  AIDS  patients  is  a major 
problem  because  these  people  have 


a chronic  and  relapsing  illness,” 
says  Dr.  Walzer.  Those  suspected 
of  having  AIDS  may  be  dropped 
from  coverage  before  any  form  of 
treatment  begins,  while  those  lucky 
enough  to  have  insurance  soon 
exhaust  it,  says  Dr.  Brandt. 

It  is  for  all  of  these  reasons  that 
many  AIDS  patients  are  suffering 
from  more  than  simply  their 
physical  disorders.  Even  those  only 
suspected  of  having  AIDS  have 
found  themselves  physically  and 
socially  isolated  from  their  jobs, 
their  families  and  other  patients  — 
or  passed  off  to  specialists  in  the 
area  known  for  dealing  with  AIDS 
patients. 

“I’ve  had  patients  referred  to 
me  simply  because  they  looked 
gay,”  Dr.  Calabrese  relates. 

In  addition,  “Physicians  need  to 
realize  that  not  every  disease  in  a 
gay  person  is  AIDS,”  Dr.  Walzer 
says. 

Taking  the  History 

Still,  homosexual  males  are  the 
highest  risk  group  in  both  the 
state  and  nation  — some  78%  of 
Ohio  AIDS  patients  are  gay. 

Those  most  at  risk  are  males  in 
the  20-40  age  group  who  have  had 
numerous  homosexual  partners. 

Thus,  for  a physician  witnessing 
the  early  signs  of  the  disease  — 
the  hacking  cough,  the  persistent 
fever,  the  unexplained  weight  loss, 
the  swollen  lymph  glands,  the 
chronic  diarrhea  — a major 
consideration  in  looking  at  the 
possibility  of  AIDS  is:  does  this 
patient  fall  into  one  of  the  high- 
risk  groups? 

It  is  for  this  reason  that  sexual 
preference  and  lifestyle  questions 
have  become  a critical  part  of  the 
history-taking  process  where  AIDS 
is  suspected,  says  Dr.  Brandt  — 
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The  Case  Definition  of  AIDS 

(Used  by  the  Center  for  Disease  Control) 


For  limited  purposes  of 
epidemiologic  surveillance  in  the 
United  States,  CDC  defines  a case 
of  “acquired  immunodeficiency 
syndrome”  (AIDS)  as  an  illness 
characterized  by: 

I.  diagnosis,  by  methods 
considered  reliable,  of  one  or 
more  opportunistic  diseases  that 
are  at  least  moderately 
indicative  of  underlying  cellular 
immunodeficiency,  and 
II.  absence  of  all  known  underlying 
causes  of  cellular 
immunodeficiency  and  of  all 
other  causes  of  reduced 
resistance  reported  to  be 
associated  with  at  least  one  of 
those  opportunistic  diseases. 

This  general  case  definition  may 
be  made  more  explicit  by 
specifying: 

I. the  particular  diseases 
considered  at  least  moderately 
indicative  of  cellular 
immunodeficiency,  and 
II. the  known  causes  of  cellular 
immunodeficiency,  or  other 
causes  of  reduced  resistance 
reported  to  be  associated  with 
particular  diseases.  This  is  done 
below. 

I.  Diseases  at  least  moderately 
indicative  of  underlying  Cellular 
Immunodeficiency: 

These  are  listed  below  in  5 
etiological  categories: 

A)  protozoal  and  helminthic, 

B)  fungal,  C)  bacterial, 

D)  viral,  and  E)  neoplastic. 
“Disseminated  infection”  refers 
to  involvement  of  liver,  bone 
marrow,  or  multiple  organs,  not 
simply  involvement  of  lungs  or 
multiple  lymph  nodes.  The 
required  diagnostic  methods 
with  positive  results  are  shown 
in  parentheses. 

A.  Protozoal  and  Helminthic 

Infections: 

1.  Cryptosporidiosis, 
intestinal,  causing  diarrhea 
for  over  1 month,  (on 
histology  or  stool 
microscopy); 

2.  Pneumocystis  carinii 
pneumonia,  (on  histology, 
or  microscopy  of  a 
“touch”  preparation  or 


bronchial  washings); 

3.  Strongyloidosis,  causing 
pneumonia,  central 
nervous  system  infection, 
or  disseminated  infection, 
(on  histology); 

4.  Toxoplasmosis,  causing 
infection  in  internal 
organs  other  than  liver, 
spleen,  or  lymph  nodes 
(on  histology  or 
microscopy  of  a “touch” 
preparation) 

B.  Fungal  Infections: 

1.  Candidiasis,  causing 
esophagitis  (on  histology, 
or  microscopy  of  a “wet” 
preparation  from  the 
esophagus,  or  endoscopic 
or  autopsy  findings  of 
white  plaques  on  an 
erythematous  mucosal 
base); 

2.  Cryptococcosis,  causing 
central  nervous  system,  or 
disseminated  infection  (on 
culture,  antigen  detection, 
histology,  or  India  ink 
preparation  of  CSF) 

C.  Bacterial  Infections: 

1.  Mycobacterium  avium 
complex  or  other 
mycobacterial  species, 
other  than  tuberculosis  or 
lepra,  causing 
disseminated  infection  (on 
culture) 

D.  Viral  Infections: 

1.  Cytomegalovirus,  causing 
infection  in  internal 
organs  other  than  liver, 
spleen,  or  lymph  nodes 
(on  histology); 

2.  Herpes  simplex  virus, 
causing  chronic 
mucocutaneous  infection 
with  ulcers  persisting  more 
than  1 month,  or 
pulmonary, 

gastrointestinal  tract,  or 
disseminated  infection  (but 
not  encephalitis  alone)  (on 
culture,  histology,  or 
cytology) 

3.  Progressive  multifocal 
leukoencephalopathy 
(presumed  to  be  caused  by 
Papovavirus)  (on 
histology); 


E.  Cancer: 

1.  Kaposi’s  sarcoma  (on 
histology); 

2.  Lymphoma  limited  to  the 
brain  (on  histology) 

II.  Known  Causes  of  Reduced 
Resistance 

Known  causes  of  reduced 
resistance  to  diseases  indicative 
of  immunodeficiency  and  the 
diseases  that  may  be 
attributable  to  these  causes 
(rather  than  to  the 
immunodeficiency  of  AIDS)  are 
listed  below: 

Known  Causes  of  Reduced 
Resistance 

1.  Systemic  corticosteroid 
therapy 

Diseases  Possibly  Attributable 
to  the  Known  Causes  of 
Reduced  Resistance 

Any  infection  diagnosed  during 
or  within  1 month  after 
discontinuation  of  the 
corticosteroid  therapy,  unless 
symptoms  specific  for  an 
infected  anatomic  site  (e.g., 
dyspnea  for  pneumonia, 
headache  for  encephalitis, 
diarrhea  for  colitis)  began 
before  the  corticosteroid 
therapy: 

or  any  cancer  diagnosed  during 
or  within  1 month  after 
discontinuation  of  more  than  4 
months  of  long-term 
corticosteriod  therapy,  unless 
symptoms  specific  for  the 
anatomic  sites  of  the  cancer  (as 
described  above)  began  before 
the  long-term  corticosteriod 
therapy 

2.  Other  immunosuppressive  or 
cytotoxic  therapy 

Any  infection  diagnosed  during 
or  within  1 year  after 
discontinuation  of 
immunosuppressive  therapy, 
unless  symptoms  specific,  for 
an  infected  anatomic  site  (as 
described  above)  began  before 
the  therapy; 

or  any  cancer  diagnosed  during 
or  within  1 year  after 
discontinuation  of  more  than  4 
months  of  long-term 
immunosuppressive  therapy, 

continued  on  page  747 
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even  though  these  questions  may 
be  difficult  and  embarrassing  for 
physician  and  patient  alike.  “And 
you  can’t  just  come  out  and  say, 
‘Are  you  gay?’  or  ‘Do  you  use 
drugs?’  ” he  adds. 

Rather,  a less  judgmental  and 
more  objective  means  of  phrasing 
these  questions  might  be: 

1.  Have  you  ever  had  a blood 
transfusion? 

2.  Do  you  take  drugs  through 
needles? 

3.  In  the  past  or  currently  are 
you  sexually  active  with  men, 
women  or  both? 

4.  If  so,  how  many  partners 
have  you  been  involved  with  over 
the  past  several  years?  What  types 
of  sexual  acts  did  you  practice? 

5.  Do  you  have  sex  with 
prostitutes? 

6.  Have  you  had  sexual  relations 
with  men  out  of  the  country  or  in 
New  York,  San  Francisco  or  Los 
Angeles? 

By  not  labeling  a patient  a 
“gay”  or  “drug  addict,”  the 
patient  will  feel  less  threatened 
and  be  more  comfortable  giving 
an  honest  response,  Dr.  Brandt 
says. 

Those  still  reluctant  to  discuss 
their  sexual  activities  or 
preferences  might  later  be 
examined  for  anal  warts  or  herpes 
— generally  signs  of  homosexual 
activity,  one  physician  suggests. 

While  AIDS  in  the  “non-risk” 
heterosexual  population  is  still 
relatively  rare,  the  incidences  are 
growing.  Still,  most  cases  can  be 
traced  back  to  sexual  contact  with 
a high-risk  AIDS  victim,  so 
questions  along  this  line  may  still 
be  in  order. 

Analyzing  the  Symptoms 

Even  if  it  has  been  determined 
that  the  patient  is  in  a high-risk 
group  and  is  presenting  certain 
symptoms,  there  is  still  not  reason 
enough  to  suspect  AIDS. 


“AIDS  is  only  one  possibility,” 
says  James  N.  Parsons,  MD,  an 
internist  at  Mount  Carmel 
Hospital  in  Columbus  who  has 
treated  several  AIDS  patients 
there.  “You  need  to  search  for 
other  treatable  diseases  first.” 
(Even  after  AIDS  is  diagnosed,  he 
and  others  add,  the  patient  must 
first  and  foremost  be  treated  for 
his  or  her  symptoms  and 
complications,  since  there  is  no 
treatment  or  cure  for  AIDS  itself.) 

“Physicians  need  to  be  aware  of 
the  diseases  that  mimic  AIDS  — 
as  well  as  the  diseases  AIDS 
mimics,”  says  Dr.  Brandt.  For 
example,  body  aches,  fever, 
diarrhea  and  fatigue  may  be  no 
more  than  a case  of  the  flu  — 
even  in  the  high-risk  patient,  he 
says. 


“Physicians  need 
to  be  aware  of  the 
diseases  that  mimic 
AIDS  — as  well  as 
the  diseases  AIDS 
mimics.’’  A clear 
indication  that 
AIDS  may  exist  is 
the  intensity  and 
duration  of  the 
symptoms. 


A clearer  indication  that  AIDS 
or  pre-AIDS  may  exist  is  the 
intensity  and  duration  of  the 
symptoms:  profound  weight  loss, 
persistent  fevers  in  the  103  to  104 
degree  range,  the  presence  of 
many  swollen  lymph  nodes  with 
no  other  explainable  cause  are 
reasons  for  concern. 

“If  symptoms  are  lasting  longer 


than  three  or  four  weeks,  it’s 
obviously  not  the  flu,”  says 
Evelyn  Hess,  MD,  of  the 
Department  of  Immunology, 
University  of  Cincinnati  Medical 
Center  and  chairman  of  the 
Greater  Cincinnati  AIDS  task 
force.  “Any  symptoms  which  last 
longer  than  you  would  normally 
expect  should  be  considered  very 
carefully.” 

In  addition  to  the  more 
common  ailments  such  as  flu  and 
colds,  patients  with  AIDS-like 
symptoms  may  have  other  more 
serious  conditions  such  as 
mononucleosis,  tuberculosis  or 
even  cancer.  They  also  may  be 
suffering  from  venereal  diseases, 
such  as  syphilis,  gonorrhea  and 
herpes. 

Thus,  physicians  may  first  want 
to  perform  standard  tests  and 
treatments  for  these  disorders  — 
before  going  on  to  surmise  that 
AIDS  may  be  the  culprit.  If, 
however,  the  patient  fails  to 
respond  in  the  appropriate 
manner,  further  examination  and 
testing  are  in  order. 

The  Controversial  HTLV-III  Test 

One  tool  currently  available  — 
although  not  recommended  for  the 
physician  who  lacks  experience  in 
dealing  with  the  AIDS  virus  — is 
the  HTLV-III  antibody  test.  As 
stated  earlier,  the  test  does  not 
diagnose  AIDS,  but  rather 
indicates  an  exposure  to  the  virus. 

“There  is  a great  danger  if  it  is 
used  by  a physician  who  does  not 
really  understand  what  the  test 
means,”  says  George  W.  Horst, 
MD,  of  the  Bureau  of  Preventive 
Medicine,  Ohio  Department  of 
Health.  “A  positive  test  result 
does  not  mean  the  patients  have 
AIDS,”  Dr.  Horst  emphasizes.  “It 
simply  means  that  they’ve  been  in 
some  way  exposed  to  the  virus  at 
sometime  during  their  lives.  But 
what  this  tells  us  about  their  past 
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or  their  future  — we  simply  don’t 
know.” 

A negative  HTLV-III  test, 
however,  might  help  to  eliminate 
the  possibility  of  AIDS,  although 
those  who  administer  the  test  say 
false-negative  results  do  occur 
occasionally  — although  not  as 
frequently  as  false-positive  results. 

In  addition,  a physician  who 
orders  the  test  through  his  or  her 
office  runs  the  risk  of  marking  a 
patient  an  AIDS  suspect  — 
regardless  of  the  test  results.  Thus 
some  physicians  are  asking  their 
patients  to  sign  a special  informed 
consent  form  before  ordering  the 
test. 

“This  test  can  have  a very 
negative  impact  on  a patient’s 
employment  and  insurance  records 

— even  though  the  patient  may 
prove  perfectly  healthy,”  says 
Michael  Para,  MD,  assistant 
professor  of  medicine  at  the  Ohio 
State  University  and  in  the 
division  of  infectious  diseases  at 
OSU  Hospitals.  “This  test  was 
created  to  clean  the  blood  supply 

— and  all  of  its  other  uses  are 
questionable.” 

Still,  in  some  cases  the  test  does 
help  to  ease  the  concerns  of  those 
high-risk  patients  who  fear  they 
may  have  been  exposed,  he  adds, 
calling  it  the  “peace  of  mind”  test 
in  instances  where  the  test  proves 
negative. 

Dr.  Brandt  suggests  that  those 
physicians  wishing  to  use  the  test 
discreetly  might  have  their  patients 
go  to  one  of  the  seven  screening 
sites  set  up  by  the  Ohio 
Department  of  Health  where  the 
tests  are  being  administered 
anonymously  (see  related 
information).  These  sites  not  only 
provide  the  test  in  confidentiality, 
they  also  offer  it  at  a lower  cost, 
with  a follow-up  confirmation 
free,  if  necessary,  says  Dr.  Brandt. 


The  patient  can  then  take  test 
results  back  to  his/her  personal 
physician  for  further  evaluation, 
he  adds. 

Follow-up  care 

While  a positive  reading  on  the 
HTLV-III  antibody  test  does  not 
indicate  the  patient  is  suffering 
from  AIDS,  all  patients  with 
positive  results  need  counseling 
and  follow-up  care  — particularly 
those  in  a high-risk  category, 
physicians  agree. 

Care  should  begin  with  an 
explanation  of  what  the  test  results 
mean,  along  with  a thorough 
physical  examination  to  see  if  any 
early  signs  of  ARC  or  AIDS  are 
present. 

Physicians  can  also  perform 


While  a positive 
reading  on  the 
HTLV-III  antibody 
test  does  not 
indicate  the  patient 
is  suffering  from 
AIDS,  all  patients 
with  positive 
results  need 
counseling  and 
follow-up  care. 


three  routine  lab  tests  to  help  rule 
out  an  active  state  of  the 
syndrome,  says  Dr.  Hess.  “The 
first  is  to  check  the  white  blood 
cell  count,  since  pre-AIDS  victims 
often  have  a lack  of  white  blood 
cells,”  she  suggests. 


“Secondly,  check  the  blood 
gammaglobulin  levels  — these  will 
be  elevated  in  the  AIDS  and  pre- 
AIDS  patient,”  she  continues. 
“And  third,  you  can  use  delayed 
hypersensitivity  skin  tests.”  If 
patients  react  positively  to  the  skin 
tests,  she  says,  it’s  a good 
indication  the  immune  system  is 
working  properly. 

Next,  patients  should  be 
counseled  about  how  AIDS  is 
transmitted  and  how  to  protect 
themselves  and  their  sexual 
partners,  since  it  is  still  not  known 
whether  or  not  those  with  positive 
HTLV-III  test  results  are  potential 
carriers  of  the  AIDS  virus. 

And  patients  with  positive 
readings  should  be  examined 
regularly  by  their  physicians  — at 
least  three  to  four  times  a year  — 
in  order  to  check  for  early  signs 
or  stages  of  the  disease. 

A more  comprehensive 
examination  and  work-up  will  be 
necessary  for  those  high-risk 
patients  with  a positive  response  to 
the  test  who  are  also  showing 
some  symptoms  of  the  disorder. 

While  AIDS  is  not  easily 
transmitted,  physicians  highly 
suspicious  of  its  presence  should 
take  all  of  the  necessary 
precautions  involved  in  examining 
a patient  with  hepatitis  B.  This 
may  include  wearing  protective 
clothing,  gloves  and  a mask, 
particularly  if  the  patient  is 
coughing. 

In  addition,  all  body  fluid 
specimens  should  be  carefully 
labeled  and  handled,  says  Dr. 
Parsons.  “All  health  care  workers 
need  to  be  very  careful  in  handling 
these  body  secretions  — especially 
the  blood.” 

For  those  patients  presenting 
with  advanced  symptoms  of  the 
disease  — the  bluish  or  purplish 
lesions  characteristic  of  Kasposi’s 
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sarcoma  or  certain  opportunistic 
infections  such  as  pneumocystic 
pneumonia  — a consultation  with 
specialists  experienced  in  dealing 
with  the  AIDS  virus  is  generally 
recommended. 

To  date,  most  of  these 
specialists  are  working  in  the 
larger  hospitals  and  medical 
centers  in  the  departments  of 
immunology  and  infectious 
diseases,  although  physicians  in 
some  smaller  hospitals  are  gaining 
experience. 

“As  with  any  other  serious  or 
uncommon  disease,  it  is  important 
that  a physician  without  experience 
in  this  area  seek  some  assistance,” 
says  Dr.  Parsons,  “particularly 
those  not  comfortable  making  the 
diagnosis.”  Currently,  the  Centers 
for  Disease  Control  mandates  a 
rigorous  and  detailed  protocol  of 


examination,  testing  and  analysis 
before  AIDS  can  be  diagnosed  (see 
related  information  in  this  issue.) 

“Patients  with  AIDS  clearly 
need  to  be  followed  by 
immunologists  and  infectious 
disease  specialists  at  the  major 
medical  centers,”  says  Dr. 
Calabrese,  “because  these 
specialists  outstrip  any  practicing 
physician  in  their  expertise  in  this 
area.” 

At  the  Cleveland  Clinic,  he  says, 
AIDS  patients  are  treated 
according  to  a team  approach. 

“We  not  only  have  physicians  in 
these  specialties,  but  we  also  have 
psychiatrists,  social  workers  and 
others  who  can  give  the  patient 
the  maximum  amount  of  physical 
and  emotional  support,”  says  Dr. 
Calabrese. 

Still,  this  does  not  mean  the 


primary  care  physician  ceases  to 
take  control  of  the  situation;  nor 
should  he  or  she  abandon  the 
AIDS  patient  to  a group  of 
outside  specialists. 

“Once  the  proper  evaluations 
are  completed,  the  specialists  and 
primary  care  physician  should 
work  jointly  for  the  benefit  of  the 
patient,”  says  Dr.  Para. 

And  because  many  AIDS 
patients  prefer  to  spend  the 
duration  of  their  illness  at  home, 
with  family  and  friends,  “It  is 
important  that  the  patient  continue 
to  be  treated  by  a caring  personal 
physician,”  says  Dr.  Walzer.  OSMA 


Susan  Porter  is  the  Associate  Editor 
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“HERPECIN-L  is  my  treatment  of  choice  for 
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In  Ohio  HERPECIN-L  is  available  at  all  Gray , Kroger , Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 


AIDS:  Portrait  of  a Victim 

continued 

“Every  day,  every  week,  things  change  for  me.  My  thoughts 
and  feelings  change,  moment  by  moment.’’ 


“Right  now,  only  three  people 
there  know  I have  AIDS,”  he 
says,  though  he  admits  that 
number  is  likely  to  increase. 

“The  personnel  director  more 
or  less  knew  before  I told  him. 
He  had  seen  the  symptoms  listed 
on  my  record  and  guessed.” 

According  to  John,  however, 
management  has  been  supportive 
— “although  I’ve  definitely  felt 
pressure  from  the  company  to 
take  disability.”  He  feels  that 
may  be  for  the  best,  however. 

“I’m  a foreman  in  a 
warehouse,”  he  says,  and  part  of 
his  job  is  to  give  orders.  He’s 
concerned  that,  once  word  of  his 
illness  gets  around,  he’ll  be 
suddenly  less  effective. 

“If  you  have  AIDS,  it’s 
assumed  you’re  homosexual,  and 
I doubt  if  I’ll  be  able  to  get 
much  cooperation  at  work  once 
that  assumption  is  made,”  says 
John.  He’ll  work  for  a couple  of 
months  to  train  his  replacement, 
then  he’ll  leave. 

And  do  what? 

“I’ve  thought  about  that  a 
lot,”  he  says.  “There’s  so  much 
I want  to  do.  I want  to  travel.  I 
want  to  keep  a journal  of  my 
thoughts  and  feelings  on  a day- 
to-day  basis.” 

But  he  knows  his  time  is  short 
and  that  he  is  likely  to  be  back 
in  a hospital  before  long. 

“I’ve  been  lucky,  so  far.  My 
body  seems  to  be  responding  to 
treatment,  and  it’s  still  healing 
itself  on  its  own  right  now.  My 
platelets  or  white  blood  cell 
count  — whatever  you  call  it  — 
is  normal  and  above.” 

Yet  the  pneumocystis  carinii 
which  he  contracted  earlier  in  his 
illness  has  taken  its  toll.  He 
admits  to  tiring  easily,  and  to 
having  to  stop  and  rest  more 
frequently  than  he  used  to.  He 
says  there  are  things  he  knows  he 


can’t  do  anymore,  but  there  are 
other  things  he  knows  he  can  do, 
and  he  wants  to  do  them. 

“I’ve  volunteered  to  serve  as  a 
guinea  pig  in  some  of  the  AIDS 
research  projects  going  on  in 
Cleveland.”  He  stops  to  light  a 
cigarette,  then  admits  the 
prospect  frightens  him. 

“I  know  the  drug  trials  may 
be  strenuous.  I don’t  know  what 
to  expect  — from  the  side  effects 
and  all.  That’s  what  scares  me.  I 
know  they’ll  be  unpleasant.  But 
what  choice  do  I have?  I’m 
dying  anyway.  If  I give  up  my 
life  to  save  other  people,  then  it 
will  be  worth  it.” 

He  indicates  his  willingness, 
too,  to  place  his  name  on  a 
support  list  for  AIDS  patients. 

“A  lot  of  people  will  never 
come  to  grips  with  their  illness 
on  their  own.  One-to-one 
counseling  is  the  answer  to  a lot 
of  it,  and  who  better  to  counsel 
an  AIDS  patient  than  someone 
who  has  AIDS?”  he  asks.  The 
lack  of  his  own  precious  time 
may  curtail  these  activities 
somewhat,  however. 

“It  would  be  difficult  to  be 
on-call  on  weekends,  for 
example.  Weekends  are  the  time 
I have  to  spend  at  home  with  my 
family  and  my  son.” 

Still,  he  recognizes  that  AIDS 
patients  need  to  talk  about  their 
illness. 

“There  is  so  much  / want  to 
say,  too”  he  confesses. 

John  has  recently  presented  his 
own  unique  perspective  of  the 
AIDS  problem  to  the  Ohio 
Department  of  Health,  making 
suggestions  and  recommendations 
to  them  on  what  they,  as  a 
public  health  agency,  might  do  to 
help  meet  the  growing  needs  of 
AIDS  patients.  He  admits  he’s 
been  fairly  lucky  with  his  own 
problems. 


His  own  physician  — also  a 
homosexual  — has  been 
supportive,  he  says,  as  has  the 
staff  he  has  thus  far  encountered 
in  hospitals. 

“I’m  curious  about  the  stack 
of  medical  records  on  me.  I’d 
like  to  read  what  they  have  to 
say. 

“But  I think  I’d  be  afraid  to 
go  to  a doctor,  or  into  a hospital 
which  I didn’t  know.  I’d  be 
afraid  of  how  they  would  treat 
me  ...  or  if  they  would  treat 
me.” 

His  insurance  company  has 
been  cooperative  about  picking 
up  his  medical  bills,  so  the  cost 
of  his  illness  has  not  been  a 
problem  to  date.  There  has  been 
no  indication  of  a change,  but 
with  the  present  reimbursement 
question,  it’s  hard  to  tell  how 
stable  things  will  stay. 

But  instability  has  become  a 
way  of  life  for  John. 

“Every  day,  every  week,  things 
change  for  me.  My  thoughts  and 
feelings  change,  moment  by 
moment.” 

One  thing  remains  constant  in 
his  life,  however  — his  need  for 
acceptance. 

“I’ve  been  lucky.  I have  three 
friends  who  have  been  very 
supportive,  and  have  stayed  with 
me.”  But,  then,  his  voice 
changes  pitch,  and  he  speaks  so 
low  you  can  barely  hear. 

“The  only  thing  that  would 
make  my  life  complete  right  now 
would  be  if  my  father  would 
come  up  to  me,  put  his  arms 
around  me  and  say  ‘I  love  you.’ 
Then,  I could  die  happy.”  — 
Karen  S.  Edwards 
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Central  Ohio  Medical  Group 

is  growing! 

As  the  largest  multi-specialty 
group  practice  in  the  Columbus  area, 
we  are  proud  of  our  record: 

■ Serving  Columbus  for  over  30  years 

■ Three  Columbus-area  offices,  and 
soon  to  be  expanding  further 

■ Now  the  exclusive  medical  services 
providers  for  PruCare  of  Central  Ohio 

Central  Ohio  Medical  Group  anticipates  growth 


in  the  following  areas: 

■ Family  practice 

■ Dermatology 

■ Pediatrics 

■ Mental  health 

■ Ob/gyn 

■ Psychiatrist 

■ Ophthalmology 

■ Psychologist 

■ Optometry 

■ M.S.W. 

■ General  surgery 

■ Internal  medicine 

■ Pulmonary 

■ Invasive  cardiology 

■ Orthopedics 

■ ENT 

■ Neurology 

■ Rheumatology 

■ Allergy 

■ Occupational  health 

Physicians/health  professionals  interested  in 
discussing  a possible  affiliation  with 
Central  Ohio  Medical  Group  should  contact 
MarkS.  Fisher,  Executive  Director,  at  222-3300. 
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Central  Ohio  Medical  Group 

497  E.  Town  Street 
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What  Ohioans  Think 
About  Their  Medical  Care 

By  Tom  Cashman 


Ohioans  have  a high  level  of 
confidence  in  their  medical  care 
system  and  express  a strong 
preference  for  retaining  freedom 
of  choice  in  selecting  their 
personal  physicians,  according  to  a 
poll  conducted  by  the  Ohio  State 
Medical  Association  earlier  this 
year. 

The  poll  surveyed  500  randomly 
selected  Ohioans  on  medical  care 
usage,  their  attitudes  toward 
health  care  and  their  knowledge  of 
changes  affecting  the  delivery  of 
medical  care. 

The  poll  results  shaped  the 
current  public  information 
campaign  sponsored  by  the  OSMA 
and  the  county  medical  societies  to 
inform  consumers  about  changes 
in  the  nature  of  health  care 
services.  A booklet,  Changes  In 
Health  Care:  What  You  and  Your 
Family  Should  Know,  is  being 
promoted  through  television,  radio 
and  newspaper  advertisements. 
More  than  25,000  booklets  have 
been  requested  and  mailed  to  the 
public  since  the  program  began  in 
May. 

While  consumers  seem  to  know 
what  they  want  from  the  health 
care  system  and  are  aware  changes 
are  occurring,  the  poll  showed 
them  to  be  unsure  how  the 
changes  will  affect  them  and  to  be 


resistant  to  making  the  cost  vs. 
benefit  trade-offs  many  employers 
are  resorting  to  to  cut  health  care 
costs.  The  poll  also  showed 
confusion  about  the  role 
respondents  felt  government 
should  play  in  the  health  care 
system  and  about  who  should 
provide  for  the  health  care  needs 
of  the  elderly  and  poor. 

The  OSMA  conducted  the  poll 
in  response  to  the  adoption  of 
Substitute  Resolution  29-84  by  the 
House  of  Delegates  at  the  1984 
OSMA  Annual  Meeting. 

In  response  to  the  rapid  changes 
occurring  in  the  delivery  of 
medical  care  and  the  realization 
that  citizens  receive  little  or  no 
information  about  the  changes,  the 
delegates  directed  the  OSMA 
Department  of  Communications  to 
develop  a program  to  provide 
information  to  the  public 
regarding  the  effects  of  economic, 
social  and  scientific  changes  on  the 
delivery  of  medical  care. 

The  poll  confirmed  the 
anticipated  confusion  in  the  public’s 
mind.  Respondents  were  asked  to 
rate  themselves  on  their  own 
awareness  of  issues  and  changes 
occurring  in  the  health  care 
system.  Seventy-six  percent 
admitted  they  were  either 
somewhat  aware  or  not  very  aware 


of  the  changes.  Nineteen  percent 
felt  they  were  very  aware. 

More  than  half  of  the 
respondents  (52%)  said  their 
knowledge  of  health  care  trends 
came  from  the  media.  Friends  and 
family  were  cited  by  23%. 

Eighteen  percent  said  they  were 
informed  through  their  insurance 
companies,  17%  by  employers, 

11%  by  physicians,  10%  by 
hospitals,  4%  by  their  union,  and 
13%  gave  no  response. 

Perhaps  the  most  amazing 
revelation  in  the  poll  was  how 
little  people  knew  about  one  of 
the  most  important  aspects  of 
their  lives:  the  acquisition  of 
medical  care.  For  instance,  people 
were  asked  about  the  types  of 
health  plans  available  to  them  the 
last  time  they  selected  a health 
plan.  Half  were  unable  to 
respond.  Nearly  40%  of  those  who 
did  change  health  plans  in  the  last 
two  years  did  not  know  if  their 
new  health  plan  required  them  to 
change  doctors. 

The  Role  of  the  Personal  Physician 

The  good  news  for  physicians  is 
the  poll  revealed  that  Ohioans 
show  a high  reliance  on  their 
personal  physician  and  a 
determination  to  maintain  a 
system  of  health  care  allowing 
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ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 

In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer's  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE*  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 
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Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer’s  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety /fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  HYDERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
lmg,  oblong,  off-white,  branded  “HYDERGINE  LC 
1 mg”  on  one  side,  “A”  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
“HYDERGINE  1”  on  one  side,  “A”  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets; 
1 mg,  oval,  white,  embossed  "HYDERGINE”  on  one 
side,  “78-77”  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round, white,  embossed  “HYDERGINE  0.5” 
on  one  side,  “A"  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  [HYD— ZZ24— 6/15  84] 
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What  Ohioans  Think 

continued 


AMA  Polls  Ohioans 
on  Doctors 


The  perception  of  physicians 
by  Ohioans  appears  strong  in 
many  areas,  according  to  an 
AMA  poll  conducted  of  400 
randomly  selected  Ohioans  in 
July. 

Sixty-three  percent  of 
respondents  said  doctors  were 
accessible  in  emergency 
situations;  52%  believed  doctors 
explained  things  well;  70%  said 
doctors  take  a genuine  interest  in 
patients;  and  66%  believe  those 
who  become  doctors  do  so  to 
help  others. 

Like  the  Ohio/OSMA  poll, 
respondents  expressed  strong 
belief  in  the  concept  of  having 
their  own  doctor.  Ninety  percent 
said  having  a personal  physician 
was  very  important. 

On  the  negative  side,  the  AMA 
poll  showed  the  belief  that  doctors 
are  too  interested  in  making 
money  is  high,  (64%).  Seventy- 


nine  percent  said  doctors  kept 
them  waiting  too  long.  Sixty-two 
percent  said  doctors  tend  not  to 
involve  patients  in  treatment 
discussions.  Fewer  than  half, 
43%,  said  doctors  spend  enough 
time  with  patients.  Sixty-three 
percent  said  doctors  were  too 
quick  to  prescribe  drugs. 

Respondents  were  asked  what 
bothered  them  most  during  their 
last  medical  visit.  Eight  percent 
said  cost  bothered  them,  17%  the 
waiting  time,  9%  not  enough 
time  with  the  doctor,  4% 
treatment  by  the  doctor’s  staff. 

The  respondents  were  also 
asked  questions  about 
malpractice.  Eighty  percent  of 
the  respondents  recognized  the 
growing  crisis  in  malpractice  suits 
and  awards.  Fifty-six  percent  of 
the  sample  said  they  favored 
some  limits  on  the  amounts  of 
awards. 


consumers  to  choose  their  own 
physician. 

Fully  85%  of  respondents 
indicated  they  have  a personal 
physician,  with  80%  saying  they 
had  not  switched  doctors  in  the 
last  two  years.  A relationship  with 
a physician  was  so  important  that 
90%  of  the  respondents  said  in 
choosing  from  among  a number  of 
health  plans,  the  freedom  to 
choose  their  personal  physician 
was  their  highest  priority.  Those 
who  did  change  doctors  did  so  for 
reasons  centering  around  changes 
in  health  plans  by  employers, 
moving  their  personal  residence, 
not  going  to  a physician  for  some 
time  or  the  death  of  their  physician. 
Only  nine  percent  said  they 
changed  because  they  didn’t  like 
their  doctor. 

The  tendency  to  have  a personal 
physician  increased  with  age. 
Seventy-seven  percent  of  those  age 
26-34  said  they  had  a personal 
physician.  Ninety-three  percent  of 
those  65  and  over  said  they  had 
one. 

Americans’  Right  to  Health  Care 

Those  polled  also  felt  strongly 
about  health  care  being  a right  of 
all  Americans.  The  OSMA  asked 
respondents  how  they  felt  about 
the  availability  of  health  care  for 
all  Americans.  Seventy-four 
percent  said  all  Americans  are 
entitled  to  the  same  level  of  health 
care  services  regardless  of  their 
income,  with  81%  of  respondents 
saying  a minimum  level  of  health 
care  is  a right  of  all  Americans. 
The  OSMA  asked: 


However,  respondents  did  not 
link  the  concept  of  government 
care  for  the  elderly  and  poor  with 


taxpayer  responsibility  for  care  of 
the  elderly  and  poor.  While  63% 
felt  government  should  care  for 
the  poor,  41%  said  the  taxpayer 
should  be  responsible.  Sixty 
percent  said  government  should 
care  for  the  elderly.  Only  47% 
said  the  taxpayer  should  pay  for 
it.  Seventy-seven  percent  said  the 


taxpayer  should  pay  for  the  health 
care  of  the  low  income  elderly. 
This  difference  in  attitude 


regarding  government  versus 
taxpayer  responsibility  varied  with 
educational  background. 

Majorities  in  the  following 
educational  categories  felt 
government  should  be  responsible 
for  the  medical  care  of  the  poor: 

elementary  and  grammer  (59%), 
post  graduate  degree  (55%), 
college  graduate  (48%),  and  some 
post  graduate  work  (47%).  Those 
tending  to  disagree  fell  in  the 
educational  categories  of  less  than 
four  years  of  college,  completion 
of  high  school  and  trade  school, 
and  those  with  some  technical 
school  education. 

Only  those  attending  high  school 
or  trade  school  less  than  four 
years  disagreed  that  taxpayers 


Strongly  Strongly  No 

agree  Agree  Neutral  Disagree  Disagree  response 


• I believe  that  all  Americans  are  entitled 
to  the  same  level  of  health  care  regardless 
of  income.  31 

43 

6 

12 

4 

4 

• I believe  that  a minimum  level  of  health 

care  is  a right  of  all  Americans.  27 

54 

5 

7 

2 

4 
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SA 

A 

N 

D 

SD 

NR 

should  be  responsible  for  care  of 
the  elderly  (48%).  Those  with  post 
graduate  degrees  were  split  on  the 

Government  should  be  responsible  for  the  care  of  the 
poor. 

14 

49 

14 

14 

4 

5 

Government  should  be  responsible  for  the  care  of  all 
elderly. 

15 

45 

8 

20 

5 

5 

issue. 

Lower  income  groups  tended  to 
agree  government  should  assume 
responsibility  for  care  of  the 
elderly,  with  an  even  distribution 
of  those  agreeing  at  higher  income 
levels. 

Government  should  be  responsible  for  the  care  of  low 
income  elderly. 

22 

54 

8 

8 

3 

5 

Families  of  the  elderly  should  be  responsible  for  their 
care. 

7 

41 

14 

28 

5 

5 

The  taxpayer  should  be  responsible  for  the  care  of  the 
poor. 

4 

37 

17 

32 

9 

0 

Those  agreeing  that  families 
should  assume  greater 
responsibility  for  care  of  the 
elderly  increased  with  level  of 

The  taxpayer  should  be  responsible  for  the  care  of  the 
elderly. 

6 

41 

15 

27 

7 

5 

income. 

In  terms  of  perception  of  care 
for  the  elderly  and  poor,  it  is 
interesting  to  note  the  elderly  have 
fewer  concerns  about  the  quality 
of  care  they  receive  than  do 
younger  age  groups.  Sixty-eight 
percent  of  those  age  65  and  over 
said  the  elderly  covered  by 
Medicare  receive  the  same  quality 
of  care  as  others.  Over  half  in  the 
same  age  group  believe  Medicaid 
participants  receive  the  same 
quality  of  care  as  everyone  else. 
Only  one-third  of  those  in  lower 
age  groups  believe  those  on 
Medicare  and  Medicaid  receive  the 
same  quality  of  care  as  others. 

Cost  Containment  and  Alternative 
Health  Plans 

Respondents  were  asked  about 
efforts  to  control  the  cost  of 
health  care.  The  OSMA  wanted  to 
know  how  they  felt  about  various 
options  which  have  been  suggested 
methods  for  controlling  costs. 

Forty-nine  percent  said  patient 
premiums  and  co-insurance  should 
not  be  increased.  Twenty-three 
percent  favored  such  a step  and 
20%  had  no  opinion. 

Seventy-five  percent  believe 
offering  more  health  insurance 
plans  with  different  benefits 
packages  would  be  an  appropriate 
cost-cutting  measure.  Seventy-six 
percent  agree  second  opinions 
should  be  mandatory  for  surgery. 
Ninety  percent  believe  greater 
public  education  on  the  benefits  of 
wellness  and  preventive  medicine 
would  be  a positive  step. 

In  a contradictory  response, 

61%  agreed  more  competition 
among  physicians  and  hospitals 
would  reduce  rising  costs,  while 
73%  felt  greater  regulation  on 


Physicians’  Views 


There  is  a strong  feeling 
among  physicians  that  the 
rationing  of  health  care  is 
inevitable  and  that  doctors  need 
to  become  more  involved  in 
communicating  with  their 
patients. 

A group  of  OSMA  officers 
and  counselors  was  assembled  for 
a focus  group  discussion  to  gain 
a picture  of  physicians’  concerns 
about  trends  in  medical  care.  A 
focus  group  is  a research  tool 
used  to  obtain  qualitative  data 
on  a subject  from  a selected  set 
of  persons.  Focus  groups  are  led 
by  a moderator  who  injects 
topics  eliciting  conversational 
responses.  The  physicians’  focus 
group  was  held  prior  to  taking 
the  OSMA/Ohio  poll. 

The  OSMA  focus  group 
participants  cited  preoccupation 
with  cost  on  the  part  of 
employers,  third  party  payers  and 
patients  as  a major  cause  of 
increasing  emphasis  on  costs  in 
the  provision  of  medical  care. 
Cost  concerns  have  become  so 
great,  the  physicians  said,  that 
quality  issues  have  been  totally 
eliminated  and  doctors  are 
expected  to  monitor  quality 
regardless  of  constraints. 

There  was  agreement  among 
the  participants  that  patients  do 
not  understand  the  changes 
occurring  in  health  care  today 
and  are  unaware  they  are  giving 
up  some  health  care  choices  due 
to  coverage  decisions  made  by 
employers. 

The  doctors  felt  consumers 
receive  health  information  from  a 


number  of  sources  and  admitted 
patients  receive  far  too  little 
information  from  their  doctors. 

Given  all  the  changes  occurring 
in  health  care,  the  overriding 
message  the  doctors  felt  should 
be  conveyed  to  consumers  was, 
“Talk  to  your  doctor.” 

There  were  ten  general 
perceptions  shared  by  the 
physicians’  focus  group: 

• Physicians  are  concerned  about 
the  trade  off  between  cost  and 
quality  of  care. 

• Industry  and  third  party  payers 
are  in  control  of  health  care 
today. 

• Health  care  is  a right  but  the 
consumer  has  certain 
responsibilities  along  with  that 
right. 

• There  is  no  real  relationship 
between  physicians  and 
industry. 

• Consumers  do  not  understand 
the  changes  occurring  in  health 
care  today. 

• Consumers  do  not  want  the 
financial  responsibility  for 
payment  of  medical  treatment. 

• Physicians  should  be  a health 
information  source  for 
consumers  but  they  are  not  now 
providing  it. 

• Consumers  still  trust  their 
personal  physician. 

• The  physician ’s  role  should  be 
that  of  the  consumer’s 
advocate. 

• The  single  overriding  message 
that  should  be  communicated  to 
the  public  is:  Talk  to  your 
doctors. 
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Angina  conies  in 
many  forms... 


So  does 

SORBITRATF 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg 

Sublingual  Tablets  Chewable  Tablets 


5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Oral  “Swallow”  Tablets  Sustained  Action 

“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE.  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle:  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10,  20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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What  Ohioans  Think  . . . continuec 

hospital  and  physician  charges 
would  reduce  costs. 

More  than  two-thirds  disagreed 
with  raising  the  age  of  eligibility 
for  Medicare  benefits.  Those 
agreeing  with  raising  the  age  did 
so  based  on  their  own  health  and 
financial  situation:  If  they  were  in 
good  health  and  could  pay  their 
way  without  Medicare,  others 
could  do  the  same.  Many 
respondents  were  unaware  of  what 
the  present  qualifying  age  for 
Medicare  is. 

While  there  was  no  consensus 
on  the  best  method  for  cutting 
costs,  there  was  strong  agreement 
that  cost-cutting  is  necessary. 

Fifty-three  percent  disagreed  with 
the  statement  that  no  cost-cutting 
actions  are  appropriate  in  the 
health  care  system. 

It  is  interesting  to  note 
respondents  approved  placing  a 
ceiling  on  malpractice  awards  as 
one  method  of  controlling  costs. 

Sixty-two  percent  said  they  either 
agreed  or  strongly  agreed  with  the 
notion.  Only  3 % were  in  strong 
disagreement. 

Health  Care  Coverage 

Of  those  polled,  90%  indicated 
they  fell  under  some  form  of 
health  insurance.  Thirty-one 
percent  of  those  were  covered  by 
Blue  Cross/Blue  Shield.  The  rest 
had  coverage  other  than  the  blues: 

20%  by  employer-based  coverage, 

23%  by  insurance  companies,  8% 
by  Medicare,  and  3%  by  pre-paid 
health  plans. 

In  terms  of  coverage  for  those 
age  65  and  over,  43%  are  insured 
by  Medicare  and  29%  by  Blue 
Cross/Blue  Shield.  Of  those  aged 
26-34,  39%  are  insured  by  Blue 
Cross/Blue  Shield  and  33%  are 
covered  by  employer-based 
insurance.  As  the  age  of 
respondents  increased,  the 
percentage  of  those  who  changed 
health  plans  in  the  last  two  years 
decreased.  Thirty-nine  percent 
between  ages  26-34  have  changed, 
and  only  9%  over  age  65  changed 
in  the  last  two  years. 

People  tend  to  look  at  the 
quality  of  their  health  care 
benefits  as  quite  stable,  with  a 
plurality  (48%)  saying  they  felt 
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We  would  like  to  know  if  you  believe  any  of  the  actions  described  below  should  be 
implemented  to  reduce  the  rising  cost  of  health  care.  For  each  statement,  please  state 
whether  you  strongly  agree,  somewhat  agree,  are  neutral,  somewhat  disagree  or  strongly 
disagree. 


SA 

A 

N 

D 

SD 

NR 

Patient  premiums,  deductibles  and  co-insurance 
should  be  increased. 

3 

20 

20 

35 

15 

7 

More  health  insurance  plans  should  be  available 
with  different  benefits  packages  and  payment 
structures. 

23 

52 

7 

8 

2 

8 

Second  opinions  by  physicians  should  be  mandatory 
for  surgery. 

34 

42 

6 

9 

1 

8 

The  public  should  be  educated  as  to  the  benefits  of 
wellness  and  preventive  medicine. 

39 

50 

2 

1 

0 

7 

Competition  among  hospitals  and  physicians  would 
reduce  rising  costs. 

16 

45 

13 

16 

3 

8 

Prices  charged  by  hospitals  and  physicians  should 
be  regulated. 

31 

42 

7 

10 

2 

7 

The  qualifying  age  for  Medicare  participation 
should  be  raised. 

2 

11 

11 

48 

20 

8 

There  should  be  a ceiling  on  malpractice  awards. 

21 

41 

15 

12 

3 

9 

I believe  no  cost-cutting  actions  are  appropriate  in 
the  health  care  systems. 

7 

18 

14 

38 

15 

3 

their  benefits  were  about  the  same 
as  a year  ago.  Twenty-five  percent 
said  they  were  better  than  a year 
ago.  Comparing  their  plans  with 
five  years  ago,  46%  said  their 
plans  were  better  now,  23%  about 
the  same,  and  26%  not  better. 

Seventy  percent  of  the 
respondents  said  they  had  not 
changed  health  plans  in  the  last 
two  years.  Of  those  who  did  make 
changes,  the  majority  were  those 
whose  employers  went  with 
different  health  plans. 

For  those  who  did  switch,  58% 
said  the  new  plans  did  not  require 
them  to  change  personal 
physicians;  5%  did  say  their  plans 
made  such  a requirement. 

Women  seemed  to  change  health 
plans  more  often  in  the  last  two 
years  than  did  men:  31%  to  23% 
respectively.  Of  those  women  who 
did  change,  42%  switched  because 
their  company  changed  coverage. 
Twenty  percent  of  the  men  were 
employed  in  companies  that 
changed  health  plans. 

Changes  in  Health  Plans 

Most  respondents  (65%)  said 
they  did  not  have  several  plans 
from  which  to  choose  when  they 
signed  up  for  a health  plan.  Thirty 
percent  said  they  did  have  a 
choice. 


Of  those  who  did  have  a choice 
of  plans,  36%  listed  benefits/ 
deductibility,  33%  premiums/co- 
payments, 14%  freedom  to  choose 
doctors,  and  4%  convenience  as 
features  they  looked  for  in 
choosing  their  plans. 

Of  those  who  last  changed 
health  plans,  53%  said  they 
received  information  from  their 
employer.  Insurance  companies 
provided  the  information  to  28%. 
Five  percent  were  provided  the 
information  from  their  unions. 

Health  Care  Usage 

The  OSMA  sought  data  on 
health  care  usage  patterns.  Nearly 
40%  of  those  surveyed  had  been 
treated  one  to  three  times  in  the 
last  twelve  months.  Other 
categories  of  usage  are  reported 
below: 

Not  ill  enough  to  be  treated  in  last 


12  months  27% 

Four  to  six  times  22% 

Seven  to  fifteen  times  10% 

Sixteen  to  fifty-four  times  2% 

Days  spent  in  hospital  in  last 
12  months 

None  79% 

One  to  three  days  8% 

Four  to  twelve  days  10% 

Thirteen  to  forty-eight  days  4% 


Respondents  occasionally  used 

continued  on  page  749 


OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  J.  Lucas,  M.D. 

2905  Burnet  Avenue 
Cincinnati,  Ohio  45202 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Avenue 
Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
John  S.  Devany,  M.D. 

2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

J.  James  Anderson,  M.D. 

5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  M.D. 

1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 

John  F.  Kroner,  Jr.,  M.D. 

Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Thomas  P.  Price,  Jr.,  M.D. 

Holzer  Medical  Clinic 
385  Jackson  Pike 
Gallipolis,  Ohio  45631 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  M.D. 

1100  Morse  Road 
Columbus,  Ohio  43229 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 
D.  Ross  Irons,  M.D. 

813  Northwest  Street, 

Bellevue,  Ohio  44811 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Joseph  L.  Kloss,  M.D. 

185  W.  Cedar  St.,  Akron,  Ohio  44307 
Portage  and  Summit 
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Councilor  Commentary 


Fifth  District 

Donavin  A. 
Baumgartner,  Jr.,  MD 


Donavin  A.  Baumgartner,  Jr., 
MD,  believes  the  only  way  to 
make  changes  is  from  the  inside. 
That’s  why  he  became  involved  in 
organized  medicine,  he  says. 

“I  saw  some  things  that  needed 
to  be  done  that  were  not  being 
done,  so  I got  involved,”  he 
offers  in  way  of  explanation  for 
his  own  17  years  in  organized 
medicine. 

A 1956  graduate  of  Harvard 
Medical  School,  Dr.  Baumgartner 
started  his  involvement  with 
organized  medicine  in  1968  when 
he  stepped  in  to  serve  on  the 
Academy  of  Medicine  of 
Cleveland’s  trauma  committee  — a 
committee  on  which  he  is  still 
active.  Since  that  time,  he  has 
served  as  the  Academy’s  president, 
as  well  as  on  numerous 
committees  at  both  the  local  and 
state  level;  and,  in  addition  to  his 
present  duties  as  the  Fifth 
District’s  Councilor  to  the  Ohio 
State  Medical  Association 
(OSMA),  he  also  serves  as  an 
alternate  delegate  to  the  American 
Medical  Association.  (Dr. 
Baumgartner  points  out  that 
numerous  resolutions  that  began  in 
the  Fifth  District  have  become 


AM  A policy,  including  ones  on 
bioethics,  boxing,  hospice 
regulation  changes,  and  the 
problems  of  senior  citizens  and 
medical  care.) 

Dr.  Baumgartner  views  the  area 
he  represents  as  a “small 
microcosm  of  the  OSMA.” 

“I’d  guess  this  area  represents 
about  20  to  25%  of  OSMA’s 
membership,”  he  says.  But  it’s  not 
just  the  numbers  that  make  the 
fifth  district  a microcosm  — it’s 
also  the  area’s  makeup,  which 
encompasses  the  urban 
complexities  of  Cuyahoga  County 
to  the  small,  rural  areas  of 
Ashtabula,  Geauga  and  Lake 
Counties. 

“Medically  speaking,  even 
Cleveland  isn’t  homogenized,” 
points  out  Dr.  Baumgartner, 
explaining  that  various  forms  of 
practice  proliferate  over  the  city. 

In  fact,  it  is  this  “multiplicity  of 
alternate  care  forms  — the  IP  As, 
the  HMOs  — which  are  creating 
some  of  this  area’s  biggest 
problems,”  says  Dr.  Baumgartner. 
“Not  maliciously,”  he  hastens  to 
add,  “the  problems  are  just 
occurring.” 

And,  they’re  occurring  in  two 


ways,  he  says. 

One  is  in  the  form  of 
competition.  The  alternate  health 
care  systems  are  creating  an 
intense  competitive  environment, 
not  only  for  physicians,  but  for 
hospitals  too,  claims  Dr. 
Baumgartner.  As  a result, 
hospitals  are  increasing  their 
marketing  efforts  for  patients,  and 
suddenly,  the  physician  is  left  in 
the  middle,  trying  to  hold  onto 
patients  who  are  being  lured  away 
by  big-budget  competitors. 

That,  says  Dr.  Baumgartner, 
leads  to  the  second  big  problem. 

“There  is  a great  deal  of 
confusion  in  the  marketplace 
regarding  these  alternate-delivery 
systems,”  he  says.  Neither 
physicians  nor  patients  have  clear- 
cut  ideas  as  to  what  these  entities 
are,  he  claims. 

“Here  in  the  Cleveland  area,  we 
have  HMOs  which  promise  people 
the  moon  and  four-fifths  of  the 
stars  — but  none  of  the  negative 
aspects  of  these  alternate  care 
systems  are  ever  mentioned.  Then, 
when  a patient  runs  up  against  a 
problem  at  one  of  these  places,  he 
immediately  starts  to  blame  all 
hospitals,”  says  Dr.  Baumgartner. 
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Physicians,  too,  have  their  own 
problems  trying  to  understand  the 
concepts  behind  each  different 
type  of  care  system.  Not  only  does 
an  IPA  differ  from  an  HMO,  but 
each  IPA  has  its  own  unique 
characteristics. 

“Physicians  are  trying  to  get  a 
handle  on  it,  and  they  are  looking 
to  organized  medicine  for  the 
answers.” 

Dr.  Baumgartner  is  quick  to 
praise  the  OSMA’s  Department  of 
Communications  for  its  efforts  in 
attempting  to  educate  the  public  in 
these  matters. 

“Both  the  public  and  physicians 
need  to  know  what  will  happen 
when  they  sign  up  for  these 
different  types  of  care.  Many 
people  don’t  read  the  fine  print, 
but  they  have  to,”  he  says. 

Physicians,  for  example,  are 
putting  their  name  on  contracts 
without  realizing,  fully,  what  all 
the  terms  are  — or  even  what 
they’ve  agreed  to  do. 

“Some  doctors  have  agreed  to 
see  four  to  five  patients  a month, 
signed  the  contract,  and  never 
received  a single  patient.  It’s  worse 
in  California,  where  the  doctors 
join  by  paying  a fee  which  they 
may  never  recover,”  says  Dr. 
Baumgartner. 

It’s  not  just  the  financial  side 
that’s  confusing,  either,  he 
continues. 

“When  a doctor  signs  one  of 
these  contracts,  he  has  to  realize 
he’s  placed  himself  in  an  employee 
relationship  — that  he  is  willing  to 
accept  the  organization’s  directions 
on  admitting  and  caring  for 
patients.” 

Yet  Dr.  Baumgartner  admits 


that  a number  of  physicians  in  his 
district  have  decided  to  make  this 
choice  (the  Cleveland  Academy  is 
even  looking  into  its  own  IPA,  he 
says),  and,  as  Fifth  District 
Councilor,  he  must  represent  their 
interests  as  well. 

“It’s  a very  fine  line  to  tread. 
It’s  the  reason  the  OSMA  in 
particular  and  organized  medicine 
in  general  can’t  take  the  stand  that 
a lot  of  angry,  frustrated  private 
practitioners  want  us  to  take.  But 
we  are  telling  our  members  to  be 
careful  and  read  the  fine  print 
before  they  sign,”  he  says. 

The  warning  seems  especially 
prudent  in  light  of  the  present 
malpractice  crisis,  he  continues, 
since,  the  way  some  contracts  are 
worded,  physicians  can  literally 
sign  away  their  professional 
liability  insurance  with  the  stroke 
of  a pen  — an  extremely 
dangerous  move,  Dr.  Baumgartner 
claims. 

“I  think  the  present  professional 
liability  crisis  will  be  the  biggest 
problem  we’ve  ever  faced,”  he 
says. 

As  the  past  chairman  of  the 
Cleveland  Academy’s  Professional 
Liability  Committee  and  a present 
member  of  the  OSMA’s  Task 
Force  on  the  subject,  he  says  he 
has  seen,  firsthand,  the  round  of 
increases  that  have  brought  this 
problem  to  its  present  crisis. 

“We’re  seeing  many  more 
claims  filed  — most  of  them 
unjustly,  by  attorneys  without  any 
background  in  the  area.  Yet  each 
claim  has  to  be  taken  seriously, 
and  even  though  many  of  them 
are  thrown  out,  each  case  not  only 
continued  on  page  728 


Donavin  A.  Baumgartner,  Jr.,  MD 


“I  think  the  present 
professional 
liability  crisis  will 
be  the  biggest 
problem  we’ve  ever 
faced.” 
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On  nitrates, 
but  angina  still 

strikes... 


After  a nitrate, 
add  ISOPTIN 


(verapamil  HCl/Knoll) 

To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptln  Instead  of  a beta  blocker. 


first,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin... for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCt)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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Dr.  Baumgartner 

continued 


affects  the  present  crisis,  but  takes 
its  toll  on  the  physician’s 
psychological  well-being  as  well.” 

The  OSMA’s  task  force  is 
examining  a number  of  approaches 
to  the  problem,  he  says,  including 
changing  the  present  system  of 
arbitration  “which  both  the 
plaintiff  and  defense  attorney 
agree  isn’t  working  right,”  Dr. 
Baumgartner  claims. 

His  work  with  the  OSMA’s  task 
force  on  professional  liability  is 
just  one  example  of  how  Dr. 
Baumgartner  is  attempting  to 
“change  things  from  within.”  But 
he  knows  he  can’t  have  much  of 
an  impact  by  himself,  and  he 
applauds  the  OSMA’s  recent 
membership  recruitment  efforts, 
headed  by  Thomas  Morgan,  MD, 
whom  Dr.  Baumgartner  calls  a 
“real  tiger.” 

“In  the  past,  recruiting  members 
was  always  unnecessary  — it  was 
automatic,”  Dr.  Baumgartner 
says.  “Doctors  joined  their  local, 
state  and  national  organizations  as 
a matter  of  course.  But  they  aren’t 
anymore.  Most  are  choosing  to 
join  just  their  specialty  societies  — 
but  they  don’t  realize  that  their 
specialty  societies  are  not  as 
successful  as  the  county 
academies,  OSMA  and  AM  A 
combined,”  he  says. 

He  points  out  that,  in  the  last 
five  or  six  years,  all  three  levels  of 
organized  medicine  have  become 
more  in-step  with  each  other  — 
that  they  are  now  more  unified 
and  are  better  coordinating  their 
efforts  to  take  full  advantage  of 
their  strengths. 

“Some  physicians  today  are 
skipping  the  more  traditional 
channels  because  they  say  their 
specialty  society  can  better  deal 
with  their  own  particular 
problems,  but  that’s  not  true,” 

Dr.  Baumgartner  claims. 

“At  the  legislative  level,  the 
AMA  and  the  OSMA  have  shown 
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Colleagues 


they  can  make  a difference  — and 
they  do.  Even  with  specific 
problems,”  he  says.  He  points  out 
that  the  OSMA  could  have 
ignored  taking  a stand  on  the  bill 
expanding  the  optometrists  scope 
of  practice,  for  example.  After  all, 
he  says,  it  affects  only  one 
specialty.  But  the  OSMA  did  take 
a stand. 

“Their  problems  are  our 
problems,”  Dr.  Baumgartner 
explains.  “What  happens  to  affect 
the  practice  of  ophthalmology 
today  may  affect  the  practice  of 
dermatology,  or  surgery  or 
pathology  tomorrow.” 


Yet  even  legislatively,  organized 
medicine’s  battles  are  far  from 
over.  The  allied  practitioners  will 
try  again  . . . and  the  alternate 
care  systems  will  continue  to 
proliferate  . . . and  patients  will 
go  right  on  suing  their  doctors. 

In  the  meantime,  Donavin 
Baumgartner,  Jr.,  MD,  will  be 
right  in  the  thick  of  things  — 
trying  to  effect  whatever  changes 
he  can  in  an  increasingly  complex, 
competitive  medical  environment 
— from  within  what  he  calls  “a 
very  sound  system.”  — 

Karen  S.  Edwards 


JEFFREY  BELL,  MD,  a gynecologic 
oncologist  from  Columbus,  has  been 
named  “Teacher  of  the  Year”  for  the  sur- 
gery subspecialties  at  Riverside  Hospital. 


JOHN  D.  BRUMBAUGH,  MD, 

FACS,  Akron,  was  commissioned  a 
colonel  by  the  governor  of  Kentucky  in 
recognition  of  his  30  years  of  public  ser- 
vice to  medicine. 


ROLAND  D.  CARLSON,  MD,  an 

ophthalmologist  from  Cleveland,  was 
honored  by  the  Academy  of  Medicine  of 
Cleveland  with  a 1985  Distinguished  Ser- 
vice Award.  Dr.  Carlson  was  chosen  for 
his  contributions  to  the  Academy  and  the 
Cleveland  medical  community  for  over  20 
years. 
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Councilor  Commentary 


Eighth  District 

John  F. 

Kroner, Jr.,  MD 


When  John  F.  Kroner,  Jr.,  MD, 
first  set  up  practice  in  Athens, 
Ohio,  in  1968,  he  was  the  only 
board-certified  obstetrician 
between  Lancaster  and  Marietta. 
As  a result,  “I  was  doing  400 
deliveries  a year  by  myself,” 
recalls  the  newly-elected  OSMA 
Councilor  representing  the  Eighth 
District.  This  included  everything 
from  the  regular  examinations  to 
administering  the  anesthesiology 
during  delivery,  he  says.  “It  was  a 
very  stressful  situation.” 

And  it  was  difficult  finding  time 
to  see  his  wife  and  four  children, 
much  less  to  get  involved  in  the 
kinds  of  professional  and 
community  activities  expected  of  a 
new  doctor  in  town. 

Thus,  while  he  had  been 
politically  active  during  his 
medical  school  years  at  Loyola 
University  in  Chicago  and  his 
internship  and  residency  at  St. 
Elizabeth  Hospital  in  Youngstown 


(to  the  point  of  being  called  a 
“trouble  maker”  on  a few 
occasions),  his  voice  in  the  larger 
society  was  lowered  for  several 
years  as  he  struggled  to  meet  the 
needs  of  family  and  patients. 

The  Eighth  District  includes  nine 
counties  in  rural  Southeastern 
Ohio,  including  Athens,  Fairfield, 
Guernsey,  Licking,  Morgan, 
Muskingum,  Noble,  Perry  and 
Washington.  “Overall,  most 
physicians  who  come  to  rural 
areas  like  these  aren’t  particularly 
interested  in  a lot  of  politics,”  Dr. 
Kroner  says. 

Rather,  they  are  drawn  to  a 
quiet,  slow-paced  lifestyle,  where 
“you  can  walk  uptown  and  have 
40  or  50  people  say  hello  to  you  in 
one  afternoon,”  he  says.  “It’s  a 
good  place  to  get  away  from  all 
the  urban  problems  — a good  and 
wholesome  place  to  raise  a family. 
And  the  area  grows  on  you.  Once 
you  move  here,  you  never  want  to 


leave.” 

Still,  there  are  disadvantages 
that  go  with  practicing  in  an 
isolated  area  — the  long  hours, 
the  lack  of  nearby  consultants  and 
assistants.  “When  you’re  in  an 
area  by  yourself,  you  have 
minimal  coverage  and  no  breaks,” 
he  says.  “Sometimes  you  need  a 
place  just  to  go  and  relax  — but 
there  are  few  places  around  here 
where  your  patients  can’t  find 
you.” 

In  addition,  physicians  located 
in  the  middle  of  an  area  which  is 
economically  depressed,  such  as 
the  Appalachian  region,  are  likely 
to  run  into  patients  who  haven’t 
seen  a physician  for  years  — 
either  because  they  can’t  afford  to 
pay  for  one  or  they  don’t  trust 
doctors. 

“Most  of  my  patients  are  good, 
honest  hardworking  people,”  Dr. 
Kroner  says.  The  number  one 
employer  in  the  area  is  Ohio 
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University,  but  many  patients  are 
self-employed  farmers  and  thus 
can’t  take  advantage  of  group 
health  insurance  policies.  “They 
pay  out  of  their  own  pocket,”  he 
says  — and  frequently  a little  at  a 
time.  As  a result,  “Finances  for 
doctors  here  are  very  tight,”  he 
says.  “We  try  to  keep  our  fees 
low,  but  — like  everyone  else  — 
we  still  have  to  pay  for  our  office 
equipment,  our  medical  supplies 
and  our  increased  malpractice 
insurance  premiums.” 

Rural  hospitals  in  Ohio  have 
similar  cash  flow  problems.  “We 
now  have  a second  or  third 
generation  scanner,”  Dr.  Kroner 
says,  referring  to  the  O’Bleness 
Memorial  Hospital  in  Athens, 
where  he  is  chief  of  obstetrics. 

“We  can’t  afford  to  buy  a lot  of 
new  electronic  stuff.  With  a 
hospital  our  size,  it  takes  a lot  of 
patients  to  be  able  to  come  out 
$200,000  or  $300,000  ahead  to  buy 
a new  scanner.” 

Another  problem  facing  him 
and  other  rural  physicians  in  his 
area  is  a lack  of  patient  education. 
“In  Athens,  our  patients  vary 
from  the  very  highly  educated 
university  professors  to  those  who 
have  no  high  school  education. 
Many  of  these  people,”  he  says  of 
the  latter  group,  “have  lived  in 
the  same  place  three  or  four 
generations.  Among  the  biggest 
problems  we  face  are  the  old-time 
remedies  and  wives  tales  they  still 
believe:  like  if  you’re  bleeding, 
you  shouldn’t  be  examined  or 
you’ll  have  a miscarriage.  So  a 
fair  number  of  people  in  our 
county  choose  to  deliver  their 
children  at  home  — without  ever 
seeing  a physician.  It’s  hard  to 
convince  them  that  this  can  be 
very  dangerous.” 


Health  care  services  and 
accessibility  have  improved  in 
Southeastern  Ohio  in  recent  years, 
particularly  in  the  larger  cities  in 
the  Eighth  District,  including 
Athens,  Zanesville,  Marietta  and 
Newark,  which  have  managed  to 
attract  more  physicians.  Dr. 

Kroner  now  represents  some  357 
physicians  in  the  nine-county 
district.  In  addition,  there  are  a 
number  of  osteopathic  physicians 
practicing  in  the  area. 

“A  major  influence  in  medical 
care  in  my  county  over  the  past  18 
years  has  been  the  opening  of  the 
Ohio  University  College  of 
Osteopathic  Medicine,”  Dr. 

Kroner  says.  While  there  were 
only  12  physicians  in  Athens  when 
Dr.  Kroner  arrived  in  1968,  there 
are  currently  47  active  staff 
physicians  on  the  O’Bleness 
Hospital  staff  — which  consists  of 
“a  mix  of  MDs  and  DOs.  Overall, 
the  relationship  is  a good  one,” 
Dr.  Kroner  says. 

Still,  a number  of  counties  in 
his  district  remain  severely 
underserved.  “It’s  nothing  for 
people  here  to  travel  20  or  30 
miles  to  see  a doctor,”  he  says. 
“And  when  you’re  looking  at 
counties  with  zero  to  three 
physicians,  there’s  no  question 
that  physician  shortage  is  a 
problem.” 

Still,  District  Eight  is  beginning 
to  feel  the  pinch  of  competition  — 
particularly  in  the  larger  and  more 
economically  sound  communities, 
where  HMOs  and  PPOs  are 
already  setting  up  shop  or 
considering  opening  clinics.  “So 
far,  Athens  and  Marietta  have 
escaped,”  Dr.  Kroner  says,  “but 
several  HMOs  have  been  looking 
at  our  area,  so  local  physicians 
here  are  now  looking  at  forming 


John  F.  Kroner,  Jr.,  MD 


“When  you’re 
looking  at  counties 
with  zero  to  three 
physicians,  there’s 
no  question  that 
physician  shortage 
is  a problem.” 
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The  Air  Force  can  make  you  an  attractive  offer  — 
outstanding  compensation,  regular  working  hours 
plus  opportunities  for  professional  development. 
You  can  have  a challenging  practice  AND  time  to 
spend  with  your  family.  Find  out  what  the  Air 
Force  offers  specialists  up  to  age  58.  Contact: 

CALL  COLLECT: 

Northern  Ohio:  1-216-522-4325 

TOLL  FREE:  Southern  Ohio:  1-800-543-4223 


their  own  professional 
corporation.” 

Physicians  in  both  the  larger 
towns  and  smaller  villages  of 
Southeastern  Ohio  face  problems 
similar  to  those  in  Ohio’s  largest 
cities.  “The  three  major  concerns 
we  have  are  the  same  that  doctors 
are  facing  nationwide,”  Dr. 

Kroner  says.  He  lists  these  as: 

“the  dying  gasps  of  private 
practice,  malpractice  affordability, 
and  the  ability  of  hospitals  with 
decreased  opportunities  to  obtain 
admissions  to  keep  services  and 
equipment  up-to-date.” 

It  is  for  all  of  these  reasons  that 
Dr.  Kroner,  in  most  recent  years, 
has  again  raised  his  voice  in  the 
politics  of  medicine.  For  10  years 
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LIPO-NICIN 
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Nicotinic  Acid  Therapy 


For  patient’s  comfort/convenience 
in  choice  of  3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) . 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®/250 


mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 
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LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(brW>  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


L_ 


732 


The  Ohio  State  Medical  Journal 


he  served  as  OSMA  delegate  for 
Athens  County  and  he  has  chaired 
or  served  on  several  resolutions 
committees  during  the  OSMA 
annual  meeting.  He  has  also 
served  on  numerous  other  OSMA 
committees:  The  Committee  on 
Maternal  and  Neonatal  Health,  the 
Committee  on  Membership,  the 
Committee  on  Education  and  an 
ad  hoc  committee  to  review  House 
of  Delegates  policy.  He  is  also  a 
past  president  of  the  Athens 
County  Medical  Society. 

“The  needs  of  rural  Ohio  are 
not  always  given  a lot  of 
consideration,”  he  says,  admitting 
that  part  of  the  reason  is  because 
not  enough  rural  doctors  get 
involved.  “But  we’re  starting  to. 
We’ve  begun  to  realize  — 
especially  now  with  the  arrival  of 
HMOs  and  DRGs  — that  we’ve 
got  to  start  getting  our  heads  out 
of  the  sand  and  taking  a look 
around.” 

Dr.  Kroner  has  also  found  time 
to  get  involved  in  other  school  and 
community  activities.  He  has  been 
team  physician  at  Athens  High 
School  for  the  past  12  years  and 
he  instituted  a county-wide  sports 
medicine  clinic  for  all  athletes  in 
his  county.  He  also  enjoys 
breeding,  training  and  racing 
horses,  because  it  allows  him  to 
get  to  know  his  neighbors  and 
patients  at  a different  level.  “It 
helps  me  understand  how  they 
deal  with  life  — what  their  needs 
are,”  he  says. 

Being  an  involved  physician, 
citizen  and  parent  is  important, 

Dr.  Kroner  believes  — regardless 
of  whether  you’re  located  in  rural 
or  urban  Ohio.  “I’m  from 
Youngstown,  and  my  father  was  a 
mill  worker.  And  although  he 
worked  long,  hard  hours,  he 
always  found  time  to  do  the  things 
he  felt  were  important.”  — 

Susan  Porter 


Increase  your  level  of  reimbursement 
with  AHM's  vital  seminar: 

“Insurance  Coding: 
Procedural  CPT-85  and 


Diagnostic  ICD-9-CM” 

A one-day  professional  workshop  designed  to  increase  the 
proficiency  of  your  staff  in  collecting  what's  due  you. 

The  latest  revisions  on  specific  Ohio  regulations. 

Here  are  just  a few  of  the  techniques  your  staff  will  learn: 

1.  Why  correct  coding  increases  your  level  of  reimbursement  — now  and  in 
the  future.  2.  How  the  insurance  carriers  use  coding.  3.  How  to  recognize  and 
code  each  procedural  component.  4.  Understanding  relationships  of  diagnoses 
and  procedures.  5.  Step-by-step  through  the  ICD-9-CM  — where  to  begin. 

6.  How  to  avoid  the  “no-pay"  and  "desperation"  codes. 

• How  coding  will  input  into  fee  profiles  of  the  future.  • Who  codes  the  pro- 
cedures and  diagnoses  that  you  don't!  • How  the  insurance  carriers  use  codes 
to  lower  your  reimbursement.  • Recognition  of  the  diagnosis  from  the  hospital 
chart  or  office  record.  • Use  of  simplified  terminology  to  relate  procedures  as 
they  appear  "on  your  records"  to  the  CPT-85.  • Defining  levels  of  service  for 
higher  reimbursement.  • Your  patient's  chart  — how  to  organize  it  for  ease 
of  coding  and  office  efficiency.  • Keys  to  unlock  the  complexity  of 
the  ICD-9-CM. 

Any  or  all  of  the  following  staff  members  will  benefit  from  our  seminar: 
Insurance  Secretary,  Receptionist,  Patient  Interviewer,  Credit  & Collections 
Counselor,  Bookkeeper,  Assistants,  New  Staff  Members,  Office  Manager, 
Supervisors,  Coordinators,  and  Doctors. 

Ohio  Seminar  Schedule 

Toledo,  Ohio  - Tuesday,  October  29, 1985 
Ramada  Inn  - Southwyck 
2340  South  Reynolds  Road 

• 

Cleveland,  Ohio  - Wednesday,  October  30, 1985 
Cleveland  Marriott  East 
3663  Park  East  Drive  (1-271  at  Chagrin  Blvd.) 

• 

Columbus,  Ohio  - Thursday,  October  31, 1985 
Ramada  Inn  - North 
1213  Dublin-Granville  Road 

• 

Dayton,  Ohio  - Friday,  November  1,  1985 
Holiday  Inn  - Dayton  Mall 
7999  Prestige  Plaza  Drive 

Seminars  start  at  9 a.m.  and  are  over  at  4:30  p.m.  each  date 


All  seminars  are  taught  by  our  highly  qualified  AHM  staff 
members,  backed  by  our  company's  22  years  experience 
of  counseling  in  almost  all  facets  of  the  health  care  in- 
dustry. Tuition  includes  a comprehensive  work-book/ 
reference  manual,  sample  forms  and  resource  material 
plus  refreshments.  Seminar  is  tax  deductible  and  is 
fully  guaranteed  or  your  tuition  will  be  refunded  if 
you  are  not  completely  satisfied.  Over  38,700  physi- 
cians and  their  support  staff  have  attended  AHM 
seminars  nationwide. 


Fee:  $135.00  each  for  one  attendee  from  your  practice. 

$115.00  each  for  two  or  more  attendees  from  your  practice. 

Attendance  is  limited... please  register  early! 
Register:  Call  Toll  Free  800-824-4183 


ADMINISTRATIVE  HEALTH  MANAGEMENT  GROUP,  INC. 
2600  Far  Hills  Avenue  • Dayton,  Ohio  45419 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  areaf  consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 
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Physicians  Insurance  Company  of  Ohio 
American  Physicians  Life  Insurance  Company 
SMB  Financial  Planning,  Inc. 


What  do  these  three  companies 
have  in  common? 


Dependability.  Accountability. 

And  a proven  commitment  to  members 
of  the  Ohio  State  Medical  Association. 

As  your  personal  and  professional  situations  change,  so  can  your 
requirements  for  specialized  protection. 

PICO  and  its  subsidiaries  have  been  formed  to  serve  your  insurance 
and  financial  planning  needs. 

We  understand  your  concerns . . . and  we  can  solve  even  the  most 
complex  challenges  in  professional  planning. 


Rco 


Physicians  Insurance  Company  of  Ohio 

Professional  liability  coverage 
offering  primary  and  excess 
protection  at  the  limits  you 
require.  When  combined  with  a 
PICO  homeowners  and  auto 
policy  and  PICO  office  protection 
plan,  you  will  have  a convenient, 
comprehensive  insurance 
package. 


AMERICAN  PHYSICIANS  LIFE 

Individual  protection  for  your  life, 
health  and  business  insurance 
needs.  APL  also  offers  group 
insurance  protection,  investment 
plans,  and  pension  and  profit 
sharing  plans  designed  for 
physicians  and  other  select 
markets. 


■j  SMB 

i^pp  Financial  Planning ,lnc. 

Expert  financial  planning 
services  for  successful 
professionals.  SMB’s  highly 
individualized  approach  assures 
that  the  direction  and  control  of 
your  financial  goals  remain  firmly 
in  your  hands. 


Call  or  write  us  for  further  information. . . or  contact  your  agent. 

HOME  OFFICES:  BATES  DRIVE,  P.O.  BOX  281,  PICKERINGTON,  OHIO  43147 
(614)  864-7100  OR  TOLL  FREE  1-800-282-7515 
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Your  Financial  Check-up 


Estate  Planning  for  the 
Unique  Assets  of  a Physician 


The  estate  of  a physician  is 
likely  to  be  moderate  during  early 
career  stages  with  a likelihood  of 
substantial  growth  during  mid- 
career. Family  assets  usually 
consist  of  a jointly  held  resident, 
household  furnishings  and 
automobiles,  bank  accounts,  and 
other  cash  equivalents,  interest  in 
a retirement  plan  and  interest  in  a 
professional  practice.  The  value  of 
these  assets  will  probably  range 
from  $350,000  to  $750,000. 

Special  estate  planning 
considerations  arise  in  the  case  of 
a physician  because  the  retirement 
plan  assets  will  be  relatively  large 
and  the  practice  value  dependent 
on  business  succession  planning. 
Transferring  the  general  estate 
assets  as  well  as  the  special  assets 
requires  attention  to  the  technical 
detail  as  well  as  the  use  of 
standard  estate  planning 
technique. 

EVERYTHING  TO  THE 
SPOUSE?  The  ideal  estate  plan 
will  avoid  payment  of  estate  tax  at 
the  death  of  each  spouse.  In  1985, 
a married  couple  with  a properly 
designed  estate  plan  may  pass 
$800,000  free  of  federal  estate  tax, 
even  if  both  spouses  die  this  year. 


By  James  L.  Budras 


After  1986,  this  will  increase  to 
$1.2  million.  To  achieve  this  result 
the  ownership  of  family  assets  in 
the  estate  planning  documents 
must  be  structured  to  make  full 
use  of  the  estate  tax  credit  at  each 
death  and  without  regard  to  the 
order  of  deaths.  However,  if  the 
value  of  the  assets  held  by  both 
spouses  in  1985  is  less  than 
$400,000  or  $500,000  in  1987  and 
thereafter,  it  will  simply  not 
matter  how  the  assets  are  held  for 
federal  estate  tax  purposes  and  the 
emphasis  will  be  on  avoiding  state 
death  taxes  and  probate  expense. 
Thus,  from  the  estate  tax 
viewpoint  alone,  it  may  be 
difficult  in  certain  cases  to 
demonstrate  the  need  for  an  estate 
plan  more  elaborate  than  simple 
wills.  Other  considerations  of 
course  may  still  dictate  a need  for 
trusts  or  other  will  substitutes. 
When  the  total  family  assets 
(including  life  insurance)  exceed 
$600,000  in  1987  and  thereafter, 
some  physicians  may  still  be 
willing  to  use  simple  wills  on  the 
assumption  that  the  surviving 
spouse  will  live  a normal  or 
extended  lifetime  and  that  the 
second  estate  will  be  depleted  to 


the  extent  that  no  tax  will  occur  at 
the  second  death. 

Any  discussion  of  passing  the 
entire  estate  to  the  spouse  is  based 
on  economic  and  perhaps  more 
importantly,  psychological  and 
other  intangible  factors.  Some 
physicians  are  reluctant  to  isolate 
a portion  of  the  estate  in  a trust 
because  of  the  demoralizing  effect 
it  may  have  on  the  surviving 
spouse.  Many  spouses  mistakingly 
feel  a trust  is  not  a necessary 
sacrifice  to  save  taxes.  In  addition, 
some  couples  whose  combined 
estates  exceed  $600,000  in  1987, 
may  prefer  to  pass  their  entire 
estates  to  each  other  on  the 
assumption  that  the  potentially 
taxable  estate  of  the  surviving 
spouse  will  be  depleted  as  a result 
of  the  support  of  a surviving 
spouse  and  perhaps  other  family 
members.  Moreover,  the  annual 
$10,000  gift  tax  exclusion  makes 
erosion  of  the  second  estate 
through  aggressive  gift  programs  a 
planning  factor  in  the  case  of 
more  substantial  estates.  When  the 
physician  desires  to  leave 
everything  to  the  spouse  under 
these  circumstances,  the  possible 
adverse  tax  consequences  to  the 
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DANIELS-HEAD  & ASSOCIATES 


When  you  pay  good  money  for  insurance 
protection,  you  deserve  good  service  — especially 
on  claims.  And  no  one  pays  them  quicker  than 
we  do! 

But  that’s  just  one  of  the  ways  you  benefit 
from  our  health  care  coverage.  For  over  30 
years,  we’ve  provided  physicians  across  Ohio 
with  the  best  in  comprehensive  medical 
insurance.  So  we  understand  your  special 
needs  as  a physician. 

You  can  enjoy  our  valuable  protection 
at  low  group  rates  — for  yourself,  your 
family,  your  practice  and  your  employees. 
As  the  Official  Plan  Administrator  for  the 
Ohio  State  Medical  Association,  we  offer 
these  insurance  programs:  Major 
Medical,  Hospital  Indemnity,  and  Office 
Overhead  Expense  Coverage. 

For  more  information,  simply  call 
292-4499  in  Cleveland.  From  other 
Ohio  cities,  call  1-800-282-7502 
toll-free;  outside  Ohio,  call 
1-800-848-8691.  Or  write  to 
this  address: 


DANIELS-HEAD  & ASSOCIATES 

24400  Chagrin  Boulevard/Cleveland,  Ohio  44122 
A subsidiary  of  Selman  & Company 
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Estate  planning 

continued 


surviving  spouse  of  premature 
death  or  the  failure  of  other 
assumptions  to  hold  true,  must,  of 
course,  be  clearly  demonstrated. 

When  the  assets  of  both  spouses 
exceed  $600,000  in  1987  and 
thereafter,  most  physicians  will  not 
want  their  planning  goals  to 
depend  on  the  above  assumptions. 
Instead  they  will  desire  a plan 
designated  to  assure  avoidance  of 
transfer  taxes.  Once  the  decision  is 
made  to  plan  for  maximum  tax 
avoidance,  the  plan  instruments 
must  be  designed  accordingly  and 
the  assets  of  the  physician’s  family 
should  be  held  in  a manner 
conducive  to  this  result.  Typically 
this  will  entail  a trust  and  assuring 
that  sufficient  amounts  of  separate 


property  are  held  by  each  spouse. 

PLANNING  STRATEGIES. 
Obtaining  maximum  estate  tax 
avoidance  for  estates  with  a 
combined  estate  net  worth 
exceeding  $600,000  in  1987  will 
require  proper  coordination  of  the 
credit  shelter  and  unlimited  marital 
deduction.  In  order  to  isolate  the 
credit  shelter  amount  at  the  first 
death,  a bypass  or  credit  shelter 
trust  should  be  established, 
preferably  under  a revocable  trust 
agreement.  For  each  spouse  with 
an  estate  or  where  the  technique 
of  estate  equalizing  has  been 
utilized,  it  is  advisable  for  each 
spouse  to  have  a trust  with  a 
coordinated  “pourover”  will.  Life 
insurance  and  retirement  plan 


beneficiary  plan  designations  must 
also  be  properly  coordinated  to 
achieve  the  optimum  estate  and 
income  tax  benefits. 

PROFESSIONAL  PRACTICES. 
During  the  physician’s  career,  an 
interest  in  a professional  practice 
will  undoubtedly  be  acquired, 
typically,  in  partnership  or 
corporate  form.  Alternatively,  the 
physician  may  conduct  business  as 
a sole  practitioner  or  proprietor.1 
Whatever  the  form,  the  business 
interest  may  be  a principal  asset  of 
the  physician’s  estate  and  may 
require  careful  consideration 
regarding  its  sale  or  transfer.  If 
the  physician  holds  shares  in  a 
multiple  shareholder  corporation, 
a buy-sell  agreement  should  be 


$100,000  + guarantee 

Plus  other  incentives  for  approved 
physicians  in  the  following  specialties 
in  Mid-Michigan  community 

— Obstetrician-gynecologist  — Urologist 

— Orthopedic  surgeon  — Family  practitioners 

— ENT  — Pediatrician 

— Internists 

Contact:  Vice  President  of  Professional  Services 
(517)  723-5211,  Ext.  1823 


738 


The  Ohio  State  Medical  Journal 


adopted  to  facilitate  the  orderly 
liquidation  or  transfer  of  the 
physician’s  interest  to  his  co- 
shareholders. If  the  physician  is  a 
sole  shareholder  in  a solo  practice 
with  a corporate  form  or  not,  a 
buy-sell  agreement  with  a 
contemporary  or  perhaps  a 
younger  physician  may  be  in  order 
and  is  very  practical  in  such  a 
situation.  A benefit  of  such 
agreement  is  the  opportunity  to 
assure  a market  for  the  sale  of  the 
practice  and  to  peg  its  value  for 
estate  tax  purposes,  thus 
eliminating  the  need  to  negotiate 
the  issue  with  the  IRS  or  with  the 
surviving  “partners.”  Typically, 
the  value  of  one’s  solo 
professional  practice  peaks  in  the 
mid-50s  and  declines  in  the  later 
years  unless  a successor  is  added 
or  the  solo  practitioner  joins 
forces  with  other  physicians.  The 
solo  practitioner  over  age  50 
should  give  serious  consideration 
to  the  business  successorship  of  his 
practice,  thus  avoiding  the  value 
of  his  practice  that  will  surely 
come  in  the  mid  to  late  sixties  as 
his  career  winds  down. 

RETIREMENT  PLANS.  The 
perfect  tax  shelter  is  a top-heavy 
retirement  plan.  Here  the 
professional  is  able  to  transfer 
practice  profit  without  current 
taxation  into  a fund  which 
provides  tax  deferred  build-up  of 
assets  and  favorable  options  upon 
retirement.  Thus,  an  estate 
building  technique  for  retirement 
requires  special  consideration  in 
light  of  new  law  for  estate 
planning.  The  planning  for  the 
preretirement  death  benefit 
encompasses  the  choice  of 
beneficiary  and  the  estate  and 
income  taxes  consequences. 

If  the  spouse  is  the  lump  sum 
beneficiary  of  retirement  plan 
assets,  he  or  she  will  currently 
have  an  option  of  several  effective 
income  tax  strategies,  including 
IRA  rollovers  for  continuing  the 


deferral  of  income  tax 
consequences  of  retirement  asset 
growth.  If,  however,  a trust  is 
named  for  personal  or  other 
family  reasons,  a spouse  is  now 
required  to  consent  to  such  a 
beneficiary  designation  and  the 
IRA  rollover  option  is  lost.  Here 
lies  a conflict  of  tax  and  personal 
planning  given  the  individual 
circumstances  of  the  spouse’s 
ability  to  manage  funds.  Further 
considerations  include  a 
continuation  of  a retirement  plan 
after  the  death  of  a sole 
practitioner  or  whether  the  partner 
or  shareholder  in  a professional 
practice  will  want  to  continue  to 
rely  upon  the  trustees  of  a group 
practice  to  manage  funds  for  his 
or  her  heirs. 

CONCLUSION.  Estate  planning 


for  the  physician  requires  an 
awareness  of  all  the  options  and 
techniques  for  handling  assets  as 
well  as  the  sensitive  assets  of 
retirement  plans  and  professional 
practices.  Often  physicians  do  not 
regard  estate  planning  as  a critical 
concern  in  the  management  of 
their  financial  affairs  and  often 
inherently  dislike  paying  for  other 
professional  fees.  Nevertheless, 
this  aspect  of  financial  planning 
falls  in  the  “big  mistake”  side  of 
the  “big  mistake-little  mistake” 
theory  of  personal  financial 
planning.  Remember  that  estate 
planning  is  not  only  estate  tax 
planning  and  that  a plan  oriented 
to  tax  avoidance  must  be 
consistent  with  the  psychological 
and  other  intangible  needs  of  the 
physician’s  family.  OSMA 


Synergy,  OSMA’s  patient  publication,  has  a new,  more 
manageable  8%  x 11  format,  which  makes  it  easier  to  display  in 
your  waiting  room  — and  to  copy  special  articles  for  your 
patients.  But  don’t  stop  there. 

Now,  you  can  share  copies  of  Synergy  with  your  patients  by 
taking  advantage  of  our  new  bulk  rates:  100  extra  copies  each 
month  for  $240  per  year;  200  extra  copies  for  $360  per  year  and 
500  extra  copies  for  $600  per  year.  That’s  as  little  as  10C  a copy 
per  issue! 

To  order  extra  copies  of  Synergy  call 
the  Ohio  State  Medical  Association  at 
(614)  228-6971  and  ask  for  our  special 
order  blank  or  write: 

Synergy 

The  Ohio  State  Medical  Assoc. 

600  S.  High  St. 

Columbus,  Ohio  43215 
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County  Society  Roster  Changes 


ALLEN:  Frank  M.  Baldauf, 
M.D.,  President,  658  W.  Market 
St.,  #101,  Lima  45801. 

BUTLER:  James  P.  Baden, 
M.D.,  President,  347  Park  Ave., 
Apt.  E,  Hamilton  45013;  Harry 
M.  Davin,  M.D.,  Secretary- 
Treasurer,  235  Buckeye  St., 
Hamilton  45011. 

CUYAHOGA:  Hermann 
Menges,  Jr.,  M.D.,  President, 
University  Sub.  Health  Ctr.,  1611 
S.  Green  Rd.,  Cleveland  44121. 

DARKE:  Daniel  S.  Berger, 
M.D.,  President,  220  W.  Martz 
St.,  Greenville  45331. 

FRANKLIN:  William 
Hamelberg,  M.D.,  President,  1492 
E.  Broad  St.,  Columbus,  43205; 
Phillip  D.  Jeffers,  M.D., 
Secretary-Treasurer,  3600 
Olentangy  River  Rd.,  #480, 
Columbus  43214;  James  S. 


Imboden,  Executive  Director,  525 
Metro  Place  North,  Ste.  440, 
Dublin  43017,  614/766-6221. 

HAMILTON:  Lee  J.  Vesper, 
M.D.,  President,  1127  Fehl  Lane, 
Cincinnati  45230;  David  A. 
Seltzer,  M.D.,  Secretary,  2123 
Auburn  Ave.,  #312,  Cincinnati 
45219. 

HARDIN:  Kamchai 
Ratanachinakorn,  M.D., 
President,  9 Lincoln  Ctr.,  Kenton 
43326;  Leonard  K.  Smith,  M.D., 
Secretary-Treasurer,  900  E. 
Franklin  St.,  Kenton  43326. 

KNOX:  James  J.  Wanken, 
President,  P.O.  Box  591,  Mt. 
Vernon  43050;  Raymond  E. 
Hatton,  M.D.,  Secretary- 
Treasurer,  5 N.  Gay  St.,  #200, 
Mt.  Vernon  43050. 

LORAIN:  Shirley  Dalton, 
Executive  Secretary,  1875  North 


Ridge  Rd.  E.,  Suite  E,  Lorain 
44055,  216/277-9009. 

MARION:  J.  Charles  Garvin, 
M.D.,  President,  707  Uhler  Rd., 
Marion  43302. 

PERRY:  Stephen  C.  Ulrich, 
M.D.,  President,  1625  Airport 
Rd.,  P.O.  Box  109,  New 
Lexington  43764. 

UNION:  Carolyn  H.  Ziegler, 
M.D.,  President,  Memorial 
Hospital,  500  London  Ave., 
Marysville  43040;  Walter  R.  Burt, 
M.D.,  Secretary-Treasurer,  31  E. 
State  St.,  Milford  Center  43045; 
no  executive  secretary. 

WOOD:  Albert  W.  Smith  III, 
M.D.,  President,  640  S. 
Wintergarden  Rd.,  Bowling  Green 
43402;  Robert  G.  Neville,  M.D., 
Secretary-Treasurer,  960  W. 
Wooster  St.,  Bowling  Green 
43402. 


Colleagues  In  The  News 


ROBERT  B.  ELLIOTT,  MD,  Ada, 
has  been  named  Ohio’s  Family  Physician 
of  the  Year.  Dr.  Elliott  has  served  as 
Hardin  county  coroner  since  1973,  and 
has  been  the  team  physician  for  Ada  pub- 
lic schools  and  Ohio  Northern  University 
for  many  years. 


HENRY  FELSON,  MD,  Cincinnati, 
associate  clinical  professor  emeritus  of  in- 
ternal medicine,  has  been  elected  to  the 
Marion  A.  Blankenhorn  Society,  which 
recognizes  outstanding  internal  medicine 
physician-educators  who  are  members  of 
the  volunteer  faculty  of  the  College  of 
Medicine. 


KEVIN  T.  GERACI,  MD,  Cleveland, 
has  been  named  “Man  of  the  Year”  by 
the  Gilmour  Academy  Alumni  Associa- 
tion for  his  many  professional  accom- 
plishments. 


MORTON  GROSSMAN,  MD,  War- 
rensville  Heights,  has  been  appointed 
medical  director  of  the  Geriatric  Special 


Edited  by  Deborah  Athy 

Care  Unit  at  Suburban  Community  Hos- 
pital. Dr.  Grossman  is  also  medical  direc- 
tor of  the  Rose  Park  Convalescent  Re- 
habilitation Center  in  Warrensville 
Heights. 


JERRY  L.  HAMMON,  MD,  West 
Milton,  was  awarded  membership  in  the 
American  College  of  Physician  Executives 
for  his  achievements  in  management  and 
leadership  as  well  as  in  medicine.  Dr. 
Hammon  is  vice  president  of  medical  af- 
fairs at  Good  Samaritan  Hospital  in  Day- 
ton. 


HENRY  HEIMLICH,  MD,  Cincin- 
nati, developer  of  the  lifesaving  technique 
known  as  the  “Heimlich  maneuver,”  has 
been  honored  by  the  American  Academy 
of  Achievement’s  1985  Salute  to  Excel- 
lence. Dr.  Heimlich,  a professor  of  ad- 
vanced clinical  sciences  at  Xavier  Univer- 
sity, was  recognized  for  his  individual 
contribution  to  medicine. 


JAMES  M.  HURST,  MD,  Cincinnati, 
intensivist  in  surgery  at  the  University  of 


Cincinnati  Medical  Center,  has  been  pre- 
sented with  the  Sigma  Xi  Distinguished 
Research  Award. 


JOHN  P.  SCHLEMMER,  MD,  Ak- 
ron, has  been  named  Ohio’s  Family  Prac- 
tice Educator  of  the  Year.  Dr.  Schlemmer 
directs  the  resident  education  program  at 
Akron  General  Medical  Center. 


WILLIAM  SCHUBERT,  MD,  of 

Children’s  Hospital  Medical  Center  in 
Cincinnati,  has  been  named  president  of 
the  Ohio  solid  organ  transplant  consor- 
tium. 


FRANKLYN  J.  SIMECEK,  MD,  a 

general  surgeon  at  Saint  Alexis  Hospital 
in  Cleveland,  was  recognized  by  the 
Academy  of  Medicine  of  Cleveland  for 
his  “Distinguished  Service”  to  the  com- 
munity and  the  medical  profession. 


JOHN  R.  SINKEY,  MD,  Toledo,  has 
been  named  chairman  of  the  Mercy 
Hospital  Board  of  Trustees. 
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M.  JOSEPH  BOYLE,  MD, 

Cambridge;  Columbia  University 
College  of  Physicians  and  Surgeons, 
New  York,  New  York,  1943;  age  68; 
died  July  11,  1985;  member  OSMA 
and  AM  A. 

JEROME  T.  BRESHER,  MD, 

Dayton;  University  of  Cincinnati 
College  of  Medicine,  1946;  age  73; 
died  July  23,  1985;  member  OSMA 
and  AM  A. 

ROBERT  COUNTS,  MD, 

Portsmouth;  Medical  College  of 
Virginia  Commonwealth  University 
School  of  Medicine,  Richmond, 
Virginia,  1950;  age  60;  died  July  17, 
1985;  member  OSMA  and  AMA. 

FRANK  GOLD,  MD, 

Hastings/Hudson,  New  York;  Case 
Western  Reserve  University  School  of 
Medicine,  1954;  age  57;  died  June  10, 
1985;  member  OSMA. 

JAMES  S.  GREETHAM,  MD, 

Marion;  Case  Western  Reserve 
University  School  of  Medicine,  1940; 
age  70;  died  June  13,  1985;  member 
OSMA  and  AMA. 

CARL  H.  HALL,  MD,  Dayton; 
University  of  Cincinnati  College  of 
Medicine,  1950;  age  59;  died  August 
3,  1985;  member  OSMA  and  AMA. 

MORRIS  KALMON,  MD,  Akron; 
Ohio  State  University  College  of 
Medicine,  1931;  age  80;  died  June  5, 
1985;  member  OSMA  and  AMA. 

OLEEN  K.  KITSMILLER,  MD, 

Cincinnati;  Eclectic  Medical  College, 
Cincinnati,  Ohio,  1919;  age  88;  died 
June  19,  1985;  member  OSMA  and 
AMA. 

G.  RICHARD  LAUBE,  MD, 

Cleveland;  University  of  Illinois  at 
Chicago  Health  Sciences  Center, 
Chicago,  Illinois,  1930;  age  82;  died 
July  12,  1985;  member  OSMA  and 
AMA. 


Obituaries 


GEORGE  L.  PARKIN,  MD,  Ponte 
Vedra  Beach,  Florida;  University  of 
Cincinnati  College  of  Medicine,  1940; 
age  70;  died  July  30,  1985;  member 
OSMA  and  AMA. 

CLAUDE  S.  PERRY,  MD, 

Columbus;  Case  Western  Reserve 
University  School  of  Medicine,  1926; 
age  86;  died  August  13,  1985;  member 
OSMA  and  AMA. 

STERGIOS  PETAS,  MD,  Sylvania; 
Faculty  of  Medicine  University  of 
Thessalonika,  Thessalonika,  Greece, 
1955;  age  59;  died  July  26,  1985; 
member  OSMA  and  AMA. 

THOMAS  REEF,  MD,  Akron; 
Jefferson  Medical  College  of  Thomas 
Jefferson  University,  Philadelphia, 
Pennsylvania,  1961;  age  48;  died  July 
23,  1985;  member  OSMA  and  AMA. 

EDWARD  R.  RINALDI,  MD, 

Cleveland;  Ohio  State  University 
College  of  Medicine,  1929;  age  81; 


died  July  24,  1985;  member  OSMA 
and  AMA. 

HAROLD  SCHWARTZ,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine,  1934; 
age  74;  died  June  1,  1985;  member 
OSMA  and  AMA. 

GERHARD  T.  SHEARER,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1941;  age  71; 
died  August  2,  1985;  member  OSMA 
and  AMA. 

G.  ROBERT  SMITH,  MD, 

Painesville,  Case  Western  Reserve 
University  School  of  Medicine,  1935; 
age  76;  died  July  13,  1985;  member 
OSMA  and  AMA. 

MAURICE  G.  WINCE,  MD, 

Akron;  Ohio  State  University  College 
of  Medicine,  1942;  age  68;  died 
August  2,  1985;  member  OSMA  and 
AMA. 


Medicine  in  the  Future 


How  did  the  year  2000  get  so 
close?  It  used  to  be  a faraway 
date  that  conjured  images  of  an 
ultra-futuristic  society  like  that 
depicted  in  “Brave  New  World.” 
But  now  — gradually  and 
suddenly  — the  year  2000  is  as 
close  ahead  of  us  as  the  year  1970 
is  behind  us. 

A recent  study,  commissioned 
by  the  Health  Insurance 
Association  of  America,  took  a 
look  ahead  at  “The  Health  Care 
System  in  the  Mid-1990s,”  and 
predicted  that  the  medical 
profession  will  undergo  a 
transformation  of  sorts. 

A growing  surplus  of  doctors 
and  the  continuing  pressure  to 


contain  medical  costs  will  eclipse 
the  role  of  the  solo  practitioner 
and  give  way  to  an  explosive 
growth  of  group-salaried 
organizations  such  as  HMOs, 
according  to  health  care  leaders 
who  were  surveyed  for  the  study 
by  Arthur  D.  Little,  Inc. 

Other  expected  changes: 
hospitals  will  integrate  into 
corporate  structures  in  an  effort  to 
compete  with  physician  groups; 
outpatient  care  will  greatly 
accelerate;  the  federal  government 
will  retreat  from  health  care;  and 
there  will  be  an  emphasis  on 
health  insurance  benefits  to  reward 
“healthy”  lifestyles. 

— Deborah  A thy 
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New  Members 


Next  month  in: 

THE  Ohio  STATED 

Medical 

Journal 

Women  in  Medicine 

How  are  women 
succeeding  in  the 
traditionally  male  specialties 
of  medicine?  How  are  they 
juggling  career  and  family? 
Next  month,  we  attempt  to 
answer  these  questions, 
and  more,  as  the  Journal 
takes  a look  at  women 
physicians. 


BELMONT 

Ana  Maria  V.  Domaoal,  Wheeling 
CLARK 

Tai  H.  Ryu,  Springfield 
CLINTON 

Richard  J.  Kazior,  Wilmington 

CUYAHOGA  (Cleveland  unless  noted) 
Angelos  Halaris 
John  P.  O’Grady 
Veronica  K.  Yates 

FRANKLIN 

Frank  Rivas,  Huntington 
Karl  J.  Valentine,  Columbus 

HAMILTON  (Cincinnati  unless  noted) 

Michelle  Biros 
Susan  Boiko 
Chester  H.  Lake,  Jr. 

Ezra  Ben  Riber 

Susan  M.  Sarracino 

Glenn  J.  Suntay,  Williams ville 

Donald  L.  Wayne 

Norbert  Weidner,  Batavia 


John  J.  Zerbe 
LORAIN 

Gundelina  D.  Romero,  Elyria 
Eswari  Sivanandam,  Medina 

LUCAS  (Toledo  unless  noted) 
Clarence  Gallegos 
John  H.  Hageman 
Scott  W.  Hoyer 
Marie  C.  Konzen 

MONTGOMERY 

Curtis  B.  Everson,  Fairborn 
John  C.  McCafferty,  Fairborn 

PORTAGE 

Catherine  A.  Roca,  Canton 
ROSS 

Loren  C.  Finley,  Chillicothe 
SANDUSKY 

William  D.  Moore,  Jr.,  Fremont 
SHELBY 

John  Sikorski,  Sidney 


Ask  the  Ombudsman 


Q.  One  of  my  hospitalized 
Medicare  patients  decided  that  she 
did  not  wish  to  be  discharged  on 
the  date  established  by  our 
hospital  review,  and  informed  me 
that  she  would  pay  for  the  extra 
costs,  above  Medicare’s  settlement. 
Our  hospital  administrator  came 
up  with  a decertification  form  the 
patient  signed,  and  the  patient  was 
permitted  to  select  a discharge 
date.  Does  the  OSMA  have  a 
policy  on  this,  or  advice  on 
whether  a physician  should  go 
along  with  it? 

MD 

Youngstown 


A.  HCFA  issued  guidelines  on 
the  “Denial  of  Coverage  Notices” 
on  June  13,  1985,  which  we 
believe  clarify  the  intent  of  the 
situation  you  describe.  HCFA 
stated  that  earlier  notices 
sometimes  contained 
misinformation  that  resulted  in 
inappropriate  collections  from  a 
Medicare  beneficiary.  The  new 
guidelines  now  require  review  of 
the  notices  and  approval  by  the 
state’s  PRO.  The  OSMA  has 
examples  of  the  HCFA-approved 
patient  notices  available  upon 
request.  To  obtain  a copy,  write: 
Ombudsman,  The  Ohio  State 
Medical  Association,  600  South 


High  Street,  Columbus,  Ohio 
43215. 


Address  any  inquiries  you  may 
have  to:  OSMA  Ombudsman,  600 
South  High  Street,  Columbus, 
Ohio  43215. 
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A PRACTICAL  SUBCUTANEOUS  INFUSION  PORT  SYSTEM 
FOR  CANCER  PATIENTS 

A Southeastern  Ohio  Cancer  Center  Study 
Roy  E.  Smith,  MD 


A totally  implanted  subcutaneous  infusion  port  system  was 
evaluated  in  40  patients.  All  patients  lacked  peripheral  venous 
access  and  39  were  receiving  aggressive  chemotherapy.  The  cumu- 
lative number  of  access  days  was  5,681.  The  system  was  highly 
reliable.  There  were  no  episodes  of  occlusion,  thrombosis,  infec- 
tions or  catheter  malfunction.  With  present  technology,  long-term 
infusions  with  vesiculant  drugs  is  hazardous.  Patient  acceptance 
was  universal  because  of  its  convenience,  cosmetic  advantage, 
and  lack  of  maintenance  between  uses. 


Vascular  access  in  patients  receiving  chemotherapy  as  treat- 
ment for  malignancy  can  be  difficult  to  attain.  Chemothera- 
peutic regimens  often  involve  agents  that  can  result  in  severe 
phlebitis  or  necrosis  of  tissue.  Patients  receiving  cyclic  intrave- 
nous therapy  require  multiple  venipunctures  that  may  result  in 
thrombosis  of  readily  available  vessels.  Difficulty  in  finding  an 
accessible  venous  site  can  result  in  patient  discomfort  as  well 
as  nurse  and  physician  frustration,  increasing  the  likelihood  of 
drug  infiltration  and  resulting  necrosis  and  ulceration.  Lack  of 
venous  access  may  lead  to  unnecessary  delays  or  actual  cessation 
of  needed  systemic  treatment.  In  this  setting,  silastic  central 
venous  catheters  have  been  used  for  many  years  to  secure  ade- 
quate venous  access.1"14  More  recently  a totally  implanted  sys- 
tem, using  a subcutaneous  injection  port  that  requires  minimal 
care  has  been  introduced.15’16 

Patients  and  Methods 

Forty  patients  (Table  I)  requiring  chemotherapy  or  intrave- 
nous support  with  poor  peripheral  venous  access  were  entered 
into  this  study.  These  patients  would  otherwise  have  been  con- 
sidered for  implantation  of  the  Hickman  or  Broviac  cath- 
eters.7‘9’11,12,14  The  infusion-port  system  was  purchased  from 
the  Infusaid  Corporation,  Norwood,  Massachusetts.  The  infu- 
sion-port system  consists  of  a conical  chamber  with  a self-sealing 
rubber-silicone  septum  surrounded  by  an  injection-molded 
plastic  body.  The  conical  chamber  weighs  12.1  gms.  and  is  con- 
nected to  a silastic  catheter  with  a 0.63  mm.  lumen  and  a 2.3 
mm.  outside  diameter  (Figure  I). 


Roy  E.  Smith,  MD,  Southeastern  Ohio  Cancer  Center,  Good  Samaritan 
Medical  Center,  Zanesville,  Ohio. 


The  infusion-port  system  was  placed  under  local  anesthesia 
threading  the  silastic  catheter  via  the  subclavian  vein  into  the 
superior  vena  cava  or  right  atrium.  The  position  of  the  catheter 
tip  was  ascertained  by  fluoroscopy  or  chest  X-ray  and  blood 
withdrawal  prior  to  use.  The  reservoir  was  placed  in  a subcutane- 
ous pocket  created  in  the  infraclavicular  area. 

Twenty-two  gauge  straight  LCN  1384  and  90  degree  angled 
LCN  784  Huber-point  needles  (Infusaid  Corp.,  Norwood, 
Massachusetts)  were  used  for  either  injection  or  infusion  respec- 
tively. The  catheter  was  flushed  with  3-5  ml.  of  heparinized  sa- 
line (100  U/ml.)  at  the  completion  of  use  or  at  four-to  eight- 
week  intervals,  whichever  came  first. 

Prior  to  use,  the  skin  over  the  reservoir  was  cleaned  with 
three  Povidone-Iodine  solution  washes.  The  septum  was  pene- 
trated with  a Huber-point  needle  attached  to  a three  or  five  cc. 
syringe  containing  saline.  Blood  was  drawn  into  the  syringe  to 
insure  needle  placement  and  the  saline  was  then  injected.  With 
the  needle  in  place,  the  drug  solutions  were  attached  and  injec- 
tions made.  The  system  was  flushed  with  saline  after  the  admin- 
istration of  each  chemotherapeutic  agent.  After  completion  of 
therapy,  the  port  was  again  flushed  with  a heparinized  saline 
solution  to  prevent  occlusion. 

During  continuous  infusions,  an  IVAC  560  Volumetric  (IVA 
Corporation,  San  Diego,  California)  infusion  pump  or  CorMed 
ML6-4  infusion  pump  (CorMed  Co.,  Medina,  New  York)  was 
applied  to  the  reservoir  via  a 90  degree  Huber-point  needle  and 
luer  lock  extension  tube  system.  Needles  and  intravenous  tubing 
were  placed  under  sterile  conditions  and  secured  with  Steri-strips 
and  Opsite. 

Antineoplastic  agents  infused  included:  cis-platinum,  bleo- 
mycin, vincristine,  doxorubicin,  cyclophosphamide,  5-FU, 
methotrexate,  nitrogen  mustard,  thio-tepa,  DTIC,  mitomycin 
C,  acodozale,  VP-16,  and  vindesine.  Non-antineoplastic  drugs 
given  included:  diphenhydramine,  hydrocortisone,  metaclopro- 
mide,  diazepam,  morphine,  furosemide,  hydromorphone  HCL, 
and  cefotaxime.  Blood  products  included:  fresh-frozen  plasma, 
platelets,  packed  red  cells  and  albumin. 

Results 

The  infusion-port  system  was  placed  in  this  group  of  40  pa- 
tients for  a median  of  130  days  (range  three  to  421  days).  The 
total  cumulative  days  of  access  was  5,681.  Patient  acceptance 
was  good  and  cosmetic  appearance  satisfactory.  Patients  were 
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TABLE  I 

STUDY  GROUP  CHARACTERISTICS 


Patient 
Number 
& Sex 

Diagnosis 

Age 

Days 

in 

Place 

Number 

of 

Injections 

Infusions 

Total 

Number 

Duration 

(days) 

# 1 

F 

Squamous  cell  carcinoma  of  the  cervix 

37 

144 

5 

— 

— 

ft  2 

F 

Breast  cancer 

65 

60 

4 

— 

— 

# 3 

F 

Breast  cancer 

36 

140 

7 

— 

— 

# 4 

F 

Breast  cancer 

69 

84 

7 

— 

— 

# 5 

F 

Ovarian  carcinoma 

39 

421 

14 

— 

— 

# 6 

F 

Squamous  cell  carcinoma  of  the  anus 

58 

94 

8 

5 

15 

# 7 

F 

Oat  cell  lung  cancer 

70 

323 

26 

— 

— 

# 8 

F 

Hodgkin’s  Disease 

21 

288 

73 

— 

— 

# 9 

F 

Breast  cancer 

70 

28 

2 

— 

— 

#10 

M 

Oat  cell  lung  cancer 

65 

89 

11 

— 

— 

m 

F 

Breast  cancer 

65 

330 

28 

— 

— 

#12 

F 

Breast  cancer 

70 

22 

3 

— 

— 

#13 

F 

Multiple  myeloma 

47 

93 

3 

1 

38 

#14 

F 

Breast  cancer 

62 

45 

5 

— 

— 

#15 

F 

Breast  cancer 

69 

196 

10 

— 

— 

#16 

F 

Breast  cancer 

61 

155 

9 

— 

— 

#11 

M 

Non-oat  cell  lung  cancer 

58 

297 

20 

— 

— 

#18 

M 

Lymphoma 

68 

11 

1 

• — 

— 

#19 

M 

Melanoma 

32 

130 

19 

14 

14 

#20 

M 

Small  cell  lung  cancer 

61 

104 

5 

— 

— 

#21 

M 

Non-oat  cell  lung  cancer 

62 

113 

4 

— 

— 

#22 

M 

Lymphoma 

57 

130 

9 

— 

— 

#23 

M 

Oat-cell  lung  cancer 

56 

190 

19 

— 

— 

#24 

M 

Non-oat  cell  lung  cancer 

52 

11 

1 

— 

— 

#25 

M 

Oat  cell  lung  cancer 

57 

67 

3 

— 

— 

#26 

F 

Breast  cancer 

71 

283 

10 

— 

— 

#27 

M 

Oat  cell  lung  cancer 

60 

270 

10 

— 

— 

#28 

F 

Adenocarcinoma  of  unknown  primary 

56 

136 

15 

— 

— 

#29 

F 

Breast  cancer 

44 

242 

13 

— 

— 

#30 

F 

Endometrial  carcinoma 

64 

3 

2 

— 

— 

#31 

M 

Pancreatic  carcinoma 

59 

374 

19 

— 

— 

#32 

M 

Pancreatic  carcinoma 

53 

117 

11 

3 

72 

#33 

F 

Non-oat  cell  lung  cancer 

47 

132 

6 

— 

— 

#34 

F 

Breast  cancer 

60 

151 

11 

— 

— 

#35 

F 

Breast  cancer 

51 

129 

7 

— 

— 

#36 

M 

Non-oat  cell  lung  cancer 

56 

104 

1 

1 

2 

#37 

F 

Hodgkin’s  Disease 

62 

182 

12 

— 

— 

#38 

F 

Squamous  cell  carcinoma  of  the  oral  cavity 

68 

160 

13 

2 

2 

#39 

M 

Multiple  myeloma 

79 

115 

17 

— 

— 

#40 

F 

Infectious  Endocarditis 

68 

34 

70 

— 

— 

*Infusion  = delivery  of  solution  or  drug  for  no  less  than  24  hours. 
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able  to  carry  out  their  daily  routines.  No  special  precautions 
were  taken  between  infusion-port  uses.  Several  ports  were  used 
for  as  long  as  eight  weeks  between  heparinized  saline  flushes 
without  complications. 

The  port  was  used  by  many  different  nurses  and  physicians  with 
few  inconveniences  or  difficulties.  One  patient  with  infectious 
endocarditis  was  taught  to  give  her  own  twice  daily  injections. 
Table  II  describes  the  complications  encountered.  The  two  epi- 
sodes of  skin  irritation  were  minor  and  localized  to  the  needle 
entry  site.  The  hematoma  was  post-operative  in  nature  and  re- 
quired no  intervention.  Difficulty  on  entry  occurred  on  3 occa- 
sions and  was  related  to  nurse  inexperience  as  well  as  patient 
obesity.  Of  the  four  episodes  of  extravasation,  two  were  related 
to  needle  dislodgment  and  two  to  catheter  dislodgment  or  mis- 
placement. The  two  episodes  of  catheter  dislodgment  or  dis- 
placement resulted  in  increased  patient  morbidity  and  subse- 
quent removal  of  the  system. 


TABLE  II 
Complication 


Episodes 

Catheter  related  sepsis 

0 

Local  skin  irritation 

2 

Catheter  occlusion 

0 

Port  leakage 

0 

Drug  extravasation 

4 

Thrombosis/embolization 

0 

Hematoma 

1 

Catheter  dislodgment 

2 

Difficult  entry 

3 

Needle  dislodgment 

4 

Cumulative  access  days 

5,681 

Complications/ 1000  access  days 

3.0 

The  infusion-port  system  was  also  used  to  deliver  aggressive 
hydration  at  rates  as  high  as  500  cc./hr.  Table  III  outlines  the 
blood  products  that  were  delivered  via  this  system.  In  general, 
the  system  was  adequate  for  delivery  of  these  products;  however, 
platelet  concentrates,  as  well  as  packed  red  blood  cells,  infused 
slowly,  and  consistently  required  the  use  of  pressure  infusers. 

The  infusion-port  system  was  used  to  deliver  20  long-term 
infusions  ranging  in  duration  from  one  to  38  days  in  seven  dif- 
ferent patients.  The  total  cumulative  infusion  time  for  this  study 
was  112  days.  On  two  occasions  infusions  were  interrupted  by 
needle  dislodgment.  Vesiculant  drugs  were  not  used  for  long- 
term infusions  and  there  was  no  evidence  of  drug  extravasation. 

TABLE  III 

Blood  Products  Infused 

Units 

Whole  Blood 

0 

Packed  Red  Cells 

33 

Fresh-frozen  Plasma 

2 

Platelets 

40 

Albumin 

4 

Discussion 

Several  types  of  silastic  silicone-rubber  central  venous  cath- 
eters are  commonly  in  use  in  the  United  States.8’9,11"14  Charac- 
teristically, these  catheters  are  tunneled  subcutaneously  before 
entering  the  venous  site  and  are  then  passed  through  the  skin 
to  the  exterior.  Since  a portion  of  the  catheter  is  exposed,  there 
is  an  incidence  of  sepsis  that  ranges  from  10  to  25%. 8,9,11,14 
Frequent  dressing  changes  and  heparinized  saline  flushes  are 
required  once  or  twice  daily.  Unfortunately,  in  spite  of  this  ag- 
gressive maintenance  care,  catheter  occlusion  occurs  in  about 
one  quarter  of  the  patients.8,1014 


This  newly  introduced  subcutaneous  infusion-port  system 
offers  a reasonable  alternative.15,16,17  It  has  a low  susceptibility 
to  infection,  occlusion,  or  port  leakage.  Unlike  previous  reports, 
we  found  that  blood  withdrawal  was  easy  to  perform.15  As  indi- 
cated in  Table  III,  the  complication  rate  was  3.0/1000  access 
days  and  was  comparable  to  the  experience  reported  by 
others.15,16,17  Unfortunately,  the  system  was  not  entirely  reli- 
able for  the  administration  of  long-term  infusions.  This  ap- 
peared to  be  related  to  the  difficulty  in  securing  the  Huber-point 
needle  after  insertion  in  the  septum.  Ambulatory  or  non-ambu- 
latory patients  could  easily  dislodge  the  needle  from  the  reservoir 
by  inadvertently  applying  tension  to  the  infusion  tubing  or  by 
changing  position.  The  administration  of  known  vesicant  agents 
for  long  periods  via  this  system  would  most  likely  be  hazardous. 

The  infusion-port  system  requires  surgical  expertise  during 
placement.  Two  of  our  patients  developed  pleural  effusion  and 
suffered  increased  morbidity  due  to  catheter  dislodgment  or  mis- 
placement. One  patient,  whose  reservoir  was  placed  at  an  un- 
usual angle  on  the  curvature  of  a rib,  had  an  innocuous  intrave- 
nous solution  extravasation  due  to  needle  misplacement. 

The  delivery  of  blood  products  could  be  adequately  per- 
formed but  was  not  uniformly  convenient.  Packed  red  blood 
cells  and  platelet  concentrates  often  took  excessive  amounts  of 
time  to  infuse  and  required  the  use  of  pressure  infusors. 

The  totally  implanted  subcutaneous  infusion-port  system 
represents  a new  and  useful  development  in  venous-access  tech- 
nology. It  is  easy  to  place,  convenient  to  care  for,  and  has  mini- 
mal complications.  Its  use  for  long-term  infusions  is  limited, 
and  the  administration  of  vesiculant  drugs  should  be  carefully 
considered.  Surgical  experience  in  the  placement  of  such  systems 
is  a necessity. 


Figure  I 

The  conical  chamber  of  the  infusion  port  with  catheter  being 
flushed  prior  to  placement  in  infraclavicular  pocket. 
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A practical  subcutaneous  infusion  port  system 

continued 
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The  Case  Definition  of  AIDS 

continued 


unless  symptoms  specific  for  the 
anatomic  sites  of  the  cancer  (as 
described  above)  began  before 
the  long-term  therapy 

3.  Cancer  or  lymphoid  or 
histiocytic  tissue,  such  as 
lymphoma  (except  for 
lymphoma  localized  to  the 
brain),  Hodgkin’s  disease, 
lymphocytic  leukemia,  or 
multiple  myeloma  or 
angioimmunoblastic 
lymphadenopathy 

Any  other  cancer  or  infection, 
regardless  of  whether  diagnosed 
before  or  after  the  cancer  of 
lymphoid  or  histiocytic  tissue, 
(because  a lymphoma  may  have 
been  present  before  the 
opportunistic  disease,  even  if 
diagnosed  after) 

4.  Age  60  years  or  older  at 
diagnosis 

Kaposi’s  sarcoma 

5.  Age  under  28  days  (neonatal) 
at  diagnosis 

Toxoplasmosis,  or  herpes 
simplex  virus  infections 

6.  Age  under  6 months  at 
diagnosis 

Cytomegalovirus  infection 

7.  An  immunodeficiency 
atypical  of  AIDS,  such  as 
one  involving 

hypogammaglobulinemia;  or 
an  immunodeficiency  of 
which  the  cause  appears  to 
be  a genetic  or 
developmental  defect  (e.g., 
thymic  dysplasis) 

Any  infection  or  cancer 
diagnosed  during  such 
immunodeficiency  (This  applies 
especially  to  children.) 

8.  Exogenous  malnutrition 
(starvation) 

Any  infection  or  cancer 
diagnosed  during  or  within  1 
month  after  discontinuation  of 
starvation  (This  applies 
especially  to  patients  who 
recently  emigrated  from 
countries  where  malnutrition  is 
common.) 

Issues  related  to  the  case 
definition  of  AIDS  were  discussed 
by  the  Conference  of  State  and 
Territorial  Epidemiologists  (CSTE) 


at  its  annual  meeting  in  Madison, 
Wisconsin,  June  2-5,  1985.  The 
CSTE  approved  the  following 
resolutions,  which  subsequently 
were  adopted  by  CDC  as 
amendments  to  the  case  definition 
of  AIDS  for  national  reporting: 

1.  that  the  case  definition  of  AIDS 
used  for  national  reporting 
continue  to  include  only  the 
more  severe  manifestations  of 
HTLV-III/LAV  infection;  and 

2.  that  CDC  develop  more 
inclusive  definitions  and 
classifications  of  HTLV- 
III/LAV  infection  for 
diagnosis,  treatment,  and 
prevention,  as  well  as  for 
epidemiologic  studies  and 
special  surveys;  and 

3.  that  the  following  refinements 
be  adopted  in  the  case 
definition  of  AIDS  used  for 
national  reporting: 

a.  In  the  absence  of  the 
opportunistic  diseases 
required  by  the  current  case 
definition,  any  of  the 
following  diseases  will  be 
considered  indicative  of 
AIDS  if  the  patient  has  a 
positive  serologic  or  virologic 
test  for  HTLV-III/LAV: 

(1)  disseminated 
histoplasmosis  (not 
confined  to  lungs  or 
lymph  nodes),  diagnosed 
by  culture,  histology,  or 
antigen  detection; 

(2)  isosporiasis,  causing 
chronic  diarrhea  (over  1 
month),  diagnosed  by 
histology  or  stool 
microscopy; 

(3)  bronchial  or  pulmonary 
candidiasis,  diagnosed  by 
microscopy  or  by 
presence  of  characteristic 
white  plaques  grossly  on 
the  bronchial  mucosa 
(not  by  culture  alone); 

(4)  non-Hodgkin’s 
lymphoma  of  high-grade 
pathologic  type  (diffuse, 
undifferentiated)  and  of 
B-cell  or  unknown 
immunologic  phenotype, 
diagnosed  by  biopsy; 


(5)  histologically  confirmed 
Kaposi’s  sarcoma  in 
patients  who  are  60  years 
old  or  older  when 
diagnosed. 

b.  In  the  absence  of  the 
opportunistic  diseases 
required  by  the  current  case 
definition,  a histologically 
confirmed  diagnosis  of 
chronic  lymphoid  interstitial 
pneumonitis  in  a child  (under 
13  years  of  age)  will  be 
considered  indicative  of 
AIDS  unless  test(s)  for 
HTLV-III/LAV  are  negative. 

c.  Patients  who  have  a 
lymphoreticular  malignancy 
diagnosed  more  than  3 
months  after  the  diagnosis  of 
an  opportunistic  disease  used 
as  a marker  for  AIDS  will 
no  longer  be  excluded  as 
AIDS  cases. 

d.  To  increase  the  specificity  of 
the  case  definition,  patients 
will  be  excluded  as  AIDS 
cases  if  they  have  a negative 
result  on  testing  for  serum 
antibody  to  HTLV-III/LAV, 
have  no  other  type  of 
HTLV-III/LAV  test  with  a 
positive  result,  and  do  not 
have  a low  number  of  T- 
helper  lymphocytes  or  a low 
ratio  of  T-helper  to  T- 
suppressor  lymphocytes.  In 
the  absence  of  test  results, 
patients  satisfying  all  other 
criteria  in  the  definition  will 
continue  to  be  included. 


Colleague  . . . 

JOSEPH  GHORY,  MD,  associate  di- 
rector of  the  division  of  allergy/immunol- 
ogy at  Children’s  Hospital,  Cincinnati, 
has  received  the  Award  of  Excellence 
from  the  University  of  Cincinnati  for  his 
outstanding  achievements  in  the  field  of 
medicine.  Dr.  Ghory  also  received  the 
1985  Cincinnati  Pediatric  Society  Recog- 
nition Award,  and  has  been  honored  by 
the  American  College  of  Allergy. 
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Announcing... An  authoritative  new  medical  reference 
from  the  American  Medical  Association 

AMA  Handbook  of  Poisonous 
and  Injurious  Plants 


An  easy-to-use  guide 
to  the  identification, 
diagnosis,  and 
management  of  human 
intoxications  from  plants 
and  mushrooms. 

Comprehensive 

Covers  the  important 
native  and  cultivated  plants 
of  the  United  States, 
Canada,  northern  Mexico, 
and  the  Caribbean. 

Authoritative 

Features  435  pages  drawn 
from  the  vast  scientific  re- 
sources of  the  American 
Medical  Association. 

Illustrated 

Includes  187  pages  of  full 
color  photographs  to  aid  in 
plant  identification. 


Section  I 

Systemic  Plant  Poisoning 
takes  you  from  “A”  to  “Z” 
outlining  details  of  each 
plant,  symptoms,  manage- 
ment, and  other  references. 

Section  II 

Plant  Dermatitis  discusses 
reactions  to  common  der- 
matitis-producing plants  and 
gives  appropriate  therapeu- 
tic measures. 

Section  III 

Mushroom  Poisoning  con- 
centrates treatment  of  in- 
juries based  solely  on  the 
history  and  symptoms. 
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2 Acokanthera  species 

' Family- Apocynaceae 

Trivial  Names:  Bushman  s Poison-  Poison  Bush. 
Poison  Tree 
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Benefits  you  in  4 

important  ways: 

1 . Helps  determine  the  need 
for  medical  intervention. 

2.  Suggests  appropriate 
therapeutic  measures. 

3.  Lists  key  references  in 
case  of  complications. 

4.  Provides  full  color  photos 
to  aid  patient  recognition 
of  injurious  plants. 


An  indispensable 
reference  for: 

• Physicians 

• Hospital  Emergency 
Rooms 

• Poison  Control  Centers 

• HMOs 

• Medical  and  Public 
Libraries 

• Public  Health  Departments 

• School  Health  Personnel 

• Government  and  Voluntary 
Health  Organizations 


Also  available  at  local  book- 
stores. 

Mail  the  attached  coupon 
today. 


Section  I is  organized 
to  provide  “instant” 
answers. 


Compact,  field  guide  format. 
4V2"  x 8",  soft  bound.  435 
pages,  1 87  pages  of  full 
color  photos. 


Order  Coupon 

YES,  please  send  my  copy  of  the  AMA  Handbook  of  Poisonous  and  Injurious 
Plants.  I understand  that  each  copy  is  mine  for  only  $18.95,  plus  $2.50  to  help 
cover  UPS  delivery  and  handling.  Please  allow  2 to  3 weeks  for  delivery. 

No.  of  copies 

at  $18.95  ea.  plus  $2.50  UPS  delivery  and  handling. 

Enclosed  is  my  check  or  money  order  in  the  amount  of  $_ 

My  MasterCard,  or  Visa  number  is 

Expiration  Date 


For  faster  ordering  service,  use  our  toll-free  number  1-800/621-8335  (In  Illinois, 
call  collect  312/645-4987). 

Fill  in . . . detach . . . and  mail  with  your  payment  to: 

Chicago  Review  Press,  213  W.  Institute  Place,  Chicago,  IL  60610. 

Send  to: 

Name 

(Please  print  plainly.) 

Address 


City . 


State . 


Zip. 
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What  Ohioans  Think  . . . continued 


facilities  other  than  hospitals  for  their 
care. 

These  figures  represent  usage  from 


one  to  six  times. 

Hospital  Emergency  Room  11  Vo 

Out-patient  clinics  4 Vo 

Urgent  Care  Centers  3 Vo 

Surgery  Center  2 Vo 


Of  respondents  who  do  not  have 
personal  physicians,  35%  of  the 
females  use  hospital  emergency 
rooms  compared  to  13%  of  the 
males.  Twenty-four  percent  of 
males  use  outpatient  clinics 
compared  to  5%  of  females. 

To  gauge  the  public’s  decision- 
making process  regarding  selection 
of  health  insurance  plans, 
respondents  were  presented  with  a 
hypothetical  situation  about 
changes  in  their  health  care  plans. 


changing  and  are  making  very 
important  decisions  about  their 
health  care  based  on  little  or  no 
information,”  says  Dr.  William 
Dorner,  Chairman  of  the  OSMA’s 
Communications  Committee.  Dr. 
Dorner  has  helped  oversee  the 
implementation  of  Substitute 
Resolution  29-84  and  the  public 
information  program. 

To  begin  to  clear  up  the  public 
confusion,  the  OSMA  knew  it  had 
to  undertake  a broad-based 
response  to  begin  to  educate  the 
public.  The  result  has  been  a cost- 
shared  program  between  the 
OSMA  and  the  county  medical 
societies  to  promote  the  Changes 
in  Health  Care  booklet.  So  far 
eight  county  societies  have 
participated  by  purchasing 


advertising  on  television,  radio  and 
in  newspapers  to  promote  the 
booklet.  Each  ad  gives  a toll  free 
telephone  number,  1-800-MED- 
NEWS,  for  persons  to  call  to 
receive  a copy.  The  ad  also  tells 
people  they  can  ask  their  physician 
for  a copy. 

“We  know  we  must  let  people 
know  not  only  that  the  decisions 
they  make  about  their  health  care 
are  important,”  says  Dr.  Dorner, 
“but  that  the  entire  system  is 
rapidly  changing  and  will  have  an 
effect  on  how  they  pay  for  their 
medical  care  now  and  in  the 
future.” 


Tom  Cashman  is  the  Associate 
Director  of  the  OSMA ’s  Department 
of  Communications. 


They  were  asked: 

Some  people  feel  the  high  cost  of  health  care  is  prompting  changes  in  the  way  health  care  is 
paid.  Suppose  your  coverage  was  going  to  change.  In  each  statement,  please  tell  me  if  you 
strongly  agree,  somewhat  agree,  are  neutral,  somewhat  disagree  or  strongly  disagree. 


I would  choose  a plan  that: 

SA 

A 

N 

D 

SD 

NR 

Allows  me  to  choose  my  own  physician 

42 

48 

6 

1 

0 

3 

Pays  for  routine  office  visits 

22 

49 

12 

12 

2 

3 

Includes  a higher  amount  I have  to  pay  rather  than 
cutting  my  benefits 

8 

45 

19 

20 

5 

3 

Includes  a lower  amount  I have  to  pay  but  has  less 
benefits 

3 

12 

18 

50 

14 

4 

Health  Care  Control 

To  assess  the  public’s  perception 
of  the  major  players  in  the  health 
care  system,  respondents  were 
asked  who  or  what  entity  they  saw 
to  be  in  control  of  medical  care. 
Answers  were  evenly  distributed 
across  the  spectrum  of  choice 
options,  perhaps  as  a reflection  of 
the  presence  of  a number  of 
important  factors  providing  health 
care  services. 

What  people  or  organization  do 
you  believe  to  be  in  control  of  the 
health  care  system  today? 


Government  23  Vo 

Physicians  25  Vo 

Third  Party  Payers  21  Vo 

Employers  9 Vo 

Consumers  3 Vo 


The  Response 

Clearly  the  public  is  confused. 
“Despite  claims  to  the  contrary, 
it  was  obvious  most  people  know 
very  little  about  how  health  care  is 


How  to  find  out 
(and  help  your 
patients  find  out) 
about  changes  in 
health  care  . . . 

The  booklet,  Changes  in  Health 
Care:  What  You  And  Your  Family 
Should  Know,  informs  consumers 
of  trends  in  the  practice  of 
medicine,  in  insurance  and 
payment  programs,  and  about 
innovations  in  the  delivery  of 
medical  care. 

Copies  can  be  obtained  by 
physicians  to  give  to  patients,  or 
they  may  be  obtained  by  calling 
1-800-MED-NEWS. 


Changes 

Health  Care: 

What  you  and  your 
family  should  know... 


A Message  from  Ohio’s  Physicians 
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Classified  Advertising 


Employment 

Opportunities 


BOARD  ELIGIBILITY  OR  CERTIFI- 
CATION IN  FAMILY  PRACTICE  to 

join  other  family  practitioner  in  expand- 
ing practice  in  new  building.  Fee  for  ser- 
vice and  state  contract  work.  Competitive 
salary  and  future  partnership.  Family 
Health  Center,  Inc.,  600  West  Central 
Avenue,  Springboro,  Ohio  45066. 


EMERGENCY  ROOM  PHYSICIAN 
— NORTHEAST  OHIO 

A full-time  position  available  in  a pro- 
gressive 290-bed  hospital  that  has  a 
modern  and  new  emergency  facility. 
A minimum  of  two  years  of  emergen- 
cy room  experience  required  along 
with  a current  Ohio  license,  ACLS  and 
ATLS  certificates.  Excellent  salary 
and  benefits.  Send  curriculum  vitae  to: 
Director  of  Emergency  Department, 
Massillon  Community  Hospital,  875 
Eighth  Street  N.E.,  Massillon,  OH 
44646  or  call  (216)  832-8761,  Ext. 
5227.  Equal  Opportunity  Employer. 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 

caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 


ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400, 


FAMILY  PRACTITIONER:  Established 
medical  group  needs  a family  practi- 
tioner. Located  in  the  sun-belt  and  no 
state  tax.  Guaranteed  salary  and  early 
partnership  for  the  conscientious  person. 
Contact  clinic  administrator  10737  Gate- 
way West,  El  Paso,  Texas  79935  or  call 
(915)  592-0201. 

FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 


FAMILY  PRACTITIONER  OR  MED/ 
PEDS  to  join  a private,  community- 
oriented  family  practice  in  summer  1986 
located  in  small  city/semi-rural  area  of 
West  Virginia.  Send  inquiries  or  CV  to 
Joseph  Golden,  MD,  POB  1304,  Sophia, 
WV  25921  or  call  (304)  683-4304  (days) 
or  (304)  253-5409  (nights). 


FOSTORIA,  OHIO  — Directorship  and 
full-time  emergency  department  position 
available  at  moderate  volume  facility 
within  one  hour  drive  of  Toledo.  Attrac- 
tive compensation  with  malpractice  insur- 
ance provided.  Please  submit  resume  to 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  or  call  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


GENERAL/FAMILY  PRACTICE 

South  Central  Ohio  with  JCAH  Hospital. 
Excellent  growing  industrial  economy  in 
a stable  medium  size  community  with  all 
amenities.  Will  introduce.  Buy/lease/take 
over  on  flexible  financing.  Reply  to  Box 
No.  72,  c/o  Ohio  State  Medical  Journal, 
600  South  High  Street,  Columbus,  Ohio 
43215. 


HOLISTIC  DOCTOR.  Compensation 
$25-$30  per  hour  plus  percentage.  Solo 
practice.  All  equipment,  personnel  fur- 
nished. No  start-up  fees.  Excellent  growth 
potential.  Send  CV  and  recent  photo  to: 
MLG  Health  Care  Corporation,  1100 
Wilmington  Ave.,  Dayton,  OH  45420. 


Ohio,  Southwestern:  Vacancy  in  stable, 
established  local  group,  staffing  three 
emergency  departments  each  with  20,000 
annual  visits.  Excellent  salary  plus  all 
available  fringes.  Minimum  two  years 
emergency  department  experience  re- 
quired; preparation  for  ABEM  preferred. 
Reply  with  C.V.  to:  Jeff  Cianchetti,  MD, 
Hamilton  Emergency  Physicians,  Inc., 
181  Heathwood  Lane,  Hamilton,  OH 
45013. 


PENNSYLVANIA:  Unique  opportunity. 
Building  new  emergency  department  in 
progressive,  academic  community 
hospital.  New  facility,  in-the-round.  Base 
station,  active  paramedic  training  pro- 
gram, resident  education.  Opportunities 
for  research  and  teaching  affiliation  with 
nationally  prominent  emergency  medicine 
residency  program.  Competitive  salary 
with  paid  malpractice,  disability,  life  in- 
surance, CME,  etc.  Emergency  residen- 
cy trained,  board  certified,  or  board 
qualified  and  actively  seeking  certifica- 
tion. Contact  Nathan  C.  Schafer,  MD, 
Chairman,  Department  of  Emergency 
Medicine,  St.  Margaret  Memorial 
Hospital,  815  Freeport  Road,  Pittsburgh, 
PA  15215.  (412)  784-4189  or  4782. 


PHYSICIAN 

Required  by  family  practice  center, 
located  in  a medium-sized  county  in  south 
central  Ohio,  with  proximity  to  large 
metropolitan  areas.  Salary  plus  incen- 
tives. Administrative  opportunities.  Un- 
limited growth  potential.  Professional 
requirements:  family  practitioner;  board 
eligible  or  board  certified  in  family  prac- 
tice. Please  call:  Medical  Development 
Corporation,  1-800-854-4006. 
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PHYSICIAN 

Apple  Creek  Developmental  Center  is  in 
need  of  a full-time  physician  licensed  in 
the  state  of  Ohio.  The  Center  provides 
comprehensive  care  for  mentally  re- 
tarded/developmentally  disabled  individ- 
uals in  an  interdisciplinary  team  setting. 
Interest  in  working  with  multiple  physical 
and/or  emotionally  handicapped  individ- 
uals is  required.  Excellent  salary  and 
fringe  benefits.  Apple  Creek  is  located  six 
miles  east  of  Wooster  and  approximately 
thirty-five  minutes  from  the  Akron/Can- 
ton area.  Send  resume  to  David  M.  Gall, 
Director,  Human  Resources,  Apple  Creek 
Developmental  Center,  2532  South  Apple 
Creek  Road,  P.O.  Box  148,  Apple  Creek, 
Ohio  44606,  or  call  (216)  698-2411,  ext. 
429.  AN  AFFIRMATIVE  ACTION/ 
EQUAL  OPPORTUNITY  EM- 
PLOYER. 


STAFF  PSYCHIATRISTS 

Immediate  openings  for  Staff  Psychi- 
atrists, BE/BC,  in  a state-operated,  380- 
bed  in-patient  psychiatric  hospital.  Multi- 
disciplinary approach  with  psychiatrist  as 
a treatment  team  leader,  expected  to  exer- 
cise strong  leadership  in  quality  care  of 
the  patients.  Programs  for  acute  admis- 
sions, extended  care,  geriatrics,  and  psy- 
chiatric rehabilitation.  The  hospital  is  ac- 
credited by  JCAH.  License  to  practice  in 
the  state  of  Ohio  is  required.  We  are  lo- 
cated about  20  miles  from  a metropolitan 
area  with  a mixture  of  rural  and  urban 
atmosphere;  excellent  school  systems  and 
outdoor  activities.  Massillon  and  adjacent 
Canton  have  a combined  population  of 
1 10,000.  Salary  starts  at  $55,000  upward 
and  negotiable  with  excellent  fringe  bene- 
fits. Send  resume  to  Hae  Wohn  Johng, 
MD,  Medical  Director,  or  W.  J.  Roberts, 
Director  of  Personnel,  Massillon  State 
Hospital,  P.O.  Box  540,  Massillon,  OH 
44648,  or  call  (216)  833-3135.  EEO  Em- 
ployer, M/F/H. 


THE  MANSFIELD  CITY  AND  RICH- 
LAND COUNTY  HEALTH  DIS- 
TRICTS are  seeking  qualified  health 
commissioner  applicants  for  position  to 


Advertising  Representative 
Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 


become  available  on  July  1,  1986.  Strong 
administrative  background  and  experi- 
ence required.  Send  CV  and  salary  re- 
quirements to:  Search  Committee,  Mans- 
field-Richland  County  Health  Depart- 
ment, 600  W.  Third  Street,  Mansfield, 
OH  44906,  by  December  31,  1985.  Equal 
Opportunity  Employer/Service  Provider. 


Next  month 
place  your 
classified 
advertisement  here 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity, 

call  412/741-3310. 

jgjj  CompHealth 

Wilson  Ross,  Regional  Administrator 

CompHealth 

114  Centennial  Ave. 

Sewickley,  Pa.  15143 


Opportunity  Wanted 

ABIM  CERTIFIED  INTERNIST-EN- 
DOCRINOLOGIST wishes  to  relocate  to 
or  near  a large  city  with  good  public  or 
private  schools.  Reply  to  Box  No.  73,  c/o 
Ohio  State  Medical  Journal,  600  South 
High  Street,  Columbus,  Ohio  43215. 

PEDIATRICIAN,  FINISHED  TRAIN- 
ING IN  A UNIVERSITY  MEDICAL 
CENTER,  wants  to  relocate  in  Ohio, 
looking  for  group  practice  or  partnership 
or  moonlighting  full  or  parttime.  Reply 
to  Box  No.  71,  c/o  Ohio  State  Medical 
Journal,  600  South  High  Street,  Colum- 
bus, Ohio  43215. 


Practice  for  sale 


INTERNAL  MEDICINE/GENERAL 
PRACTICE  — Lucrative  solo  practice 
for  sale  located  in  Chillicothe,  Ohio.  Ex- 
cellent climate,  expanding  population 
growth,  excellent  employment,  more  than 
economically  stable  area,  many  indus- 
tries, numerous  entertainment  facilities. 
Selling  price  includes  practice,  patient 
good  will,  total  modern  equipment  in 
good  condition.  Physician  retiring.  Call 
collect  after  7:00  pm  any  week  day  — 
(614)  773-1516. 


ORTHOPEDIC  PRACTICE  FOR  SALE 

Well  established  orthopedic  practice  in 
Southwestern  Ohio  with  own  large  office 
and  x-ray  equipment.  Owner  planning  to 
retire.  Flexible  financing.  Reply  to  Box 
No.  69,  c/o  Ohio  State  Medical  Journal, 
600  S.  High  Street,  Columbus,  OH  43215. 


PRACTICE  FOR  SALE:  Western  area 
of  Cincinnati,  specialist  in  internal 
medicine  wishing  to  retire  after  25  plus 
years  in  practice.  Currently  grossing  120 
k -l- . Direct  inquiries  to  F.  Recker,  At- 
torney at  Law,  513-241-3685. 
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Classified  advertising 

continued 


Real  estate 


DUBLIN  LEASE  — Professional  office 
setting  with  1,500  sq.  ft.  available.  Owner 
will  design  to  suit  tenant’s  requirements. 
Very  favorable  lease  terms.  Call  for  de- 
tails. Tony  Mesi,  REALTOR,  (614)  451- 
5100. 

For  all  your  commercial-investment  needs 
HOLZER-WOLLAM  REALTORS 


FOR  SALE:  FAIRFIELD  MOUNTAIN 
LAKE  LURE  N.C.  4 wks.  time  sharing: 
last  wk.  Feb. -1st.  wk  Mar.  and  last  wk. 
Aug. -1st  wk.  Sept.  Accommodates  6. 
Asking  $15,000  but  will  consider  serious 
offer.  Contact  Gorden  W.  Hasse,  MD, 
712  West  Main  Street,  Madison,  Ohio 
44057  or  phone  216-428-2179. 


FOR  SALE:  NORTHWEST  MICHI- 
GAN CONDOMINIUMS:  “The  Bluffs 
of  Frankfort,”  a panoramic  view  from 
150  ft.  high  bluffs  of  Lake  Michigan,  gor- 
geous sunsets,  situated  in  a quiet  grove 
of  stately  hardwoods,  all  within  city  limits 
of  Frankfort  located  45  min.  southwest 
of  Traverse  City.  Great  fishing,  skiing, 
excellent  golf  and  swimming  nearby. 
3 BR,  2 bath,  fireplace,  private  outdoor 
deck,  over  1600  sq.  ft.  plus  large  storage 
and  laundry,  drive  under  garage.  From 
$103,000.  Vaughan  Realty,  616-352-4771 
. . . in  Detroit  313-689-2512. 


KIAWAH  ISLAND,  SC:  Come  enjoy 
our  unspoiled  beach  and  superb  sports 
weather.  You  can  relax  in  privately- 
owned,  fully-furnished  villas  or  homes. 
We  offer  you  superior  service  and  quali- 
ty. OCEAN  RESORTS  INC.  OF 
CHARLESTON  1-800-221-7376  or 
1-803-559-0343. 


MEDICAL  CENTER 

3,800  sq.  ft. 

Sound  Brick  Construction 
fully  occupied 
$21,000  Gross  Income 
Priced  at  only  $169,000 


For  additional  information  on  this  or  one 
of  our  75  other  properties,  call  Greg 
Anglin,  REALTOR,  (614)  451-5100. 
Commercial-Investment  Division 
HOLZER-WOLLAM  REALTORS 


Seminars 


WEEKLY  SEMINARS 

Most  major  ski  areas,  Club  Med,  Disney 
World,  Cruising  aboard  sailboats  in  the 
Virgin  Islands  or  a Mississippi  Paddle- 
wheeler. Topic:  MEDICAL-LEGAL  IS- 
SUES. Accredited.  CURRENT  CON- 
CEPT SEMINARS,  INC.  (since  1980). 
3301  Johnson  St.,  Hollywood,  FL  33021 
(800)  428-6069.  $175. 


1986  CME  CRUISE/CONFERENCES 
ON  SELECTED  MEDICAL  TOPICS  — 

Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round. 
Approved  for  20-24  CME  cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credits. 
Distinguished  professors.  FLY  ROUND 
TRIP  FREE  ON  CARIBBEAN,  MEXI- 
CAN, & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registra- 
tion limited.  Pre-scheduled  in  compliance 
with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


Rates:  $5  per  line.  Display  classified:  $7 
per  line.  Minimum  3 lines  per  insertion. 
Ads  measure  8 lines  to  the  inch.  Box 
number  reply:  Flat  $7  charge  in  addition 
to  line  cost  for  up  to  and  including  three 
insertions.  (Covers  cost  of  mailing  replies 
which  are  kept  confidential.)  Forms  close 
the  1st  day  of  the  month  preceding  month 
of  publication.  Address  all  ads  Attention: 
Classified  Ad  Department,  The  Journal. 


Next  month 
place  your 
classified 
advertisement  here 


HOLTER  MONITOR 
Quality  Scanning  for  reel  or  cassette 
type  recorders  by  qualified  technicians 
and  certified  cardiologists’  interpreta- 
tions scan  price  $35.00  with  UPS 
speedy  delivery.  Recorders  loaned, 
leased  or  purchase  new  dual  channel 
holter  recorders,  $1,295.00,  with  one 
year  warranty.  For  more  information 
call  advance  medical  and  research 
center  1-800-552-6753. 


MEDICAL  MANAGEMENT  SYSTEM 

We  offer  complete  computer  systems 
for  small  to  medium  size  clinics  for 
$4,413.80  or  lease  for  $224. 53/mo. 
Easy  to  learn  and  use.  Demonstrations 
available.  INTERCOMP  INC.  — 
Computer  Sales  & Services,  4311 
Colerain  Ave.,  Cincinnati,  OH  (513) 
542-4447. 


Colleagues  . . . 

FREDERICK  S.  CROSS,  MD,  Cleve- 
land, was  named  a “Distinguished  Mem- 
ber” by  the  Academy  of  Medicine  of 
Cleveland.  Dr.  Cross  is  a thoracic  and 
cardiovascular  surgeon  at  Saint  Alexis 
Hospital  in  Cleveland. 


JAMES  E.  FLEMING,  MD,  a Cleve- 
land internist,  was  elected  chairman  of  the 
board  of  trustees  of  the  Northeastern 
Ohio  Universities  College  of  Medicine. 


LAWRENCE  FULMER,  MD,  Upper 
Arlington,  has  been  named  “Teacher  of 
the  Year”  by  interns  and  residents  at 
Mount  Carmel  Hospital,  Columbus. 
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Strong  on  results.  Simple  to  take. 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 

follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 

RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BEUSED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently:  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently. be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
w ith  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility  : No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/dav  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  w ith  folic  acid  metabolism:  use  during  pregnancy  onh  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing. anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED W ITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia. 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema.  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis.  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis.  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg'trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml 
min.  give  usual  dosage:  15-30  ml/min.  give  one-half  the  usual  regimen:  below  15  ml  min.  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  8(H)  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-Dose*  packages  of  1(H);  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  4(X)  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp.  (—bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 


r \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
L / Nutley.  New  Jersey  07110 


Cl  I IVy  I E.  coli 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


UU I \J  I v E.  coli 
culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


H.  influenzae  culture- 

color-enhanced 

SEM. 


H.  influenzae 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

Bactrim  (trimethoprim 

Effective  and  versatile  b.i.d.  therapy 

Copyright  © 1985  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


before  after 

Otoscopic  Same  patient 

view  of  tympanic  after  ten  days 

membrane  in  a of  Bactrim 

patient  who  did  not  therapy, 

respond  to  ampicillin 
therapy. , 


Please  see  preceding  page  for  a summary  of  product  information. 
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of  experience... 

Give  or  take  a billion 

You've  had  more  experience  with  Da  I mane 
(flurazepam  HCI/ Roche)  than  with  any  other 
benzodiazepine  hypnotic. . . 15  years'  worth. 

You  know  you  can  count  on  it  for  sleep  that 
satisfies  patients-they  fall  asleep  quickly  and 
sleep  through  the  night.1 8 And  the  wide  margin 
of  safety  with  Dalmane7  9 satisfies  you.  As 
always,  caution  patients  about  driving  or 
drinking  alcohol. 

<=> 

\ r®  Copyright  H 1985  by  Roche  Products  Inc  All  rights  reserved. 
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Herman  I.  Abromowitz,  MD 


-PRESIDENTIAL  PERSPECTIVES- 


GENDER  IS  NOT 
AN  ISSUE 


Change  is  constant. 

This  is  one  rule  which  has  no 
exceptions. 

In  the  27  years  since  I graduated 
from  medical  school,  I have 
witnessed  numerous  changes  in 
medicine  — changes  which  have 
enhanced  both  the  quality  of  life 
for  our  patients,  and,  in  many 
instances,  may  even  have  extended 
life  itself. 

Medicine  has  changed  in  other 
ways  too.  For  example,  through 
the  years  the  medical  delivery 
system  has  been  altered  and, 
certainly,  reimbursement  methods 
have  changed.  Also,  medicine  has 
been  greatly  diversified.  Today, 
there  are  more  specialties  and 
more  subspecialties. 

In  addition,  more  and  more 
women  are  becoming  physicians. 
Through  the  years,  women 
graduates  from  medical  school 
have  steadily  increased.  Today,  30 
percent  of  the  graduates  from 
medical  school  are  women.  Not 
only  are  there  more  women 


physicians,  but  it  is  interesting  to 
note  that  these  new  graduates  are 
more  likely  than  their  predecessors 
to  specialize  in  areas  of  medicine 
which  are  relatively  new  for 
women.  In  the  past  women  were 
more  likely  to  become 
pediatricians,  family  physicians  or 
psychiatrists.  Now  women  are 
represented  in  all  specialties  and 
subspecialties. 

Medicine,  of  course,  is  not 
alone  in  this  phenomenon.  There 
are  more  women  lawyers, 
architects,  accountants,  etc. 

There  has  been  much  debate  in 
our  society,  both  formal  and 
informal,  in  regards  to  the  effect 
of  this  “feminization” on  such 
previously  traditional  male 
professions.  Some  people  argue 
that  women  will  have  a more 
“humanizing”  effect  on  the 
professions.  Others  argue  that  a 
profession  is  the  same  regardless 
of  the  sex  of  the  job  holder. 

In  regard  to  medicine,  it  is  a 
difficult  question  to  address.  As 


far  as  scientific  data  is  concerned, 
gender  is  not  an  issue.  Quality 
medical  care  is  best  delivered  by  a 
well-trained  physician,  regardless 
of  sex. 

In  reference  to  medical  practice, 
increased  numbers  of  women 
physicians  is  a relatively  new 
trend.  Obviously  what  effect  or 
impact  this  trend  will  have  on  the 
delivery  of  medical  care  remains  to 
be  answered  in  times  to  come. 

But  whatever  happens,  I think 
one  thing  is  obvious.  Medicine 
benefits  from  having  women 
physicians  as  equals.  The  challenge 
to  organized  medicine  is  to  have 
more  female  physicians  involved  in 
all  aspects  of  medicine.  It  is 
incumbent  upon  all  of  us  to  see 
that  women  physicians  are  given 
the  opportunity  to  become 
involved. 

Medicine  is  a very  demanding 
and  a very  dedicated  profession.  It 
needs  the  best  of  both  sexes. 
Gender  is  not  an  issue. 
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From  the  Editor’s  Desk 


Of  Women  and  Medicine 


Medicine  has  suddenly  begun  to 
take  a new  look  at  women. 

Why?  Well,  both  as  patients 
and  as  physicians,  women  are 
emerging  in  stronger  and  stronger 
roles  in  the  health-care 
marketplace. 

Look  at  their  new  roles  as 
patients,  for  example.  Whether 
because  of  the  growing  women’s 
movement  or  because  of  health 
care’s  recent  trend  toward 
marketing,  medicine  is  beginning 
to  recognize  the  special  medical 
needs  of  women  and  is  meeting 
those  needs  with  innovative  health 
programs.  One  of  our  articles  this 
month  deals  exclusively  with  the 
“woman  as  patient,”  and  takes  a 
closer  look  at  how  and  why 
hospitals  and  health-care 
professionals  alike  are  rushing  to 
meet  the  special  medical  concerns 
of  women  — be  it  the  age-old 
problems  of  menopause  and 
fertility  — or  the  more  “newly 
discovered”  ones,  such  as  PMS, 
toxic  shock  and  osteoporosis. 

Our  second  article  takes  a look 
at  the  “woman  as  physician.” 
Recent  statistics  have  shown  that 
more  and  more  women  are 
entering  the  medical  profession 
every  year  — and  not  just  in 
certain  specialties,  either.  They  are 
breaking  away  from  the  more 
“traditional”  female  practices,  like 
pediatrics  and  family  medicine, 
and  entering  such  specialties  as 
surgery  and  radiology  where,  at 
least  in  Ohio,  very  few  women 
have  gone  before.  The  article  takes 


a look  at  how  they’re  coping  in 
these  more  non-traditional  roles, 
as  well  as  how  they  juggle  their 
careers  with  marriage  and  family. 

If  nothing  else,  this  issue  of  the 
Journal  hopes  to  alert  the  readers 
to  the  fact  that  women  in 
medicine  are  growing  in  both 
strength  and  number.  Whether  as 
patient  or  as  physician,  women 

Women  in  medicine 
are  growing  in  both 
strength  and  number. 
Whether  as  patient 
or  physician,  women 
have  become  the 
new  force  to  be 
reckoned  with. 


have  become  the  new  force  to  be 
reckoned  with  — and  that’s 
something  of  which  the  Ohio 
medical  community  needs  to  be 
aware. 

In  an  unrelated  matter 

Ever  since  its  publication  in  our 
July  issue,  the  article  “The  Doctor 
as  Victim:  It  Can  Happen  to 
You,  ” written  by  Edward  H. 
Miller,  MD,  has  generated  much 
interest.  Because  so  many 
questions  were  being  asked 
regarding  what  happened  after  the 
article  left  off,  we  asked  Dr. 

Miller  if  he  would  respond  with 


some  follow-up  information.  His 
reply  is  printed  below,  and  much 
of  it  will  be  incorporated  in  the 
version  which  will  run  in  an 
upcoming  issue  of  MEDICAL 
ECONOMICS. 

. . . Regarding  injury  sustained  by 
Mrs.  Miller,  she  does  have  some 
residuals  in  her  hand  from  having 
all  of  the  extensor  tendons  cut. 

The  real  permanent  damage  is  not 
a physical  one.  I’m  not  sure  that 
anyone  fully  recovers  from  such 
an  episode  emotionally. 

The  assailant  was  captured.  This 
was  the  third  time  he  was  arrested 
and  tried  for  behavior  similar  to 
this,  although  no  previous  episodes 
were  nearly  as  violent.  He  was 
found  innocent  by  reason  of 
insanity,  and  quite  frankly,  that  is 
probably  just.  Certainly,  he  was 
insane  when  he  committed  this  act 
under  the  guidance  of  the  rock 
singer,  Jim  Morrison,  and  “God,” 
both  of  whom  told  him  to  rid 
Cincinnati  of  sinners.  He  is 
currently  incarcerated  in  a mental 
institution  in  this  state.  I believe 
that  he  receives  a hearing  every  90 
days,  and  it  stands  to  reason  that 
he  will  get  out.  It  is  chilling  to 
think  that  the  psychiatrists  (even 
the  ones  who  testified  in  his 
defense  at  his  trial)  stated  that  if 
ever  released,  he  will  do  this 
again.  The  problem  is  not  with  the 
assailant,  but  with  the  law  in  the 
state  of  Ohio,  which  mandates 
that  a mentally  ill  patient  must  be 
Continued  on  page  761 
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While  many  of  our  colleagues  were  reading  about  the  strides  being  made  with  lasers 
in  increasing  the  efficiency  and  effectiveness  of  the  practice  of  medicine,  we  were  pioneering 
many  of  these  advanced  techniques  at  Grant  Medical  Center. 

Since  1976,  our  utilization  of  laser  surgery  techniques  has  built  the  expertise  that  has 
earned  Grant  its  reputation  as  one  of  the  nation’s  leaders  in  the  use  of  this  technology 

This  has  led  to  the  opening  of  our  new  state-of-the-art  Laser  Center.  This  multi-specialty 
center  has  14  different  lasers,  including  argon,  C02,  NdYAG  and  tunable  dye  lasers. 

They  are  available  for  your  use  in  general  and  thoracic  surgery,  gynecologic,  urologic, 
neurosurgery,  colon/rectal,  gastroenterology,  dermatology,  podiatry,  ophthalmology  and 
otolaryngology. 

You  are  invited  to  join  us  at  the  Grant  Laser  Center,  where  you  can  utilize  our  facilities 
as  part  of  your  practice.  Our  Laser  Surgery  Physician  Seminars,  which  can  lead  to 
certification,  are  also  available. 

The  Laser  Center  is  another  example  of  Grant  Medical  Center’s  belief  that  assisting 
physicians  with  advanced  technology  is  the  way  to  maintain  the  highest  level  of  patient  care. 

For  more  information,  please  call  us  at  (614)  461-3096.  And  join  the  next  generation 
of  surgeons  today. 
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A GrantCare  Provider 

Grant  Medical  Center 
111  South  Grant  Avenue 
Columbus,  Ohio  43215 


Your  best  care,  Columbus, 
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continued 


released  if  his  illness  is  controlled 
by  medication.  The  problem  with 
this  young  man  is  that  he  is  a 
paranoid-schizophrenic  who 
perceives  that  his  medication  is  a 
plot  to  poison  him  on  the  part  of 
his  physician  and  family.  When  he 
misses  a single  dose,  by  the  time 
the  next  one  is  due,  his  paranoia 
has  reached  such  a stage  that  he 
avoids  taking  it,  and  he’s  off 
again.  It’s  a tragic  situation 
because  the  law  not  only  fails  to 
protect  the  public,  it  doesn’t 
protect  him.  Certainly,  one  of 
these  days  an  episode  of  this 
nature  is  going  to  end  tragically 
for  both  him  and  whomever  he 
may  attack.  He  came  as  close  to 
being  shot  by  a county  sheriff  as 
anyone  can  possibly  come.  Had 
there  not  been  civilians  about  the 
area,  I believe  that  he  certainly 
would  have  been  killed.  After 
attacking  us,  he  attacked  a deputy 
sheriff  who,  being  first  on  the 
scene,  attempted  to  disarm  him, 
using  only  a nightstick.  The 
second  sheriff  witnessed  the  first 
deputy  being  attacked  and 
approached  with  his  service 
revolver  rather  than  a nightstick. 

He  stated  that  he  began  to  pull 
the  trigger,  and  his  testimony  at 
the  trial  indicated  that  he  could 
see  the  cylinder  on  his  revolver 
begin  to  rotate.  At  this  point  the 
boy  turned  his  attention  to 
another  direction,  and  the  sheriff, 
exercising  what  I consider  to  be 
extraordinary  control,  stopped 
pulling  the  trigger.  That’s  as  close 
as  you  can  come!  Had  there  not 
been  people  behind  the  assailant, 
he  almost  certainly  would  have 
been  shot  at  close  range  as  he 
approached  the  second  deputy 
sheriff,  weapon  in  hand,  after  he 
had  attacked  the  first  deputy 
sheriff. 

Ohio  needs  laws  which  protect 
the  public,  but  they  also  need  laws 
to  allow  for  the  permanent 
incarceration  of  seriously  ill  young 
men  like  this  particular  fellow.  I 
fear  that  if  released,  as  his 


psychiatrist  stated,  this  will  happen 
again.  Of  course,  he  is  now 
extremely  well  known  to  the  law 
enforcement  agencies  in  the  area 


The  law  not  only 
fails  to  protect  the 
public,  it  doesn’t 
protect  him.  One  of 
these  days,  such  an 
episode  will  end 
tragically. 


where  he  lives,  and  it  is  not  likely, 
since  he  has  attacked  a law 
enforcement  officer,  that  they  will 


resist  the  temptation  to  subdue 
him  with  gunfire. 

Since  his  home  is  not  far  from 
ours,  and  since  at  the  trial  he  was 
sufficiently  supplied  with  names 
and  addresses,  his  release  is  not 
something  that  Mrs.  Miller  nor  I 
anticipate  with  much  enthusiasm. 
It’s  just  a shame  that  the  laws 
don’t  prevent  this  situation.  We 
hope  this  answers  some  of  your 
questions. 

Next  month,  we’ll  be  covering 
the  subject  of  nutrition  and  eating 
disorders.  Don’t  miss  it!  — Karen 
S.  Edwards 


PHYSICIANS 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Louis  A.  Flaherty,  Vernon  Manor,  Suite  C 
400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 


Robert  E.  Stallter,  Suite  H,  RO.  Box  331, 

1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 


John  E.  Hansel,  Timothy  D.  Harrison,  Suite  535 
Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 


Stuart  Mitchelson,  Robert  Dowdy,  Suite  111,  1 Commerce  Park  Square 
23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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Letters  to  the  Editor 


Emergency  medicine 
residencies 

To  the  Editor: 

I certainly  enjoyed  the  recent 
article  entitled  “Ohio  Medi-Scene” 
which  appeared  in  the  August 
issue  of  the  Ohio  State  Medical 
Journal.  Having  been  involved  in 
the  training  of  Emergency 
Medicine  residents  for  the  past  ten 
years  at  Akron  General  Medical 
Center,  I was  especially  interested 
in  the  section  entitled  “Where  are 
all  the  residents  going?”  However, 
I was  most  perplexed  that 
Emergency  Medicine  was  not 
included  in  the  OSMA  Residency 
Program  Survey.  Ohio  is  second 
only  to  California  in  the  number 
of  approved  Emergency  Medicine 
residency  training  programs  (7) 
and  has  the  distinction  as  a state 
of  having  the  first  Emergency 
Medicine  residency  training 
program  in  the  country 
(Cincinnati)  and  the  first 
community  hospital  based  EM 
residency  (Akron  General  Medical 
Center).  The  state  chapter  of  the 
American  College  of  Emergency 
Physicians  (ACEP)  has  long  been 
recognized  as  a leader  among 
ACEP  state  chapters.  Why  was 
none  of  this  information  included 
in  the  OSMA  Residency  Program 
Survey? 

Sincerely, 

Daniel  T.  Schelble,  MD,  Chairman 
Department  of  Emergency 

Medicine 

President,  Society  of  Teachers  of 

Emergency  Medicine  (STEM) 
Akron,  Ohio 

Editor’s  note:  The  OSMA  had  no 
intention  of  slighting  Emergency 
Medicine  when  it  conducted  its 
residency  survey.  The  list  of  those 
residencies  surveyed  were  compiled 
several  years  ago  before 
Emergency  Medicine  became  so 
popular.  The  association  is 


presently  in  the  process  of 
deciding  if  it  will  continue  to 
conduct  the  survey.  If  so, 
Emergency  Medicine  will  be 
included  next  year.  In  the 
meantime,  we  plan  to  cover 
Emergency  Medicine  residencies  in 
an  upcoming  issue  of  the  Journal. 


Journal  improvements 

To  the  Editor: 

As  a seventy-five  year  old 
general  practitioner  I feel  that  it  is 
my  duty  to  write  a note  of  thanks 
to  all  the  people  that  are 
responsible  for  the  publication  of 
the  excellent  Ohio  Medical 
Journal.  From  cover  to  cover  it 
has  improved  100%  during  the 
past  ten  years. 

The  thing  that  I personally  like 
best  are  the  short  articles  that 
“tell  it  like  it  is”  as  the  kids  say, 
rather  than  the  long  “drawn  out” 
publications,  that  go  into  extreme 
details  about  nonpractical, 
uninteresting  research  articles  — 
JAMA,  for  example  — that  are  of 
no  practical  value  to  the  general 
practitioner. 

I think  your  journal  is  the  best 
and  most  practical  offered  the  old 
generalist. 

Thank  you  all  again. 

Sincerely, 

Earl  E.  Conaway,  MD 

Cambridge 

P.S.  I certainly  agree  with  Doctor 
Hasse,  “Hitting  the  Jackpot,” 
September  issue. 

To  the  Editor: 

Just  a note  to  tell  you  how 
much  I’ve  enjoyed  the 
improvements  that  you  have  made 
in  the  Ohio  Medical  Journal! 

The  articles  are  timely, 


informative  and  interesting,  and 
are  worth  my  OSMA  dues. 

Keep  up  the  good  work! 
Sincerely, 

J.  G.  Busby,  MD 
Columbus 

To  the  Editor: 

I like  the  new  journal! 

You’ve  really  made  a silk  purse 
from  a “sow’s  ear.”  Now,  I read 
it! 

Congrats  and  good  luck  on 
future  issues. 

Ernie  Johnson,  MD 
Ohio  State  University 
Columbus 


Laser  medicine  — 
surgical  and  non-surgical 

To  the  Editor: 

Thank  you  for  being  able  to 
condense  so  well  some  of  the 
current  developments  of  laser 
surgery.  Shortly,  you  will  have 
data  on  a new  discipline  — laser, 
non-surgical  medicine.  Of  course, 
this  will  be  more  difficult  to 
review. 

Gratefully, 

Leon  Goldman,  MD 
Director,  Laser  Treatment 
Center 
Cincinnati 


Editor’s  Note:  Due  to  the 
unavailability  of  both  of  the 
Councilors  scheduled  for 
interviews  this  month,  we  were 
unable  to  run  “Councilor 
Commentary”  this  issue.  The 
monthly  column  will  return  in 
December,  with  Thomas  H.  Price, 
MD,  District  9 Councilor  and 
William  H.  Porterfield,  MD, 
District  10  Councilor. 
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Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 

Preventing  Increase 
In  Burn-Outs 

George  D.  Clouse,  MD 


Perhaps  most  primary 
physicians,  including  myself,  have 
been  seeing  an  increase  in  the 
number  of  patients  with  Stress 
Anxiety  Depression  Syndrome 
(SADS),  presenting  with  a 
multitude  of  bizarre  symptoms. 
Sometimes  many  tests  are 
performed  to  rule  out  organic 
disease,  but  every  person  feels  it  is 
something  called  “burn-out.” 
Textbooks,  code  books,  and 
computer  print-outs  do  not  have  a 
place  for  this  burgeoning  number 
of  people.  Because  of  this,  they 
have  been  put  in  unrealistic 
diagnostic  categories. 

Now  go  back  to  the  cause: 

Many  business  people  have 
suddenly  discovered  they  are 
competing  in  a world  marketplace. 
In  order  to  make  a profit,  they 
begin  by  cutting  costs.  This 
sometimes  results  in  the  inferior 
quality  of  their  products.  More 
frequently,  the  president  of  the 
company  gives  stern  lectures  to  the 
vice-presidents,  who,  in  turn,  jump 
on  foremen  or  supervisors  of 
departments,  who  then  fire  a third 
of  the  workers.  Those  left  have  to 
work  harder  under  extreme 
pressure,  quotas  and  deadlines. 
Companies  often  fire  older 
workers  so  they  will  not  have  to 
pay  them  large  retirement  benefits. 


The  remaining  workers  are 
pressured  and  stressed,  and 
develop  anxieties  and  depression 
cloaked  under  a hundred  different 
symptoms. 

The  February  1985  issue  of  Post 
Graduate  Medicine  addressed  some 
remedies.  One  study  showed  that 

1)  brisk  physical  exercise,  or 

2)  meditating,  or  3)  taking  a quiet, 
relaxing  rest-break  reduced  anxiety 
and  depression,  and  were  also 
more  beneficial  than  coffee  and 
doughnut  breaks. 

In  analyzing  the  results,  there 
was  little  difference  in  the  three 
methods  of  coping  with  stress, 
pressure,  quotas  and  deadlines. 
Other  investigators  demonstrated 
significant  decreases  in 
anger/hostility,  fatigue/inertia  and 
tension/anxiety  scales.  They 
concluded  that  depression  can  be 
viewed  as  a person’s  loss  of 
control  which  can  be  mastered  by, 
for  instance,  jogging. 

The  author,  Morris  B.  Mellion, 
MD,  believed  that  a number  of 
studies  provide  evidence  to  justify 
the  recommendation  of  moderate 
exercise  to  alleviate  anxiety  and 
depression.  There  is  produced  a 
sense  of  mastery  and  control  in  an 
exercise  program  which  then  spills 
over  into  other  realms  of  life. 

What  a departure  from  drinking 


more  coffee  on  the  break  time! 

One  researcher  suggests  that 
runners  avoid  an  exercise  addiction 
or  “runners  high”  with  its  release 
of  endorphins  and  its  distortion, 
and,  instead,  maintain  perspective 
and  a balanced  personal  life. 

Better  than  a coffee  break  with 
its  noise,  caffeine,  confusion,  and 
chatter,  is  a regularly  scheduled 
exercise  program.  Even  a 
sedentary  person  can  begin  with 
walking  as  a more  appropriate 
way  for  him  or  her  to  have  less 
“burn-outs”  (Stress  Anxiety 
Depression  Syndromes). 

In  much  the  same  line,  I 
remember  one  of  my  professors  in 
medical  school  who  said  that  a 
person  who  has  just  walked  five 
miles  is  seldom  nervous. 

Many  Japanese  factories  have 
calisthenic  breaks.  At  certain 
intervals,  everybody  rushes 
outdoors  and  are  led  in  a series  of 
vigorous  exercises.  After  15 
minutes  they  all  rush  back  to  their 
jobs  and  work  with  increased 
vigor.  Have  they  got  something 
good  going  that  we  in  the  U.S. 
haven’t  got?  OSMA 


George  D.  Clouse,  MD,  is  a family 
practitioner  in  Columbus,  Ohio. 
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—News  Digest^ 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


Physician  salaries  — it  pays  to  be 
self-employed 


Sore  throat 
or  strep? 

That  is  the 
question  . . . 

When  it  comes  to  a raw,  red 
throat,  physicians  are  more 
inclined  to  play  it  safe  than 
sorry. 

According  to  a yearlong  study, 
published  in  a recent  issue  of  the 
Journal  of  the  American  Medical 
Association  (JAMA),  physicians 
overestimated  the  probability  of 
strep  infection  in  81  percent  of 
patients  studied,  and  prescribed 
oral  penicillin  for  about  one 
third,  or  104  patients,  while 
waiting  for  throat  culture  results 
from  the  lab.  They  found,  later, 
that  only  eight  of  those  had  a 
strep  infection  requiring 
treatment  with  penicillin. 

The  study,  says  the  article,  was 
designed  not  merely  to  evaluate 
treatment  of  sore  throats,  but  to 
find  out  how  doctors  make 
decisions  when  the  information 
available  is  incomplete. 

“Physicians,  like  experts  in  all 
fields,  are  often  called  upon  to 
make  judgments  when  they  don’t 
have  adequate  information,”  the 
article  says.  “We  have  to  deal 
with  a lot  of  uncertainties  in  this 
business.”  Yet  the  article  stresses 
that  it’s  important  for  doctors  to 
realize  the  uncertainty  of  much 
of  what  they  do,  and  to 
acknowledge  that  uncertainty  to 
patients. 


The  self-employed  physician 
earns  more  than  the  colleague 
employed  by  a corporation,  says 
a recent  issue  of  Consumers 
Digest  magazine,  and  the 
corporate  physician’s  salary 
ranks  a low  eighth  among  the 
top  ten  best-paying  professions  in 
the  country. 

Lawyers  ranked  first  with 
$35,115,  followed  by: 

• Electrical  and  electronic 
engineers  at  $33,920 

• Chemical  engineers  at  $33,905 

• Mechanical  engineers  at 
$33,814 

• Airline  pilots  and  navigators  at 
$31,524 

• Mathematical  operations  and 


systems,  researchers  and 
analysts  at  $31,209 

• Computer  systems  analysts  and 
scientists  at  $31,158 

• Physicians  at  $30,750 

• Civil  engineers  at  $29,983 

• and  Pharmacists  at  $29,648 
“Earnings  for  self-employed 

workers  tend  to  be  higher  than 
earnings  from  salaries,”  says  the 
magazine.  “Therefore,  physicians 
ranked  eighth  in  this  list 
(earnings  are  for  those  employed 
in  clinics  and  government 
agencies),  but  self-employed 
physicians  rank  highest  in 
earnings  among  all  other 
occupations  listed  here.” 


Health  and  wealth 
— any  correlation? 

According  to  a report  by  the 
National  Center  for  Health 
Statistics,  persons  with  annual 
incomes  of  less  than  $5,000  per 
year  were  four  times  more  likely 
to  be  assessed  in  fair  or  poor 
health  than  those  persons  with 
incomes  of  $25,000  or  more. 

The  report  indicates  that  this 
health  variance  may  be  linked  to 
the  finding  that  high  income 
families  make  approximately 
twice  as  many  annual  visits  to 
their  physicians  than  low  income 
families  do. 
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New  cancer  therapy 

The  Food  and  Drug 
Administration  recently  approved 
a new  drug  called  Marinol  for 
the  treatment  of  nausea 
associated  with  cancer 
chemotherapy. 

The  active  ingredient  in 
Marinol  is  a synthetic  form  of 
THC,  the  principal  psychoactive 
substance  in  marijuana. 

Since  1980,  the  National 
Cancer  Institute  has  been 


drug  approved 

conducting  clinical  tests  with 
Marinol  involving  some  20,000 
chemotherapy  patients. 

Their  results  indicate  that 
Marinol  is  effective  in  preventing 
nausea  in  some  cancer  patients 
undergoing  chemotherapy,  but 
others  cannot  tolerate  its  side 
effects  such  as  anxiety, 
disorientation,  depression  and 
dizziness. 


Blood  test  may 
detect  hereditary 
diabetes 

A type  of  hereditary  diabetes 
may  be  detected  with  a simple 
blood  test  years  before  symptoms 
appear,  according  to  a recent 
study  in  the  New  England 
Journal  of  Medicine. 

Physicians  at  the  Joslin 
Diabetes  Center  in  Boston  tested 
1,723  close  relatives  of  patients 
with  insulin-dependent  diabetes 
(Type  1)  for  the  presence  of 
antibodies  in  their  blood  which 
are  thought  to  destroy  islet  cells 
in  the  pancreas.  Without  islet 
cells,  the  body  is  unable  to 
produce  insulin,  and,  as  a result, 
diabetes  develops. 

Although  the  study  suggests 
that  an  early  diagnosis  of 
diabetes  may  be  possible, 
methods  for  preventing  the  onset 
of  the  disease  are  still  in  the 
preliminary  stages.  However, 
Joslin  Diabetes  Center  is  looking 
into  the  possibility  of  special 
diets  and/or  drugs  as  early 
preventive  measures. 


Working  or  at 
home:  Moms  still 
concerned  with 
child’s  health 

Just  because  more  women  are 
out  in  the  work  force  doesn’t 
mean  that  children  are  any  sicker 
or  are  not  getting  proper  medical 
attention,  says  a study  recently 
released  by  the  National  Center 
for  Health  Services  Research  and 
Health  Care  Technology 
Assessment. 

Many  medical  experts 
associated  with  the  study  had 
expected  the  survey  to  document 
that  children  whose  mothers 
work  had  a higher  rate  of 
sickness  than  those  of  stay-at- 
home  mothers.  Although  the 
study  discounted  that,  it  did 
pinpoint  that  children  “may  be 
receiving  less  preventive  care 
because  working  mothers  may 
choose  to  take  time  off  from 
work  for  a child’s  medical  care 
only  when  a child  is  ill.” 

To  compensate,  however,  day- 
care children  have  fewer  illnesses 


in  grade  school  than  children 
entering  group  situations  for  the 
first  time,  says  the  study. 

Authors  concluded  that 
working  mothers  take  their 
children  to  the  doctor  an  average 
of  3.8  times  a year,  while  full- 
time homemakers  take  their 
children  to  the  doctor  about  4.1 
times  a year,  and  part-time 
working  mothers  make  an 
average  of  4.4  pediatric  doctor 
visits. 
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Ohio  medf-scene 


Physician-owned  IPA-model  HMO  in  Akron  ...  The  maligned  soft  drink  ... 

Breast  center  designed  for  patients 


Akron  physicians  take  the  risk 


Late  in  the  1970s,  the  Summit 
County  Medical  Society  surveyed 
its  members  about  the  possibility 
of  forming  an  Independent 
Practice  Association  (IPA)  in  the 
Akron  area. 

No  one  was  interested. 

Since  that  time,  a number  of 
changes  have  taken  place  in 
Northeastern  Ohio,  as  they  have 
all  across  the  state  and  nation. 

HealthAmerica  Corporation  of 
Ohio,  an  IPA-model  HMO 
headquartered  in  Cleveland, 
opened  a new  office  in  the  Akron 
area  in  1982.  Shortly  thereafter, 
Blue  Cross  and  Blue  Shield  of 
Northern  Ohio  set  up  Health 
Guard,  the  first  closed-panel  HMO 
in  the  Akron  area. 

Subsequently,  Summit  County 
physicians  became  very  interested 
in  forming  their  own  IPA  — to 
the  point  of  taking  on  tasks  and 
responsibilities  surpassing  all 
others  in  the  state,  to  date. 

The  result:  Independent  Medical 
Plan,  which  was  chartered  as  a 
for-profit  corporation  in  May  of 
1983  and  was  licensed  as  an  HMO 
by  the  State  of  Ohio  Department 
of  Insurance  on  July  1 of  this 
year. 

Over  250  Akron-area  physicians 
have  already  signed  up  to  be 
providers  in  the  plan,  according  to 
Barbara  Barber,  executive 
secretary  of  Summit  County’s  new 
IPA.  Providers  have  also 
purchased  stock  in  the  IPA  at 


$1,000  a share,  in  order  to  assure 
the  financial  solvency  of  their  new 
for-profit  corporation. 

Like  other  IP  As  in  the  state, 
Independent  Medical  Plan  is  an 
independent  group  of  physicians 
who  continue  to  maintain  fee-for- 
service  practices  in  their  own 
offices,  while  at  the  same  time 
providing  care  to  those  enrolled  in 
the  IPA,  Barber  explains.  But 
unlike  some  other  IPAs  which  rely 
on  established  HMOs  to  handle 
the  business  and  insurance 
functions  of  the  enterprise,  the 
organizers  of  Independent  Medical 
Plan  decided  to  take  on  all  of  the 
business  and  financial  risks 
themselves  — including  raising  the 
capital  required  to  insure  their 
enrollees. 

According  to  Barber,  this 
required  that  Independent  Medical 
Plan  put  a first  year  assurity 
deposition  of  $50,000,  which 
covers  a maximum  of  1000 
enrollees,  plus  a reserve  to  cover 
12  months  claims  experience. 

The  new  Akron  IPA  will  also 
handle  its  own  marketing  and 
promotions.  It  has  worked  out  an 
agreement  with  a local  insurance 
agency  to  help  sell  the  plan  to 
companies  in  the  area  with  25  or 
more  employees  — the  minimum 
number  currently  needed  to  make 
the  plan  a feasible  option. 

And  while  the  Summit  County 
Medical  Society  has  no  financial 
stake  in  the  new  IPA,  its  business 


Akron  physicians  agreed  to  assume  the 
risks  of  setting  up  their  own  for-profit 
HMO- IPA. 


arm,  the  Summit  County  Medical 
Service  Bureau,  Inc.,  has  been 
contracted  to  administer  and 
process  the  claims. 

So  why  did  physicians  involved 
in  Independent  Medical  Plan 
decide  to  take  on  all  of  these 
financial  headaches  and  business 
tasks  — in  addition  to  providing 
the  care  for  its  enrollees? 

“Because  it  allows  us  to 
maintain  complete  control,” 

Barber  explains.  “We  write  and 
set  all  of  the  medical  policies  and 
govern  the  quality  of  care  that  will 
be  delivered  to  the  patients,”  she 
says,  pointing  out  that  those  IPAs 
which  contract  with  existing  HMO 
insurers  must  abide  by  their 
quality  control  and  utilization 
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Akron  physicians  take  the  risk  . . . (continued) 


review  standards  — often  set  by 
out-of-town  business  executives, 
rather  than  the  physicians  who  will 
be  providing  the  care. 

“All  of  our  standards  are 
locally  established  by  local 
physicians,”  she  says. 

Setting  up  the  standards  and 
policies  for  care  was  no  simple 
enterprise.  Of  the  first  100 
physicians  to  become  involved  in 
the  IPA,  “somewhere  between 
50%  and  75%  were  actively 
involved,”  she  says.  “They 
collected  data  of  fees,  established 
criteria  for  office  calls,  lab  tests, 
hospital  admissions  — every  aspect 
of  care,”  says  Barber. 

A considerable  amount  of  time 
and  effort  went  into  the  project, 
she  adds.  “Weeks  went  by  where 
we  met  every  single  evening,”  she 
says,  “often  well  past  midnight.” 

What  resulted,  however,  was  a 
kind  of  “recipe  book  of 
medicine”  — a medical  policy 
manual  covering  standards  of  care 
for  some  27  specialty  areas  — 
which  providers  will  follow  in 
delivering  care  through  the  IPA. 

Another  reason  Summit  County 
physicians  chose  to  take  on  all  of 
the  risks  and  thus  keep  all  of  the 
controls  was  so  that  as  many 
physicians  and  hospitals  as 
possible  could  be  included  in  the 
plan  — unlike  some  other  IPAs 
which  only  deal  with  a select 
group  of  physicians  or  hospitals. 
“We  have  a very  broad  base  of 
physicians,”  says  Barber,  “all  the 
way  from  the  primary  care 
physicians,  such  as  the 
pediatricians  and  the  ob/gyns,  to 
the  radiologists  and  the 
neurosurgeons.” 

In  addition,  all  of  the  area’s 


hospitals  are  included  in  the  IPA. 
“There  are  few  cases  — if  any  — 
where  we  would  need  to  refer  the 
patient  to  a provider  outside  the 
plan,”  says  Barber. 

Having  this  kind  of  variety  and 
choice  is  another  aspect  of  the 
quality  of  care  the  Independent 
Medical  Plan  hopes  to  offer  its 
enrollees.  “Many  patients  are 
reluctant  to  switch  from  their 
regular  doctors,”  says  Barber. 

And  those  who  come  into  the 
plan  without  a primary  care 
physician  can  have  their  pick. 

“We  don’t  lock  our  enrollees  into 
a single  primary  care  physician. 
Patients  can  switch  physicians  at 
any  time  and  for  any  reason.  We 
feel  having  complete  freedom  of 
choice  is  important  for  our 
patients.” 

Giving  local  physicians  the 
control  and  local  patients  the 
ability  to  choose  from  a wide 
range  of  providers  within  the  IPA 
was  not  without  its  price.  In 
addition  to  setting  up  the  policies, 
raising  the  funds  and  handling  all 
of  the  business  portions  of  the 
enterprise,  those  organizing  the 
IPA  had  to  “become  very  familiar 
with  the  statutes  and  the  rules  and 
regulations  of  the  Ohio 
Department  of  Insurance,”  says 
Barber. 

“It  was  a real  eye-opening 
experience,”  she  continues.  “We 
didn’t  realize  that  HMO  rules  and 
regulations  are  completely 
different  from  those  of  regular 
insurance  companies.” 

Unlike  the  traditional  insurer, 
Barber  says,  an  HMO  cannot  set 
lifetime  maximums  on  the  amount 
of  coverage  for  a particular 
patient;  nor  can  it  refuse  to  take 


an  enrollee  who  has  a pre-existing 
health  problem.  “In  an  HMO, 
you  can’t  discriminate  for  any 
reason,”  says  Barber.  “You  have 
to  take  anyone  who  signs  up.” 

Summit  County  physicians  were 
not  the  first  to  discover  all  of  the 
complicated  rules  and 
ramifications  that  go  with  setting 
up  an  IPA  — Columbus, 
Cincinnati,  Dayton  and  Toledo 
doctors  have  been  through  similar 
exercises. 

However,  according  to  Sidney 
H.  Mountcastle,  executive  vice 
president  of  the  Summit  County 
Medical  Service  Bureau,  Inc., 
management  consultant  for  the 
new  IPA,  in  no  case  have 
physicians,  themselves,  taken  on 
the  degree  of  risk  — and  work. 

“We  now  have  11  (IPA-model) 
HMOs  in  the  state,”  says 
Mountcastle.  “In  some  cases,  the 
local  academies  own  stock  in  the 
plan.  Others  rely  on  an  (outside) 
HMO  to  handle  the  risks  and  the 
management.  But  we  have  the 
only  provider-owned  HMO 
chartered  in  the  state.” 

In  short,  no  two  IPAs  in  the 
state  are  exactly  alike,  says 
Mountcastle.  “And  if  you  think 
you’ve  seen  all  of  the  mutations, 
you’re  wrong,”  he  predicts.  — 

Susan  Porter 
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The  maligned  soft 

Pity  the  poor  soft  drink.  It’s 
been  maligned  by  mothers, 
research  scientists  and  the  media 
for  years,  stung  by  a “junk  food” 
image  that  has  millions  convinced 
the  only  value  of  all  those  “empty 
calories”  slipping  down 
esophaguses  all  over  the  world  is 
to  call  attention  to  yet  another 
health  threat  posed  by  its 
consumption. 

Well,  the  folks  at  the  National 
Soft  Drink  Association  (NSDA) 
are  out  to  change  all  that. 
Representatives  of  the  NSDA  are 
touring  “the  top  50  cities”  in  the 
U.S.  (including  Columbus  and 
Cincinnati)  with  two  nutrition- 
oriented  speakers  — spreading  the 
word  that  soft  drinks  are  no  more 
nutritionally  damaging  than  a glass 
of  orange  juice. 

“One  of  the  public’s 
misconceptions  about  soft  drinks 
concerns  the  amount  of  sugar  they 
contain,”  says  Paul  E.  Kifer, 
professor  and  head  of  the 
Department  of  Food  Science  and 
Technology  at  Oregon  State 
University. 

Yet,  he  claims,  soft  drinks 
contain  only  8-15%  sugar,  the 
same  amount  contained  in  a glass 
of  orange  or  pineapple  juice. 

“In  a special  study,  conducted 
by  the  Food  and  Drug 
Administration  (FDA),  scientists 
reviewed  50  years  of  international 
literature,  and  determined  that 
sugar  presents  no  real  health 
hazard,”  Kifer  says  — with  one 
exception. 

Tooth  decay  is  the  one 
detrimental  effect  sugar  has  on  the 
human  body,  “but  all  fermentable 
carbohydrates  cause  tooth  decay, 
not  just  sugar,”  he  points  out. 


drink 

The  amount  of  sugar  consumed, 
the  frequency  and  how  consistently 
it  is  consumed,  as  well  as  the 
amount  of  time  it  takes  to  clear 
the  mouth  (quickly  in  the  case  of 
soft  drinks)  are  all  factors  in 
determining  tooth  decay. 

Kifer  points  out,  however,  that 
recent  dental  studies  of  children 
show  there  is  30%  decline  in  tooth 
decay  today,  and  that  40%  of  the 
children  studied  are  cavity  free. 

“One  dentist  recently 
commented  to  me  that  dentistry  is 
the  only  profession  that  is  putting 
itself  out  of  business,”  Kifer  says. 

More  recent  concerns  focus  on 
the  variety  of  artificial  sweeteners 
which  the  soft  drink  industry  is 
adding  to  their  diet  beverages. 

Saccharin,  of  course,  came  into 
question  in  1977  when  the  FDA 
threatened  to  exercise  the  Delaney 
clause  and  withdraw  its  approval 
of  the  product,  after  a Canadian 
study  observed  that  “massive 
doses  of  the  sweetener”  caused 
tumors  in  male  rats.  “The  intense 
public  opposition  to  the  proposed 
ban  prompted  Congress  to  impose 
a prohibition  on  regulatory  action 
against  saccharin  until  further 
research  was  completed,”  says  one 
of  the  brochures.  It  was  the 
American  Council  on  Science  and 
Health  which  concluded  that, 
based  on  the  evidence  presented 
from  both  animal  and  human 
studies,  the  use  of  saccharin,  in 
normal  dietary  amounts,  presents 
no  risk  to  humans. 

Another  sweetener,  aspartame, 
marketed  under  the  trade  name 
Nutrasweet,  “is  a high-potency 
sweetener,”  says  Kifer.  You  only 
need  a bit  of  it  to  sweeten  the 
most  bitter  beverage. 


“When  its  use  was  approved  in 
1981,  it  was  considered  one  of  the 
safest  sweeteners  on  the  market,” 
says  Kifer.  Ten  years  of  study  had 
followed  the  product’s 
development,  and  in  July,  1983, 
its  approval  was  extended  to 
include  use  in  soft  drinks. 

Recent  consumer  complaints 
about  the  product  have  been 
investigated  by  the  FDA  as  well  as 
the  Center  for  Disease  Control  — 
both  of  whom  have  recently 
concluded  that  aspartame  is  safe 
for  human  consumption. 

Now,  cyclamates  are  back  in  the 
news.  Although  a ban  was  placed 
on  their  production  in  1969,  the 
National  Academy  of  Sciences  are 
reassessing  their  safety  and  Kifer 
says  they  may  be  back  on  the 
marketplace  in  another  year. 

The  other  two  ingredients 
causing  consumer  concern  — 
caffeine  and  sodium  — pose  no 
health  threats  either,  claims  Kifer. 

“Caffeine  is  a natural  ingredient 
which  is  found  in  a number  of 
plants,  including  cola  nuts.  It’s 
added  to  soft  drinks  as  a flavor 
enhancer,  and  only  in  minute 
amounts  — in  fact,  at  half  the 
level  permitted  by  the  FDA.” 

Responding  to  recent  criticism, 
linking  caffeine  and  birth  defects, 
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The  maligned  soft  drink 

Kifer  says  neither  human  nor 
animal  studies  have  shown  any 
link  between  the  two. 

As  for  sodium,  “Soft  drinks 
just  don’t  contain  that  much.  The 
sodium  that  is  present  usually 
comes  from  the  local  supply  of 
drinking  water,”  says  Kifer. 

Vala  Jean  Stults,  an  assistant 
professor  of  Foods  and  Nutrition 
at  Whittier  College  in  Whittier, 
California,  defends  the  use  of  soft 
drinks  in  a balanced  diet. 

Like  most  nutritionists,  she 
spurns  such  buzzwords  as  “junk 
food”  and  “empty  calories,” 
insisting  that  there  are  no  such 
things  as  “non-nutritious”  foods.  A 
certain  amount  of  nutrition  is 
present  in  all  foods,  she  says,  but 
it’s  up  to  the  consumer  to  make 
wise  food  choices  “with  an  eye 
toward  a balanced  diet.” 

“The  amount  of  protein 
consumed  has  remained  fairly 
constant  over  the  past  70  years  — 
fats  have  increased,  due  to  an 
increase  in  the  use  of  cooking  oils 
and  margarine,  and  carbohydrates 
have  declined  somewhat,  probably 
because  people  still  believe  bread 
and  potatoes  are  high  in  calories.” 

One  source  of  carbohydrates  — 
sugar  — has  increased  slightly  in 
the  last  few  years. 

“It’s  not  a drastic  increase, 
despite  rumors  that  there  is  so 
much  hidden  sugar  in  processed 
food  these  days.  What  consumers 
don’t  realize  is  that  the  sugar  in 
processed  foods  only  replaces  the 
amount  that  good  cooks  would 
have  used,  cooking  in  their  own 
home  kitchens.” 

Calcium  is  the  only  nutrient  that 
is  not  being  consumed  by  adults  at 
appropriate  RDA  levels,  says 
Stults. 


. . . (continued) 

Children,  however,  are  a 
different  matter. 

According  to  a seven-day  study 
conducted  at  the  University  of 
Michigan,  Stults  says  that  milk  is 
the  beverage  of  choice  by  most 
children,  followed  by  carbonated 
soft  drinks,  juice,  tea,  non- 
carbonated  drinks  and  coffee. 

“Soft  drinks  are  most  popular 
with  those  between  the  ages  of  11 
and  44.  Preference  for  the  diet 
soft  drinks  increases  with  age,” 
she  says. 

And  despite  recent  new  reports 
that  claim  soft  drink  consumption 
has  become  a problem  at  schools, 
Stults  says  that  70%  of  soft  drinks 
consumed  by  children  are 
consumed  at  home. 


Putting  patients  at 

The  colors  are  pastel  greens,  the 
furniture  is  French  provincial  and 
the  fabrics  are  small  prints.  There 
is  a large  mirror  with  a fancy 
wooden  frame  on  one  wall.  It 
looks  like  a comfortable  sitting 
room  or  lounge.  But  it  is  located 
in  the  radiology  department  at  the 
Community  Hospital  of  Bedford. 

It  is  the  hospital’s  new  Breast 
Diagnostic  Center  which  opened 
last  summer  at  the  Bedford 
hospital  under  the  direction  of 
physicians  Ronald  Bailey,  MD, 
head  of  the  department  of 
radiology,  and  Jay  Thompson, 

MD,  staff  radiologist. 

While  its  chief  purpose  is  to 
encourage  older  women  patients 
and  those  at  high  risk  of  breast 
cancer  to  have  regular  breast 
examinations,  including 


“Less  than  5%  is  consumed  at 
school,  and  then  we’re  only 
talking  a volume  of  about  four  or 
five  ounces,”  she  says. 

She  concludes  by  pointing  out 
that  soft  drinks  provide  a tasteful 
alternative  to  beverages  in  the  diet 
— without  posing  any  serious 
health  threats. 

Unfortunately,  the  fact  that 
there  is  no  evidence  of  harm  in 
soft  drinks  doesn’t  make 
headlines,”  says  Stults.  The 
NSDA,  however,  is  hoping  their 
quiet,  low-keyed  presentation  of 
facts  will  help  persuade  the  public 
that  they  can  drink  their  colas  — 
or  un-colas,  as  they  prefer  — 
without  any  feelings  of  guilt.  — 
Karen  S.  Edwards. 


ease 

mammography  screening  for 
women  over  40,  it  is  also  designed 
to  put  patients  at  ease,  Dr. 
Thompson  points  out. 

“In  my  former  work  as  a 
pediatric  radiologist,  I worked 
very  closely  with  children,”  he 
says,  “and  I know  how  important 
it  is  for  a child  to  feel  comfortable 
during  an  examination.” 

As  a result,  children’s  examining 
rooms  are  often  filled  with 
colorful  pictures,  stuffed  animals 
and  down-scaled  furniture, 
designed  to  help  children  cope 
with  the  examination  process. 

Such  efforts  are  rare,  however, 
on  the  adult  level  — even  though 
some  procedures  are  equally 
discomforting. 

Therefore,  when  the  Bedford 
hospital  recently  remodeled  its 
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entire  radiology  department, 
physicians  there  decided  that 
women  patients  seeking 
mammography  screenings  might 
also  benefit  from  a casual, 
comfortable  atmosphere. 

Due  to  the  serious  and  sensitive 
nature  of  breast  disease,  many 
women  feel  extremely  nervous  and 
uncomfortable  about  the  topic  and 
many  even  avoid  breast 
examinations  for  fear  cancer  will 
be  discovered  and  they  will  lose  a 
breast,  Dr.  Thompson  says. 

As  a result,  some  women  wait 
so  long  that  the  disease  is  not 
discovered  until  their  worst  dreams 
are  realized,  even  though  early 
detection  of  disease  might  have 
prevented  the  more  radical  forms 
of  treatment. 

Physicians  at  Bedford  hope  that 
the  more  comfortable  and  relaxed 
surroundings  will  help  convince 
women  to  schedule  breast  check- 
ups as  regularly  as  other 
examinations. 

Bedford  hospital  not  only  has 
incorporated  colorful  and 
comfortable  furnishings  into  its 
new  Breast  Diagnostic  Center,  it 
has  also  launched  a community- 
wide campaign  to  inform  women 
in  the  area  about  the  importance 
of  regular  breast  exams,  including 
mammography. 

Still  another  reason  some 
women  over  40  choose  not  to  have 
regular  breast  x-rays  is  because 
most  insurance  policies  do  not 
cover  them,  says  Dr.  Thompson. 
Mammography  screenings  in  that 
part  of  the  state  typically  run  $110 
to  $140,  he  says. 

Therefore,  Bedford  hospital  has 
lowered  its  price  to  $95  per 
screening,  which  also  includes  a 
physical  breast  exam  by  a 


physician  and  detailed  instructions 
on  self  examination. 

Women  may  be  referred  to  the 
center  by  a physician,  or  they  may 
simply  schedule  an  appointment 
on  their  own,  he  says. 


“Not  only  do  we  want  women 
to  feel  at  ease  here,”  says  Dr. 
Thompson,  “but  we  also  want 
them  to  feel  in  control  of  the 
situation.”  — Susan  Porter 


Radiologist  Jay  Thompson,  MD,  Bedford,  discusses  mammography  with  a patient 
at  the  center. 
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The  Woman  Physician: 

Shaking  Up  the 
Health  Care  Network 

By  Susan  Porter 


t was  a seemingly  minor 
problem,  considering  the 
numerous  life  and  death  situations 
faced  on  a daily  basis  at  the 
Cleveland  Clinic.  But  for  Sheryl 
Buckley,  MD,  a resident  in 
anesthesiology  at  the  clinic  in  the 
early  1970s,  it  represented  more 
than  a small  inconvenience. 

The  problem  was  that  there  was 
no  place  for  Dr.  Buckley,  the  only 
woman  in  that  residency  program 
at  the  time,  to  change  into  her 
operating  room  scrubs. 

“The  changing  facility  at  the 
clinic  was  designed  at  a time  when 
all  doctors  were  men  and  all 
nurses  were  women,”  she  explains. 
“Therefore,  all  of  the  doctors 
changed  in  the  men’s  locker 
room.” 


But  times  were  changing.  The 
women’s  liberation  movement  of 
the  late  sixties  and  early  seventies 
was  seeing  greater  numbers  of 
women  entering  medical  school  — 
and  going  on  to  residency 
programs  beyond  pediatrics, 
internal  medicine,  family  medicine 
and  psychiatry,  specialties  that  had 
traditionally  attracted  those  few 
women  in  the  medical  profession. 
Thus  some  awkward  situations 
were  arising  at  medical  facilities 
around  the  country,  shaking  up 
the  status  quo  from  the  locker 
room  to  the  operating  room. 

“It  was  obvious  that  I couldn’t 
dress  with  the  male  doctors,”  Dr. 
Buckley  recalls.  “So  at  first  it  was 
decided  I would  change  in  a 
colleague’s  bathroom.”  When  that 
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didn’t  work  out,  they  moved  her 
down  the  hall  to  the  nurses’  locker 
room.  “But  I didn’t  really  belong 
there  either.” 

Finally,  they  assigned  her  to  a 
private  office  for  changing  — but 
that  still  didn’t  solve  all  of  Dr. 
Buckley’s  problems.  “It  used  to  be 
that  residents  had  15  minutes  or 
so  between  rounds,”  she  explains, 
“when  everyone  would  gather  in 
the  men’s  locker  room  and  ‘shoot 
the  breeze.’  ” 

Thus  a woman  resident  was 
excluded  from  these  impromptu 
sessions  which  provided  not  only 
social  contacts  but  also  gave 
learning  physicians  a chance  to 
discuss  their  work  experiences 
informally. 

“As  a woman  doctor,  you  miss 
out  on  some  very  important 
networking,”  Dr.  Buckley  says. 

Over  the  past  10  years,  things 
have  continued  to  change  for 
women  entering  the  medical 
profession,  Dr.  Buckley,  the 
immediate  past  president  of  the 
Women’s  Medical  Society  of 
Cleveland  and  a member  of  the 
Women’s  Task  Force  of  the 
Cleveland  Academy  of  Medicine, 
admits. 

Women  now  make  up  33%  of 
entering  medical  school  classes  and 
32%  of  the  total  enrollment  in 
medical  schools  in  this  country 
today,  compared  to  only  15%  of 
the  medical  school  population  ten 
years  ago,  according  to  a recent 
report  in  the  Journal  of  the 
American  Medical  Association. 
Some  30%  of  all  MD  graduates 
are  now  women,  as  is  one  out  of 
every  four  residents. 

In  1980,  the  Cleveland  Clinic 
remodeled  its  locker  rooms  so 
that,  today,  separate  changing 
areas  exist  for  both  male  and 
female  physicians,  emptying  out 
into  a common  lounge  area  where 


those  important  discussions  and 
interchanges  can  take  place,  says 
Dr.  Buckley. 

Still,  when  they  get  out  into 
practice,  women  physicians 
comprise  only  12%  of  the  total 
physician  population  in  this 
country  today,  making  them  a 
distinct  minority  in  every  specialty 
and  subspecialty,  she  points  out. 
And  while  women  residents  were 
enrolled  in  all  programs  with  the 
exception  of  vascular  surgery  last 
year,  according  to  the  JAMA 
report,  female  physicians  still  have 


Female  physicians 
still  have  a long  way 
to  go  if  they  hope  to 
realize  their  own 
personal  goals  in  the 
medical  profession 
— along  with  the 
high  expectations 
of  their  patients  and 
peers. 


a long  way  to  go  if  they  hope  to 
realize  their  own  personal  goals  in 
the  medical  profession  — along 
with  the  high  expectations  of  their 
patients  and  peers. 

Among  the  biggest  indicator 
that  a “gender  gap”  still  exists  is 
the  pay  differential  between  male 
and  female  physicians.  While  the 
average  male  doctor  made  a net 
income  of  $102,000  in  1982,  the 
average  female  doctor  netted  only 
$62,500,  according  to  a special 
report  issued  by  the  American 


Medical  Association  last  year. 

Part  of  the  reason  is  that  female 
physicians  are  less  likely  to  be  self- 
employed,  practice  an  average  of 
7.9%  fewer  hours  a week,  and  see 
18.5%  fewer  patients  per  week 
than  their  male  colleagues,  the 
report  indicates. 

“Among  surgeons,  however, 
there  was  no  significant  difference 
between  hours  worked  between 
males  and  females,”  the  report 
says.  Yet  women  in  surgical 
specialties  made  an  average  of 
$30,000  per  year  less  than  male 
surgeons  in  1982,  according  to  the 
report. 

Thus,  the  inequalities  in  the 
system  go  beyond  the  hours 
worked,  the  amount  of  education 
achieved  or  the  sophistication  of 
the  specialty,  to  factors  reflecting 
the  attitudes  of  a society-at-large 
which  has  long  held  the  man  as 
primary  breadwinner,  and  the 
women  as  mother  and 
homemaker.  And  while  those 
stereotypical  roles  are  slowly 
dropping  away,  allowing  men  and 
women  to  take  on  equal 
responsibilities  at  work  and  at 
home,  surveys  indicate  that  men 
continue  to  hold  the  high-level 
positions  in  all  aspects  of  business, 
industry  and  the  professions,  while 
women  still  take  major 
responsibility  for  child-rearing  and 
the  household  chores. 

Perhaps  those  most  cognizant  of 
how  far  women  doctors  have  come 
— and  how  far  they  still  have  to 
go  — are  physicians  like  Mary  A. 
Thomas,  MD,  who  has  had  a 
private  practice  in  internal 
medicine  in  the  Cleveland  area  for 
the  past  35  years.  Dr.  Thomas  can 
recall  her  own  medical  education 
at  Hahnemann  Medical  College  in 
Philadelphia,  where  women 
students  not  only  were  banned 
from  the  men’s  locker  rooms  but 
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Emily  Lutz,  MD,  Circleville,  attends  to  a wounded  member  of  the 
fencing  team  during  the  1984  Olympics  in  Los  Angeles.  Dr.  Lutz  was  one 
of  only  two  women  physicians  to  provide  medical  coverage  for  the 
games,  and  the  only  woman  physician  to  complete  the  two-week  training 
program  for  physicians  at  the  U.S.  Olympic  Training  Center. 


were  also  forced  to  study  in 
separate  chemistry  and  physiology 
labs. 

On  more  than  one  occasion,  she 
recalls,  female  medical  students 
were  asked  to  leave  the  room 
when  a male  patient  was  being 
examined.  “I’m  not  sure  why  — I 
don’t  know  if  they  were  worried 
about  embarrassing  us  or 
embarrassing  the  patients,”  she 
says. 

She  can  also  recall  being  given  a 
distinct  choice  between  a 
cardiology  fellowship  and  a 
family.  “They  told  me  they  didn’t 
want  a pregnant  woman  in  the 
program  because  it  didn’t  suit  the 
schedule,”  she  says.  Thus  she 
chose  a career  in  internal  medicine 
because  it  presented  a more 
manageable  option  for  spending 
time  with  a husband  and  children. 

Still  it  was  not  easy.  Her  first 
years  in  practice,  she  was  often 
forced  to  tow  her  infant  son  along 
on  house  calls  since  her  husband, 
also  a physician,  was  away  serving 
in  the  Korean  War.  Later,  an  aunt 
moved  in  to  lend  assistance,  but 
when  she  became  ill,  “we  ended 
up  with  a lot  of  temporary 
babysitters.”  Two  more  children 
intensified  the  problem. 

“We  didn’t  have  day  care  in 
those  days,”  Dr.  Thomas  explains. 
“It  was  at  this  point  that  I really 
began  to  wonder  if  I was  going  to 
be  able  to  do  it  all.” 

The  problem  was  resolved, 
however,  when  “we  finally  found 
a housekeeper  who  ended  up 
staying  with  the  family  for  23 
years.  There  is  no  way  I could 
have  done  it  without  this  kind  of 
help,”  Dr.  Thomas  admits. 

While  society  today  is  more 
geared  up  to  serve  the  needs  of 
working  mothers,  “it’s  still  very 
difficult  to  find  the  right  child 
care,”  Dr.  Thomas  says.  “So  for 


many  women,  this  is  still  very 
much  a problem.” 

It  is  this  type  of  situation  — 
rather  than  any  kind  of  verbal  or 
overt  discrimination  — that  today 
is  forcing  many  women  physicians 
to  limit  their  medical  practices  to 
the  less  demanding  specialties  or 
to  take  salaried  positions  in  clinics 
or  hospitals,  often  at  a much 
lower  rate  of  pay  than  their 
colleagues  in  private  practice. 

“It’s  not  so  much  that  women 
are  being  actively  discriminated 
against,”  says  Sandra  Cobb,  MD, 
who  also  is  in  practice  in  internal 
medicine  in  the  Cleveland  area. 
“Rather,  it’s  the  lack  of  flexibility 
in  certain  areas  of  medicine. 
Research  shows  that  fewer  women 


go  into  the  subspecialties  or  into 
academic  medicine  because  they’re 
trying  to  balance  a family  life  with 
a professional  life.  So  in  essence, 
many  women  don’t  have  as  much 
freedom  of  choice  in  the 
profession.” 

And  while  an  increasing  number 
of  women  physicians  — like  Dr. 
Thomas  — are  relying  to  a great 
degree  on  housekeepers, 
babysitters  and  others  who  can 
help  alleviate  the  household 
chores,  “studies  show  that  women 
in  medicine,  in  particular,  continue 
to  bear  a large  part  of  the 
responsibilities  at  home,”  says  Dr. 
Buckley.  “Most  continue  to  do  the 
shopping,  the  laundry  and  the 
housework.  Because  they  still  tend 
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Anne  P.  Miller,  MD,  Columbus,  is  one  of  only  a handful  of  women 
plastic  surgeons  in  the  state. 


to  hold  the  low-paying  jobs  in 
medicine,  they  often  have  to 
choose  between  domestic  help  and 
other  items  — and  they  often  pick 
the  other  items.” 

Thus  a major  obstacle  to 
selecting  a high-level  subspecialty 
is  the  many  years  of  residency  and 
training  required  to  become  board 
certified  — rigorous  years  which 
leave  little  time  for  any  kind  of 
homelife,  much  less  childbearing 
or  child-rearing.  Surgery  and  the 
surgical  subspecialties  are 
particularly  devoid  of  women  for 
this  reason  and  others,  Dr.  Cobb 
says. 

In  1970,  a mere  1%  of  surgeons 
were  women,  according  to  Medica 
magazine,  a publication  for 
women  practicing  medicine.  Today 
that  number  has  increased  to  a 
marked  7 Vo  — yet  it  is  still  far 


below  that  of  other  specialties 
traditionally  open  to  women,  such 
as  psychiatry,  which  now  is  made 
up  of  18 Vo  female  physicians,  the 
report  says. 

Psychiatry  has  long  been  open 
to  women  because  “many  aspects 
of  therapy  revolve  around 
nurturing  relationships,”  says 
Melodie  Morgan-Minott,  MD,  a 
psychiatrist  in  private  practice  in 
the  Akron  area.  “And  women 
have  always  been  accepted  as 
nurturers.”  So  many  women  are 
now  involved  in  psychiatry  that 
“special  residency  programs  have 
been  developed  which  allow 
women  with  children  to 
accommodate  their  busy 
schedules,”  Dr.  Morgan-Minott 
says.  “It  may  take  you  another 
year  to  finish,  but  at  least  it  can 
be  done.” 


“It  would  be  very 
difficult  for  a 
woman  with  young 
children  to  go 
through  this  kind  of 
program.”  — Anne 
P.  Miller,  MD 


Such  is  not  the  case  in  most 
surgical  subspecialties,  requiring 
that  women  make  a definitive 
choice  between  a family  and  a 
residency. 

Anne  P.  Miller,  MD,  a plastic 
surgeon  in  Columbus,  is  one  of 
only  a handful  of  women  in  the 
state  to  pursue  her  subspecialty. 
“Any  surgery  training  program  is 
very  difficult,”  she  points  out. 
“You’re  on  call  every  other  night 
— and  frequently  you  don’t  sleep 
at  all  the  night  you  are  on  call.” 

During  her  residency,  which 
included  three  years  in  general 
surgery  and  two  years  in  plastic 
surgery,  she  worked  between  80 
and  95  hours  a week,  she  says.  “I 
have  no  children  and  that 
helped,”  she  says.  “It  would  be 
very  difficult  for  a woman  with 
young  children  to  go  through  this 
kind  of  program.” 

However,  family  considerations 
are  not  the  only  reasons  women 
tend  to  stay  out  of  these  areas, 
she  and  others  agree.  “Surgery  is 
very  competitive,”  she  says,  “and 
it’s  getting  more  so  all  the  time. 
For  every  100  applicants,  there  are 
only  two  or  three  spots  open.  So 
the  key  is  to  get  as  much  training 
and  experience  as  possible,  if  you 


778 


The  Ohio  State  Medical  Journal 


want  to  be  accepted.” 

Dr.  Cobb  agrees.  “There  are  so 
many  physicians  today  and  the 
economy  is  such  that  funding  for 
some  subspecialty  training  and 
academic  research  is  being  cut,” 
she  says.  “Therefore,  these 
programs  are  taking  the  people 
who  can  produce  the  most  work. 

If  they  have  to  choose  between  a 
woman  with  children  and  family 
responsibilities  and  a young  man 
with  no  responsibilities,  and  both 
are  equally  qualified,  they  will 
probably  take’  the  man.” 

Even  after  a residency  program 
is  completed,  the  early  practice 
years  in  a surgical  subspecialty  are 
very  demanding.  “The  natural 
evolution  of  a plastic  surgeon  is  to 
do  a lot  of  emergency  work  early 
— and  then  to  move  into  cosmetic 
and  elective  surgeries  as  you 
become  more  established,”  Dr. 
Miller  says.  Once  that  point  is 
reached,  the  schedule  may  become 
more  manageable  and  more 
conducive  to  family  life,  she  says. 
Still,  for  many  women,  the  prime 
childbearing  years  at  that  point 
may  already  have  passed. 

Perhaps  this  is  one  reason  why 
many  successful  women  physicians 
in  Ohio  made  their  career  choice 
at  an  early  age  — often  as  early  as 
four  or  five  years  old  — and 
began  to  pursue  their  goal  as  early 
as  the  junior  high  and  high  school 
years. 

“It’s  something  you  have  to 
start  out  very  early  wanting  to 
do,”  says  Claire  Wolfe,  MD,  a 
board  certified  physician  in 
physical  medicine  and 
rehabilitation  in  Columbus.  “You 
need  to  get  a head  start  if  you 
want  to  get  through  all  of  the 
stigma  associated  with  being  a 
woman.” 


Denise  Jennings,  MD,  who 
recently  opened  a private  practice 
in  obstetrics/gynecology  in 
Cleveland,  decided  to  go  into 
medicine  at  the  age  of  four.  Yet 
she  had  two  strikes  against  her  — 
she  was  black  and  she  was  female. 
“You  didn’t  see  many  black 
women  in  medicine  then,”  she 
says.  “But  our  pediatrician  was  a 
black  woman,  and  she  took  very 
good  care  of  us.  She  retired  when 
I was  10  years  old,  but  she  had  a 
very  strong  influence  on  me.” 

Despite  the  fact  that  she  was 
encouraged  in  high  school  to  go 
into  nursing,  she  stuck  with  her 
original  career  ambition,  “because 
I had  always  dreamed  of  being  a 
doctor  and  having  my  own 
practice.” 

Dr.  Thomas  chose  medicine  at 
the  age  of  nine  after  her 
grandfather,  also  a physician, 
came  home  upset  one  night  after 
losing  a woman  patient.  “She 
wouldn’t  let  a man  examine  her,” 
Dr.  Thomas  recalls.  “I  remember 
my  grandfather  saying,  ‘If  only 
there’d  been  a woman  doctor 
around.’  And  then  he  told  me  I 
should  think  about  it.”  After  that 
time,  she  says,  she  never 
considered  anything  else. 

Cincinnati  radiologist  Mary  C. 
Moebius,  MD,  decided  to  become 
a doctor  at  the  age  of  five.  “My 
father  was  a butcher,”  she  says, 
“and  I used  to  play  with  those 
parts  of  the  cow  he  didn’t  use.  I 
became  fascinated  with  anatomy.” 

Like  Dr.  Jennings,  Dr. 
Moebius’s  high  school  counselor 
told  her  she  was  much  better 
suited  to  nursing.  “But  the  more  I 
was  discouraged,  the  more 
determined  I became,”  she  says. 

Dr.  Wolfe,  who  wanted  to  be  a 
doctor  “from  as  far  back  as  I can 


remember,”  entered  medical 
school  in  the  early  1960s,  after 
much  discussion.  Like  other 
women  medical  students  at  that 
time,  she  recalls  being  told  that  “I 
was  taking  away  a man’s  job  — 
that  I should  stay  home  and  have 
a family  and  raise  kids  instead. 

My  own  aunt  told  me  I should  be 
a teacher  instead  of  a doctor  — 
because  medicine  was  no  place  for 
a woman.” 

She  almost  heeded  their  advice 
until  a freshman-year  guidance 
counselor  pointed  out,  “You 
might  be  taking  the  place  of  a guy 
who  would  be  a really  lousy 
doctor.”  After  that,  says  Dr. 
Wolfe,  “I  never  looked  back.” 

Dr.  Wolfe  admits,  however,  that 
her  responsibilities  as  wife  and 
mother  were  part  of  the  reason 
she  chose  a career  in  physical 
medicine.  “You  don’t  have  a lot 
of  critically  ill  patients  who  are 
depending  on  you  24  hours  a 
day,”  she  says,  “and  you  can 
adapt  your  schedule  in  a lot  of 
different  ways  to  fit  your  needs.” 

And  the  surgical  subspecialties 
are  not  the  only  areas  of  medicine 
that  present  difficulties  for  women 
attempting  to  care  for  a family  as 
well  as  patients.  “I  love  children 
and  I thought  about  pediatrics  for 
a long  time,”  says  Dr.  Wolfe. 

“But  as  a married  person  with 
two  children  of  my  own,  I knew 
how  important  it  was  to  have  my 
pediatrician  available  around  the 
clock.” 

Family  life  is  not  the  only  thing 
that  takes  a back  seat  to  medicine 
in  some  specialty  areas. 

Emily  Lutz,  MD,  was  one  of 
only  eight  women  in  her  medical 
school  class  in  the  1950s.  Today, 
she  is  the  only 

obstetrician/gynecologist  practicing 
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in  Circleville,  and  one  of  only 
two  physicians  delivering  babies  in 
that  community.  Her  work  has 
become  so  demanding  that  she  has 
had  to  forego  spending  time  with 
her  second  interest  in  medicine  — 
sports  medicine. 

This  year  Dr.  Lutz  became  the 
first  woman  physician  in  the  state 
to  be  awarded  the  Ohio 
Outstanding  Team  Physician 
Award,  chiefly  for  her  volunteer 
medical  coverage  at  numerous 
Ohio  High  School  Athletic 
Association  tournaments  and 
playoffs.  Dr.  Lutz  also  was  one  of 
only  two  women  to  serve  as  a 
team  physician  for  the  XXIII 
Olympic  Games  in  Los  Angeles 
last  year,  and  is  the  only  woman 
doctor  to  complete  the  two-week 
training  program  for  physicians  at 
the  U.S.  Olympic  Training  Center. 

While  she  has  been  invited  back 
to  practice  in  the  training  program 
again  next  summer,  she  admits, 
“My  practice  is  getting  more  and 
more  confining.  So  I’m  not  sure 
I’ll  be  doing  much  else  but 
delivering  babies.” 

Women  in  medicine  also  have 
had  to  pass  up  involvement  in 
professional  organizations  and 
activities  in  order  to  accommodate 
their  already  demanding  schedules. 
Dr.  Cobb  estimates  that  even 
though  women  work  fewer  hours 
in  the  office  per  week,  “they  often 
work  another  90  hours  a week  in 
the  home,”  so  their  total  hours  of 
commitment  are  far  greater  than 
those  of  their  male  colleagues.  “I 
was  recently  asked  to  serve  on  two 
new  committees,”  says  Dr.  Cobb. 
“But  even  though  I would  have 
loved  to  get  involved,  and  I know 
how  important  the  committee 
work  is,  I had  to  turn  it  down.” 

Yet  involvement  on  committees 
and  in  professional  associations  is 
important  if  the  special  needs  of 


women  physicians  are  to  be 
addressed  and  met.  It  is  for  this 
reason  that  organizations  such  as 
the  American  Women’s  Medical 
Association  and  its  component 
societies  like  the  Women’s  Medical 
Society  of  Cleveland  were  formed 
and  continue  to  exist,  says  Dr. 
Buckley.  “Despite  the  fact  that  we 
are  now  welcome  in  the 
mainstream  of  medicine,  there  are 
still  some  problems  and 
perspectives  women  have  that  need 
to  be  aired,”  she  says. 

The  organization  also  helps 
women  to  build  political  and 
leadership  skills  so  that,  “when 
positions  of  power  open,  women 
will  have  the  skills  needed  to  fill 
these  positions,”  Dr.  Buckley  says. 

Dr.  Wolfe  is  one  woman 
physician  who  has  managed  to 
find  time  for  this  type  of 
involvement,  despite  her  family 
and  professional  responsibilities. 
She  currently  serves  as  an  alternate 
delegate  to  the  American  Medical 
Association  and  is  active  in  a 
number  of  OSMA  committees, 
including  chairing  the 
OSMA/Ohio  Nurses  Association 
liaison  committee. 

“Women  need  an  organized 
voice  for  their  patients  and 
themselves,”  Dr.  Wolfe  says. 

“And  organized  medicine  needs 
the  visibility  of  women.  We  will 
soon  make  up  over  30%  of  the 
physician  population.” 

Many  women  don’t  join,  she 
says,  because  “they  don’t  feel 
organized  medicine  touches  their 
lives.  And  they’re  so  busy  with 
careers  and  families,  they  just 
don’t  have  the  time.” 

Yet  they  need  to  make  the  time, 
if  women  are  ever  to  realize  the 
same  level  of  power,  sophistication 
and  satisfaction  as  their  male 
colleagues  in  the  profession,  she 
and  others  believe. 


Getting  involved  in  organized 
medicine  and  professional 
activities  is  a crucial  part  of  the 
“networking”  Dr.  Buckley  says  is 
so  important  — not  only  for  the 
woman  resident  shut  out  of  the 
men’s  locker  room,  but  also  for 
the  practicing  woman  physician 
who  may  find  herself  isolated  with 
little  means  of  social  interaction  or 
professional  advancement  once  she 
is  out  of  training  and  on  her  own. 

“Men  have  always  had  access  to 
these  social  contacts  in  a very 
informal  way,”  she  says.  “Women 
still  do  not.  For  example,  no  one 
comes  up  to  me  and  says,  ‘Hey, 
do  you  want  to  go  golfing  this 
Saturday?’  There  is  still  a lot  of 
hesitation  to  form  male-female 
friendships,  for  fear  they’ll  be 
misunderstood.  Society  always 
assumes  there  has  to  be  a sexual 
connotation,  so  this  puts  the 
woman  doctor  at  a great 
disadvantage.” 

Because  of  this  hesitancy, 
women  not  only  miss  out  on 
personal  friendships  with  their 
colleagues,  they  may  also  miss  out 
on  patient  referrals  and  a chance 
to  advance  in  their  profession.  As 
a result,  women  physicians  may  be 
the  last  to  be  recommended  for  an 
opening  in  a new  partnership,  an 
administrative  position,  a faculty 
spot  or  a delegation  to  the  AMA. 

Dr.  Moebius,  the  solo 
radiologist  at  the  McCullough- 
Hyde  Memorial  Hospital  in 
Cincinnati,  has  experienced  the 
type  of  social  and  professional 
isolation  that  goes  with  being  a 
woman  in  a predominantly  male 
specialty. 

“I  never  had  any  problems 
being  a woman  during  medical 
school  or  residency,”  she  says. 
“And  the  hospital  I’m  in  has  no 
problems  with  a woman  in 
radiology.”  Major  difficulties 
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Doris  Charles,  MD,  Columbus,  is  one  of  the  few  women  in  administrative 
medicine  in  the  state,  and  the  first  woman  to  hold  the  position  of  director 
of  University  Health  Services  at  Ohio  State  University. 


“Patient  loads  have 
slowed  to  the  point 
where  all 

physicians  — male 
and  female  — can 
have  time  for  both 
a family  life  and  a 
practice.’’  — Doris 
Charles,  MD 


arose,  however,  when  she  went  out 
into  the  job  market. 

“I  had  hoped  to  join  a group 
when  I completed  my  residency,” 
she  says.  “But  I soon  found  that 
radiology  groups  don’t  want 
women.  They’re  afraid  you’ll  get 
pregnant  and  have  to  take  off 
work  — or  that  your  children  will 
get  sick  and  you’ll  stay  home  all 
of  the  time.  One  physician  even 
had  the  nerve  to  tell  me  I’d  be 
taking  off  every  month  for 
menstrual  cramps.” 

It  is  because  in  the  past  so  few 
women  have  been  in  the  medical 
profession  that  stereotypes  like 
these  have  continued  to  exist,  Dr. 
Buckley  says.  Not  until  a number 
of  women  physicians  have  proven 
themselves  at  work  and  at  home 
will  they  be  accepted  in  full  by 
their  colleagues,  their  superiors 
and  their  patients,  she  and  others 
agree. 

This  acceptance  does  not  come 
easily. 

“To  get  accepted  into  a group 
today  you  have  to  be  a ‘star 
physician’  in  a sense,  if  you  are  a 
woman,”  says  Dr.  Cobb.  “You 
can’t  just  be  average.” 

“Eventually  women  will  be 


allowed  to  be  ‘average’  doctors,” 
says  Dr.  Buckley.  “But  today, 
they  have  to  be  exceptional  in 
their  specialty.  As  more  women  go 
into  medicine  and  more  men 
discover  firsthand  that  women  are 
as  talented,  capable  and  dedicated 
as  their  male  colleagues,  society 
will  learn  from  experience  that  the 
stereotypes  aren’t  true.” 

And  women  have  much  to  offer 
the  medical  profession,  she  and 
others  believe. 

“Women  bring  to  medicine 
more  empathy,  more  time  and  a 
more  personal  touch,”  says  Dr. 
Cobb.  “We  spend  more  time  with 
our  patients.  We  listen  to  their 
problems  more.  And  we’re  more 
sensitive  to  the  total  patient  — the 
whole  psycho-social  picture.  Once 
patients  realize  this,  they  tend  to 
seek  us  out.” 

Dr.  Cobb  admits  that  she  sees 


more  female  patients  than  male 
patients  on  a regular  basis.  “But 
then  most  patients  are  women,” 
she  points  out.  “I  probably  do  see 
fewer  men  than  the  male 
physicians  in  my  group.  But  the 
men  I do  see  are  among  my  most 
faithful  patients.  Often  they’re 
uneasy  about  the  initial  experience, 
but  once  they  see  you’re 
competent,  they  tend  to  stick  with 
you.” 

Women  bring  a unique 
approach  to  medicine,  says  Dr. 
Buckley,  “because  they  have 
different  life  experiences  than 
men.  They  bring  with  them  a 
different  perspective  to  medicine 
— which  I feel  will  also  improve 
medicine.” 

Among  their  attributes  is  their 
natural  ability  to  show  their 
feelings  and  to  openly  empathize 
with  a patient  — but  men  are  also 
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If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


He  knew  I was  determined  to  walk 
aaain.  But  runnina.  doina  aerobic 
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again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.” 

fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
her  left  leg.  Her  injured  brain  prevented 
her  left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
short  term  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 
regain  her  memory  and  improve  her  ability 
to  communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone’s  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions, 
(412)781-5700  (ext.  296). 

We  add  life  to  years 

HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  1 1 460,  Guys  Run  Road 
Pittsburgh,  PA  15238 
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learning  to  express  their  feelings. 
“In  essence,  women’s  liberation 
has  also  been  men’s  liberation,” 
Dr.  Buckley  says.  “The  old  macho 
image  made  it  difficult  for  men  to 
express  compassion.  Yet 
compassion  is  something  men 
surely  feel,  particularly  those 
inclined  to  choose  medicine.” 

In  addition,  women  entering  the 
medical  profession  — and  the 
working  world  as  a whole  — have 
forced  their  male  colleagues  to  re- 
evaluate their  own  roles  in  family 
life  and  parenting.  “A  lot  of  male 
physicians  today  also  want  fixed 
hours  and  time  to  spend  with  their 
children,”  says  Dr. 

Morgan-Minott. 

Medicine  has  changed 
dramatically  over  the  past  twenty 
years  from  the  time  Doris  Charles, 
MD,  first  went  into  practice.  Dr. 
Charles,  one  of  the  few  women  in 
administrative  medicine  in  the 
state,  is  the  first  woman  to  hold 
the  position  of  director  of 
University  Health  Services  at  the 
Ohio  State  University. 

She  began  her  career,  however, 
in  a small  private  practice  in 
Cincinnati.  “I  worked  with  a 
group  of  doctors  who  covered 
their  patients  24  hours  a day, 
seven  days  a week,  365  days  a 
year,”  she  says.  “We  were  the 
total  family  physicians  — we  saw 
everyone  from  the  baby  to  the 
grandparents.  And  we  rarely 
consulted  a specialist  — because 
there  were  so  few  specialists  to 
consult.” 

Today,  she  says,  there  are 
numerous  specialists  lending  their 
assistance  to  the  general 
practitioner,  including  physicians 
with  special  expertise  in  all  areas 
and  phases  of  development  and 
disease.  And  patient  loads  have 
slowed  to  the  point  where  all 
physicians  — male  and  female  — 
can  have  time  for  both  a family 
life  and  a practice. 


“No  one  should  have  to  be  on 
call  24  hours  a day  all  alone,” 
says  Dr.  Morgan-Minott.  “Not 
just  because  a child  might  get  sick, 
but  also  because  the  physician 
might  get  sick,”  she  says. 

Dr.  Jennings  is  another  woman 
in  medicine  who  feels  that  once 
patients  and  colleagues  better 
understand  females  in  the 
profession  and  their  goals  and 
expectations,  they  will  welcome  the 
changes  they  are  bound  to  bring. 

“We’re  not  saying  that  we  want 
to  take  over  the  male  role  or  to  be 
less  feminine,”  she  says.  “We’re 
not  saying  that  we  don’t  want  to 


have  families  or  children.  What  we 
are  saying  is  that  we  want  to  have 
it  all  — because  men  have  always 
been  allowed  to  have  it  all,  both  a 
family  and  a career. 

“Men  and  women  need  to  learn 
to  help  each  other  reach  their 
dreams,”  she  continues. 
“Regardless  of  your  race  or  sex  or 
age  or  the  time  — if  you  have  a 
goal  — you  should  go  for  it.” 

OSMA 
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Our  73rd  Year  in  Columbus 
Menendian 
has  been  known  for 
the  finest  quality 
and  best  values  in 

ORIENTAL  RUGS. 

We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
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Women  and  Medicine 


The  Woman  Patient: 
How  She’s  Shaping 


Health 


“Female  problems.” 

Once,  you  never  heard  them 
discussed  — anywhere.  Not  even 
at  home. 

Now,  such  typical  female 
complaints  as  pre-menstrual 
syndrome,  toxic  shock, 
osteoporosis,  in  vitro  fertilization, 
menopause,  breast  cancer  and  the 
two  eating  disorders  — anorexia 
nervosa  and  bulimia  — are  not 
only  making  the  pages  of  the  most 
prestigious  medical  journals,  but 
are  running  as  banner  headlines 
across  many  of  the  nation’s  largest 
newspapers. 

Why?  What  has  prompted  this 
sudden  turnaround,  this  new 
candidness  in  the  area  of  “female 
problems?”  And  why  has  women’s 
health  become  such  a hot  new 
prospect  in  the  health  care 
marketplace? 

A look  at  the  marketplace, 
itself,  may  provide  some  of  the 
answers. 

Recent  statistics  gathered  by 
both  the  American  Medical 
Association  and  the  American 
Hospital  Association  show  that 


Care  s 


By  Karen  S.  Edwards 


women  are  — without  a doubt  — 
the  most  frequent  users  of  medical 
care. 

For  example,  according  to  “The 
Environment  of  Medicine,”  the 
1983  report  published  by  the 
American  Medical  Association’s 
Long-Range  Planning  Committee: 

• The  typical  female  has  an 
average  of  5.4  physician  visits  per 
year  — compared  with  4.0  for 
males  — and 

• Over  12%  of  females  have  at 
least  one  short-stay  hospital 
episode  per  year  — as  compared 
with  8.6%  of  males. 

The  American  Hospital 
Association  makes  this  last  figure 
even  more  startling  by  revealing 
that  23.3  million  women  were 
hospitalized  in  1984,  compared  to 
15.6  million  men. 

Both  the  AMA  and  the  AHA 
are  willing  to  concede  that  much 
of  the  utilization  of  health  care 
services  by  women  can  be  related 
to  child-bearing  experiences;  yet 
even  with  this  aspect  considered, 
women  still,  typically,  utilize  more 
health  care  services  than  men. 


Future 


“Not  only  do  they  use  these 
services  more,  studies  also  indicate 
that  women  have  a large  influence 
on  the  health  care  choices  of 
others,”  says  Barbara  Burnside,  a 
spokesperson  with  the  Ohio 
Hospital  Association. 

As  she  points  out,  it’s  usually 
the  woman  who  decides  where  the 
children  will  receive  care  and, 
often,  where  her  husband,  father 
and  brother  go  for  medical 
treatment. 

“More  and  more,  women  are 
becoming  the  entry  way  into  the 
health  care  system,”  agrees  Linda 
Stone,  MD,  a Columbus  family 
practitioner. 

And  that’s  the  kind  of  clout 
that’s  impossible  to  ignore  — 
especially  in  the  highly  competitive 
health  care  marketplace. 

But  competition  isn’t  the  only 
reason  for  this  new  focus  on 
women’s  health. 


Karen  Harlan,  MD,  Dayton,  answers 
women ’s  questions  about  their  health 
at  a BODYCUEStm party,  (photo 
courtesy  of  St.  Elizabeth’s  Hospital) 
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The  Woman  Patient 

continued 


Most  health  care  experts  agree 
that  women  have  developed  a new 
mind-set  about  their  health. 
They’re  now  willing  to  speak  up 
about  their  health  concerns. 
Whether  that’s  due  to  the 
consciousness-raising  of  the 
women’s  liberation  movement  or 
to  a general  consumer  interest  in 
health  care  — the  fact  remains 
that  women  are  now  becoming 
more  vocal  in  expressing  their 
health  problems. 

Christine  Schmeltz,  MD,  a 
family  practitioner  in  Toledo,  has 
witnessed  this  trend  firsthand.  For 
two  years,  she  watched  as 
participants  packed  the  health  care 
seminars  she  and  other  medical 
colleagues  were  conducting  at  an 
annual  Jaycee’s  “Professional 
Women’s  Day.” 

“I’d  say  maybe  a quarter  of  the 
workshops  offered  were  health- 
oriented,  and  they  generated  a lot 
of  interest,”  she  says.  She  believes 
the  all-female  environment  helped: 
“I  think  women  enjoy  the 
support  and  the  confidence  of 
speaking  in  an  all-women 
environment.  They  tend  to  be 
more  expressive  and  to  verbalize 
their  feelings  more  comfortably 
than  they  do  in  a mixed  setting.” 
And  perhaps  for  the  first  time, 
many  of  these  women  felt  as  if 
someone  were  listening,  she  says. 

“Women  want  to  be  taken 
seriously.  They  have  lots  of 
questions,  many  of  which  are 
emotionally  based,  and  they  want 
to  feel  free  to  discuss  those 
questions  with  their  doctors,”  says 
Dr.  Schmeltz. 

But,  sometimes,  that  just 
doesn’t  work  out. 

“Some  of  my  women  patients 
have  told  me  that  there  are  still 
doctors  out  there  who  pat  them  on 
the  head  and  tell  them  they’re 
really  all  right,  that  nothing  is 
wrong,”  says  Dr.  Schmeltz. 


In  an  article  that  ran  a year  ago 
in  the  Cleveland  Plain  Dealer , 
Nancy  Johnson,  MD,  an 
obstetrician-gynecologist,  defined 
this  patronizing  approach  a bit 
more  bluntly: 

“In  medical  school,  students 
were  told  women’s  menstrual 
cramps  were  psychogenic  — proof 
that  they  (female  patients)  did  not 
want  to  be  women. 

“They  (insensitive  colleagues) 
would  tell  their  patients  that  the 
cramps  were  all  in  their  heads. 
Pretty  soon,  women  were  afraid  to 


“I  think  women 
enjoy  the  support 
and  the  confidence 
of  speaking  in  an 
all-women 
environment.  They 
tend  to  be  more 
expressive  and  to 
verbalize  their 
feelings  more 
comfortably.” 


say  they  had  cramps  because  they 
didn’t  want  to  get  all  the  crap  that 
came  with  it.  The  same  was  true 
(with)  complaints  about 
premenstrual  syndrome  and 
menopause. 

“Now  we  know  that  menstrual 
cramps  come  from  too  much  of  a 
hormone,  prostaglandins,  but  the 
damage  has  already  been  done”  — 
damage,  one  might  add,  that  has 
created  some  controversy,  and  has 
taken  a while  to  mend. 

“Ten  or  twelve  years  ago,  a 
woman  would  come  in  with  a 


female  complaint  and  be  given  a 
prescription  for  Valium  or 
Librium.  But  when  the  effects 
from  those  drugs  wore  off,  her 
problem  would  still  be  there,” 
says  Gary  Kahn,  MD,  a Toledo 
obstetrician-gynecologist . 

According  to  Dr.  Kahn, 
however,  “medicine  has  gotten 
smarter.”  Perhaps  one  reason  for 
this  new  insight  into  women’s 
health  is  the  steady  increase  of 
women  entering  the  medical 
profession  — for,  as  more  and 
more  women  have  come  into  the 
field,  more  and  more  questions  are 
starting  to  be  raised  about  female 
problems  — from  both  inside  and 
outside  the  medical  profession. 

“Today,  medical  schools  are 
being  forced  to  re-evaluate 
women’s  health  problems,”  says 
Cheryl  Buckley,  MD,  a Cleveland 
anesthesiologist,  and  immediate 
past  president  of  the  Women’s 
Medical  Society  of  Cleveland. 

She  points  wryly  to  the  fact 
that,  despite  approximately 
200,000  cases  of  breast  cancer  per 
year,  the  average  medical  school 
curriculum  does  not  teach  it  at  all, 
or  if  so,  in  a very  cursory  fashion. 
The  pelvic  exam  is  another 
instance  of  inadequate  teaching, 

Dr.  Buckley  believes. 

“Since  the  pelvic  exam  is 
nothing  a man  can  ever  expect  to 
experience  firsthand,  they  talk 
about  technique,  not  about  what 
the  experience  is  like  for  the 
patient,”  she  says,  adding  that 
many  medical  schools  now  have 
specially  trained  volunteers  who 
help  students  learn  to  do  these 
exams  correctly,  criticizing  them  in 
helpful  ways,  so  that  they  can 
improve  their  technique.  These 
aren’t  the  only  problems,  however. 

The  medical  textbooks, 
themselves,  are  still  full  of  myths, 
Dr.  Buckley  attests. 

“There  is  a lot  of  incorrect 
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material  in  the  textbooks,  and  it 
has  taken  every  woman  in  the 
profession  to  challenge  them,” 
says  Dr.  Buckley.  She  is  confident 
that  as  the  myths  are  challenged, 
the  medical  school  curriculum  will 
change  and,  eventually,  medicine 
itself. 

Already,  medicine  has  begun  to 
do  some  aggressive  research  in  the 
area  of  women’s  health,  says  Dr. 
Kahn,  and  pre-menstrual 
syndrome  (PMS)  is  just  one 
example  of  how  far  some  of  that 
research  has  gone. 

Although  PMS  has  only  recently 
been  identified  as  a problem  by 
the  medical  profession,  Dr.  Kahn 
says  the  condition  has  “been 
around  forever.”  Yet  even  now, 
despite  its  recognition,  questions 
are  still  being  raised  about  its 
validity. 

“Frankly,  we  don’t  know  what 
it  is,”  says  Dr.  Leon  Speroff, 
chairman  of  the  Reproductive 
Biology  Department  at  University 
Hospitals,  who  was  quoted  in  an 
article  in  the  Solon  Times. 

“I  think  what  people  call  PMS, 
in  the  majority  of  cases,  is  a 
psychological  problem.  I think 
that  out  of  all  that  PMS  mixture, 
there  is  a minority  of  women  who 
have  some  sort  of  physiological 
problem  associated  with  the 
menstrual  cycle  that  is  treatable. 
We’re  trying  to  find  out  if  there  is 
a physical  problem  and  if  so  how 
it  can  be  diagnosed  and  treated.” 

Dr.  Kahn’s  own  research  at  the 
PMS  Clinic,  which  he  initiated  at 
St.  Vincent’s  Hospital  in  Toledo, 
substantiates  Dr.  Speroff’s  belief, 
in  part. 

“The  clinic  has  only  been  in 
operation  for  about  three  and  a 
half  months,  and  of  the  65  to  70 
patients  we’ve  seen,  I’d  say  we 
diagnose  maybe  seven  to  ten 
percent  of  them  as  PMS  patients.” 

Each  patient  who  comes  into  the 


Man  or  woman  . . 
doctor  do  women 

When  it  comes  to  treating 
“female  problems,”  do  women 
prefer  a male  or  female 
physician? 

“That  question  is  hard  to 
answer  because  women  react 
differently  to  each,”  says 
Christine  Schmeltz,  MD,  a 
Toledo  family  practitioner  who 
has  initiated  several  women’s 
health  programs  at  St.  Vincent’s 
Hospital. 

“I  think  many  women  enjoy 
the  support  and  confidence  of 
speaking  to  another  woman 
about  their  problems,  but  I also 
know  women  who  find  it  difficult  to 
relate  to  another  female.  They 
prefer  to  take  their  problems  to  a 
man,”  she  says. 

Karen  Harlan,  MD,  who  has  a 
family  practice  in  Dayton,  agrees 
that  not  all  women  want  a 
female  physician;  yet  she  says  she 
has  found,  in  her  own  practice, 
that  women  are  likely  to  ask  her 
questions  they  would  not 
normally  ask  a man,  such  as 
about  her  experiences  with 
childbirth. 

“It’s  my  personal  opinion  that 
there  are  some  aspects  of 
woman’s  health  care  that  a man 
simply  can’t  understand,  because 
he  has  never  had  similar 
experiences,”  she  says.  “But  that 
doesn’t  mean  he  can’t  give  good 
care.” 

Gary  Kahn,  MD,  a Toledo 
obstetrician-gynecologist,  likes  to 
think  he  and  other  male 
physicians  have  an  ethical 
credibility  when  it  comes  to 
treating  women  patients. 

“I’d  like  to  think  that  a 
woman  looks  at  me  as  a caring 
individual  who  trusts  me  to  take 
care  of  her  problem,  whether  I’m 
male,  female,  black,  white,  or 
whatever.  When  she  tells  me 
there  is  a problem,  I should  trust 
her  enough  to  believe  her,  and 
she  should  be  able  to  trust  me 
when  I tell  her  I can  help  her.” 

In  an  article  in  the  Plain 
Dealer , Leon  Speroff,  MD,  chief 
of  obstetrics  at  University 
Hospitals,  Cleveland,  maintains 


. which  kind  of 
prefer? 

the  importance  of  a woman’s 
gender  to  practice  is  overrated. 

“You  don’t  have  to  have  had 
a heart  attack  to  be  able  to  treat 
and  manage  patients  with  heart 
disease.  You  don’t  have  to  have 
ulcers  to  treat  and  manage 
patients  who  have  ulcers,”  he 
points  out. 

“Certainly,  having  gone 
through  a pregnancy  gives 
women  some  ability  to  empathize 
with  a woman  during  pregnancy, 
but  being  a father  and  going 
through  many  pregnancies  and 
labors  and  deliveries  with  a 
number  of  patients  also  gives  you 
the  ability  to  empathize,”  he 
adds.  “It  is  sexist  to  assume  that 
only  a woman  can  empathize 
with  another  woman.  If  I 
believed  that  women,  because  of 
their  sex,  brought  something 
special  and  unique  to  the 
profession,  I’m  not  sure  that  I 
could,  in  good  faith,  remain  in 
the  field.” 

Nancy  Johnson,  MD,  a 
Cleveland  obstetrician- 
gynecologist,  holds  a different 
view,  however.  Quoted  in  the 
same  article  as  Dr.  Speroff,  she 
says: 

“I  was  at  a program  recently  on 
plastic  surgery  for  breast  reduction 
and  augmentation.  They  talked 
about  everything  from  the 
appearance  of  the  breast  after  the 
surgery  to  the  procedures  involved, 
complications,  but  they  never 
mentioned  sensation.  No  one  even 
considered,  ‘how  does  that  feel  to 
the  woman?’  and  what  the  impact 
will  be  on  her  sexual  pleasure. 

That  just  illustrates  that  there  is  a 
difference  between  a man’s  view 
of  a woman’s  body  and  a 
woman’s  view.” 

Finally,  Linda  Stone,  MD,  a 
Columbus  family  practitioner, 
comments: 

“What  women  are  interested  in 
is  not  a woman  physician  or  a 
man  physician,  per  se,  but  a 
caring  physician  — and  that  could 
be  either  one.”  — Karen  S. 
Edwards 
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saw  that  the  symptoms  did  not 
relate  to  her  menstrual  cycle  at  all. 
After  some  investigation,  they 
were  able  to  determine  that  the 
symptoms  stemmed  from  another 
cycle  in  her  life  — bill-paying  — 
and  that  other  lifestyle  stresses  can 
create  similar,  PMS-imitative 
effects  in  other  women. 

However,  Dr.  Kahn  says, 
researchers  may  learn  that  stress 
or  anxiety  is  what  causes  PMS  in 
the  first  place. 

“If  I told  you  that,  in  thirty 
days,  someone  was  going  to  come 
along  with  a sledge  hammer  and 
hit  your  big  toe,  a week  or  so 
before  that  day  arrived,  you  would 
probably  be  exhibiting  the  same 
symptoms  a woman  does  who 
experiences  painful  cramps,  breast 
tenderness  or  other  unpleasant 
symptoms  during  her  period.” 

Much  still  has  to  be  learned  in 
this  area,  Dr.  Kahn  says,  and 
women  need  to  be  educated  as  to 
what  is  known  now.  But  most 
health  care  experts  will  agree  that 
that  statement  pertains  to  all 
aspects  of  a woman’s  health  — 
not  just  PMS. 

You’d  be  surprised  at  the 
amount  of  ignorance  women  have 
about  their  bodies  at  all  ages,” 
says  Karen  Harlan,  MD,  a family 
practitioner  in  Dayton. 

“There  are  a lot  of  women  out 
there  who  have  missed  Health 
101.” 

That’s  one  of  the  reasons  she 
says  she  pushed  St.  Elizabeth’s 
Hospital  in  Dayton  to  set  up  some 
type  of  educational  program  for 
women.  What  evolved  was  a 
unique  concept  called 
BODYCUEStm  which  borrows 
from  the  “women’s  party” 
concept  (i.e.  the  traditional  home 
housewares  and  make-up  parties) 
to  get  health  care  information  out 
to  women  in  the  community. 

The  parties  generally  take  place 
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William  Merryman,  MD,  Columbus,  volunteers  time  to  teach  a 
menopause  class  in  the  Elizabeth  Blackwell  Center  at  Riverside  Hospital, 
Columbus,  (photo  courtesy  of  Riverside  Hospital) 


clinic  is  asked  to  keep  a 
symptomatic  calendar  for  two 
complete  menstrual  cycles, 
explains  Dr.  Kahn.  At  the  end  of 
the  first  cycle,  the  patient  mails 
her  calendar  into  the  office  to 
keep  her  from  comparing  notes 
during  her  second  cycle.  When  the 
second  calendar  is  sent  in,  the 
patient  is  called  into  the  office  to 
discuss  the  findings  and,  if 
necessary,  a return  visit  is 
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scheduled. 

“What  we’re  finding  is  that  a 
lot  of  women  don’t  have  PMS, 
but  do  exhibit  many  of  the  same 
symptoms  because  of  some  other 
stress  in  her  life.” 

He  recounts  the  story  of  one 
woman  who,  he  said,  had  all  the 
classic  symptoms  of  PMS  — 
crying  jags,  irritability,  and  binge 
eating,  but  when  clinical  personnel 
examined  the  woman’s  charts,  they 


in  a private  home,  with  a woman 
hosting  a small  group  of  friends 
(15-30  is  the  usual  number).  A 
physician,  almost  always  a female, 
then  goes  into  this  situation  and 
discusses  the  women’s  health 
concerns. 

“We  do  have  a set  format,  but 
it’s  flexible,”  says  Pam 
Blumensheid,  Community  Projects 
Coordinator  for  St.  Elizabeth’s 
Hospital.  “The  meetings  go  in 
whatever  direction  the  women 
wish.” 

According  to  Dr.  Harlan,  who, 
along  with  four  other  female 
physicians,  has  been  conducting 
the  BODYCUEStm  program  for 
over  a year,  each  party  includes 
very  basic  health  care  information 
and  expands  from  there. 

“We  generally  go  over  what 
happens  in  a physical  exam  — 
what  the  doctor  is  looking  for,” 
she  says.  Anatomical  models, 
often  used  to  teach  medical 
students,  are  brought  to  the 
meeting  so  that  a woman  can 
experience  for  herself  what  a lump 
in  the  breast  feels  like  and  see  the 
differences  between  a normal  and 
abnormal  vagina.  “She  is  taught 
to  understand  the  pelvic  exam 
from  the  doctor’s  perspective,” 
she  adds. 

The  demand  for  the  parties  has 
become  so  great  — “we’re  booked 
through  1987,”  says  Dr.  Harlan. 

“We’re  now  in  the  process  of 
packaging  and  trademarking  the 
program’s  name  and  materials,” 
says  Blumensheid,  who  believes 
there  is  a great  deal  of  untapped 
potential  for  this  type  of  service. 

“We’ve  reached  a lot  of  people 
so  far,”  says  Blumensheid,  “and 
not  all  women,”  since  “parties” 
have  also  been  given  for  couples. 

“Right  now  we’re  looking  into 
the  possibility  of  parties  for 
mothers  and  daughters,  pregnant 
teenagers  and  school  children. 


We’ve  stayed  with  the  female 
format  for  almost  two  years  now, 
but  because  of  the  great  amount 
of  interest  in  the  program  that  has 
swept  in,  even  nationally  — we 
can  see  the  focus  of  the  program 
shifting  to  meet  the  needs  of 
various  groups,  of  both  sexes  and 
a variety  of  ages,”  says 
Blumensheid. 

“That’s  because  there  is  such  a 
need  out  there  for  health  care 
information,”  says  Dr.  Stone,  who 
serves  as  volunteer  advisor  for  the 
Elizabeth  Blackwell  Center  at 
Columbus’s  Riverside  Hospital. 

“Before  we  opened  this  facility, 
we  met  with  women  in  the 
community  who  came  from  all 


“We  asked  women, 
‘what  do  you 
want?’  and  they 
said,  ‘information, 
information,  and 
more  information.’ 
That’s  why  our  first 
efforts  are  in  the 
direction  of 
education.’’ 


walks  of  life.  We  asked  them 
‘what  do  you  want,’  and  they  said 
information,  information  and 
more  information.  That’s  why  our 
first  efforts  are  in  the  direction  of 
education.” 

Certainly,  education  seems  to  be 
the  cornerstone  on  which  most  of 
the  women’s  health  care  programs 
around  the  state  are  being  built. 

“Ohio  is  a very  progressive  state 
with  regard  to  women’s  health,” 
says  the  OHA’s  Barbara  Burnside. 


“And  especially  in  the  area  of 
education.  Many  of  our  hospitals 
are  sponsoring  some  kind  of 
program,  workshop  or  seminar  in 
this  area  of  female  health 
problems.” 

And  while  most  physicians  agree 
with  Dr.  Harlan  that  some  very 
basic  information  is  needed  by 
women,  there  is  also  a general 
consensus  that  women  need 
further  education  on  newer  issues, 
too. 

“The  problem  is  that  a lot  of 
health  care  information  is  being 
written  now,  and  women  are 
learning  about  new  developments 
like  PMS  and  menopause  from 
magazines.  It  raises  questions  in 
their  minds  — which  is  good  — 
but  instead  of  coming  to  me  to 
ask  the  questions,  they  turn  to 
other  literature,  or  to  family  and 
friends,”  says  Dr.  Harlan. 

Dr.  Schmeltz  agrees:  “All  the 
women’s  health  information  being 
published  these  days  is  creating  a 
public  scare.  More  health  care 
information  is  needed,  but  it  needs 
to  be  dispensed  by  a resource 
center  where  it  can  be  tempered  by 
trained  personnel  who  can  present 
the  information  in  terms  of  what 
it  means  to  the  individual.”  It’s  a 
concept  which  she  and  the  staff  at 
St.  Vincent’s  Hospital  hope  to  get 
off  the  ground  soon. 

In  the  meantime,  such  a 
resource  center  is  also  in  the 
works  at  the  Elizabeth  Blackwell 
Center  in  Columbus. 

Their  first  step  was  to 
coordinate  with  the  various 
community  groups  already 
established. 

“Columbus  is  a very  well- 
organized  city,  but  nobody  knows 
that  just  yet.  Most  of  our 
residents  don’t  even  know  about 
all  the  support  groups  that  are 
available  to  them,  so  we  found 
out  and  set  ourselves  up  as  the 
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Christine  Schmeltz,  MD,  Toledo,  a family  practitioner,  attends  to  the 
health  care  needs  of  Chris  Helvey  and  her  three-year-old  daughter 
Rebecca,  (photo  courtesy  of  St.  Vincent’s  Hospital) 


place  to  call  if  you  want  to 
know,”  says  Gretchen  Hirsch, 
Support  Group  Coordinator. 

By  doing  so,  they  were  also  able 
to  determine  what  areas  were  not 
being  met  by  these  groups,  and 
thus  filled  a gap  by  setting  up 
their  own  support  system  in  these 
neglected  areas.  A hysterectomy 
support  group,  and  a program 
called  “SOS”  (Something  Other 
Than  Shelter)  for  victims  of 
spouse  abuse  are  two  examples  of 
how  they’ve  come  forward  to  meet 
women’s  needs. 

Breast  cancer  is  another  area  in 
which  women  need  more 
information,  says  Dr.  Schmeltz. 

“Menopausal  women,  especially, 
need  cancer  education.  Many  of 
them  have  never  been  taught  how 
to  do  a breast  exam.”  Nor  are 
mammographies  emphasized 
enough,  she  says,  adding  that  she 
always  takes  an  extra  five  minutes 
with  her  35-and-over  patients  to 
discuss  the  need  for  a periodic 
mammogram. 

“Even  though  the  insurance 
doesn’t  always  pay  for  it,  I tell 
them  to  figure  the  cost  of  one  into 
their  budgets,  like  they  would  a 
new  dress.” 

She’s  especially  concerned  with 
those  women,  usually  60  and  over, 
who  may  find  a lump  in  their 
breast,  but  put  off  going  to  the 
doctor  “until  their  daughter  gets 
married  or  their  son  graduates.” 

“That  tells  me,  number  one, 
that  they’re  putting  someone  else 
first  rather  than  themselves,  and, 
number  two,  that  they’re  scared.” 

Most  are  relieved  to  know, 
when  they  do  come  in,  that  breast 
lumps  do  not  always  indicate 
cancer. 

“Women  need  to  be  educated 
about  this  so  that  they  can  get 
over  their  fear  and  put  themselves 
and  their  health  concerns  first.” 

Yet  all  of  the  physicians 
interviewed  expressed  concern 
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about  fragmenting  women’s  health 
care  into  separate  facilities  — like 
breast  centers,  PMS  clinics  and 
other  outside  structures. 

“Women  are  telling  us  that  they 
don’t  want  to  be  treated  as  parts 
of  a body.  They  want  to  be 
treated  as  a total  person,”  says 
Tracy  Wimberly,  vice  president  of 
Riverside  Hospital,  and  the 
woman  in  charge  of  the  Elizabeth 
Blackwell  Center. 

From  a physician’s  viewpoint, 
such  outside  facilities  mean  a lack 
of  control  in  managing  the 
patient’s  health.  As  Dr.  Harlan 
puts  it,  “I  don’t  even  know  who 
is  reading  the  x-rays.” 

That’s  why  those  health 
programs  which  are  presently  set 
up  for  women  are  set  up  to  take 
care  of  her  emotionally,  physically 
and  spiritually,  using  a one-center, 
multi-disciplinary  approach. 
Nutritionists , nurse-practitioners , 
exercise  physiologists,  and 
psychologists  all  play  an  active 
role,  along  with  the  physician  and 
the  patient  herself. 

“The  patient  is  made  a very 
important  part  of  the  health  care 
team  here,”  says  Wimberly,  in 
reference  to  the  Elizabeth 
Blackwell  Center.  “We  provide  a 
supportive  and  caring  environment 
in  which  she  is  treated  as  an 
equal.” 

“We  look  at  the  women  who 
come  here  as  responsible, 
intelligent  adults  who  are  capable 
of  making  decisions  in  their  health 
care.  We  don’t  just  give  them  a 
prescription  and  send  them  home. 
We  discuss  options  with  them,  and 
let  them  make  up  their  own 
minds,”  says  Dr.  Stone. 

It  does  take  more  time,  she 
agrees,  but  that  is  a natural 
progression  from  the  education 
occurring  around  the  state. 

“Physicians  are  going  to  find 
that  they  do  have  to  spend  more 
time  with  their  patients,  answering 


What’s  new,  what’s  coming 
in  women’s  health? 


There  is  so  much  going  on 
now  in  the  area  of  women’s 
health  that  it  would  be 
impossible  to  mention  all  the 
various  programs,  clinics  and 
educational  seminars  that  are 
occurring  around  the  state. 
However,  to  give  you  an  idea  of 
some  of  the  types  of  resources 
that  are  currently  available  to 
women,  we  took  a look  at  three 
facilities  around  the  state  where 
some  innovative  developments 
have  occurred.  The 
administrators  of  all  three 
facilities  emphasize  that  their 
programs  will  continue  to  expand 
and  evolve  as  women’s  interests 
in  this  area  continue  to  expand 
and  evolve.  You  may  wish  to 
check  your  own  community  to 
see  if  similar  programs  are 
available.  If  not,  you  may  want 
to  consider  helping  your 
community  or  hospital  establish 
such  programs.  According  to 
most  experts  in  health  care 
today,  women’s  medicine  is  likely 
to  play  a significant  part  in 
shaping  medicine’s  future. 

The  Elizabeth  Blackwell  Center 
Riverside  Hospital 
Columbus,  Ohio 
Opened  only  since  March  of 
this  year,  the  Elizabeth  Blackwell 
Center  (according  to  its 
brochure)  integrates  innovative 
programs  of  consultation  and 
referral,  health  promotion, 
education,  community 
networking,  discussion  and 
support  groups  and  clinical  and 
social  research. 

Present  services: 

• health  consultation 

• community  resource  network 

• education 

• discussion  and  support  groups 

• assorted  programs,  including 
nutrition,  adolescence, 
alcoholism,  gerontology  and 
others 

• rape  crisis  service 

• SOS  (Something  Other  than 
Shelter,  for  victims  of  domestic 
violence) 

• special  events,  including  a baby 
fair,  fitness  festival  and 
women’s  health  day 


• research  in  the  area  of 
women’s  health 

• Elizabeth  Blackwell  Hospital 

• maternity  services 

• gynecological  services 

Future  programs  — “It  will 
depend  upon  the  women  in  this 
community,  their  wants  and 
needs,”  says  Tracy  Wimberly, 
Riverside  vice  president,  and  in 
charge  of  the  Elizabeth  Blackwell 
Center.  Parenting  is  certainly  one 
aspect  we’re  exploring  right 
now.” 

St.  Vincent  Hospital 

Toledo,  Ohio 
Present  services: 

• center  for  eating  disorders 

• PMS  treatment  center 

• a variety  of  educational 
programs  for  women 

• support  groups,  including  ones 
for  parents,  and  mothers  of 
twins 

• a variety  of  obstetrical 
programs 

Future  Programs: 

osteoporosis  clinic 
exercise  with  the  doctor,  a 
well-planned  program 
encouraging  women  to  exercise 
in  a safe,  fun  environment. 

“We  will  be  taking  walks 
around  one  of  the  area’s 
nature  preserves,  and  in  the 
winter  may  try  some  cross 
country-skiing,”  says  Christine 
Schmeltz,  MD. 

St.  Elizabeth’s  Hospital 

Dayton,  Ohio 

Present  services:  Besides  some 
innovative  obstetrical  programs, 

St.  Elizabeth  offers  a unique 
program  called  BODYCUESTM  to 
women  in  the  Dayton  community. 
The  program  uses  the  same  type 
of  “Tupperware  party”  concept 
that  women  have  been  using  for 
years  — a woman  “party-giver” 
invites  a small  group  of  friends, 
15-30,  to  her  home  to  hear  a 
woman  physician  discuss  health- 
care concerns.  The  doctor  explains 
a physical  exam,  bringing  along 
the  appropriate  instruments  so 

continued  on  page  793 
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When  you're  finally  tired 
of  paying  high  malpractice  premiums, 
give  your  PIE  Mutual  agent  a call. 


Here  are  a few  things  your  agent  will  tell  you: 

1.  PIE  Mutual  is  a doctor-owned, 
doctor-governed  medical  professional 
liability  insurer  that  started  writing  Ohio 
doctors  in  1 975  at  the  height  of  the 
malpractice  crisis. 

2.  Today  PIE  Mutual  is  the  largest  writer  in 
Ohio  of  medical  malpractice  insurance.  The 
company  writes  over  5,000  physicians  and 
insures  90%  of  the  state's  multi-specialty 
clinics. 

3.  In  almost  every  class,  the  company  has 
consistently  offered  the  most  competitive 
rates  of  any  carrier  in  Ohio. 

4.  The  Underwriters  at  Lloyd's  are  PIE  Mutual's 
exclusive  reinsurer.  Why?  Because  Lloyd's 

LOCAL  REPRESENTATIVES: 


believes  in  PIE  Mutual's  track  record  of 
steady  growth,  stability  and  integrity. 

Now,  isn't  it  time  you  got  out  of  the  high 
malpractice  premium  bracket?  Return  the  coupon 
below  to  your  area  PIE  Mutual  agent  and  he'll 
provide  you  a competitive  quote  that  could  save 
you  hundreds  in  premium  dollars. 

PIE  MUTUAL  INSURANCE  COMPANY 
I'd  like  more  information  about  qualifying  for  medical  professional 
liability  coverage  as  a PIE  Mutual  preferred  risk  physician. 

Name : 

Address 

City . Zip 

Telephone  ( ) 

Specialty 

SPATH  & ZIMMERMANN  AGENCY, 
INC. 

5755  Granger  Rd.,  Suite  305 
Independence,  OH  44131 
(216)  351-0270 

SPENCER-PATTERSON  AGENCY, 

INC. 

P.O.  Box  60 
Findlay,  OH  45839 
(419)  422-3545 

W.  F.  TODD  & ASSOCIATES,  INC. 

2371  1 Chagrin  Blvd. 

Beachwood,  OH  44122 
(216)  464-2450 

TRUMCO  INSURANCE  AGENCY, 
INC. 

P.O.  Box  992 
Warren,  OH  44482 
(216)  392-6666 

TUBBS  INSURANCE  AGENCY,  INC. 

P.O.  Box  507 
Medina,  OH  44256 
(216)  723-3637 

C.  D.  WERNER  INSURANCE 
AGENCY,  INC. 

5800  Monroe  St.,  Bldg.  B 
Sylvania,  OH  43560 
(419)  885-5055 

ZITO  INSURANCE  AGENCY 

P.O.  Box  670 
Painesville,  OH  44077 
(216)  951-8900 


BARENGO  INSURANCE  AGENCY,  INC. 

P.O.  Box  745 

Marietta,  OH  45750 
(614)  373-3994 

BERWANGER-OVERMYER 
ASSOCIATES,  INC. 

3360  Tremont  Rd. 

Columbus,  OH  43221 
(614)  457-7000 

CAVALEAR  INSURANCE  AGENCY,  INC. 

5800  Monroe  St. 

Sylvania,  OH  43560 
(419)  882-7296 

INSURANCE  COUNSELORS,  INC. 

2208  Terminal  Tower 
Cleveland,  OH  44113 
(216)  621-7954 

JOHNSON  & HIGGINS  OF  OHIO,  INC. 

2600  National  City  Center 
Cleveland,  OH  441 14 
(216)  781-3000 

JUKER  INSURANCE  AGENCY 

4050  Erie  St. 

Willoughby,  OH  44094 
(216)  946-0245 

KONSTAM,  MASSA  & UPHAM,  INC. 

Farmers  Bank  Building 
Mansfield,  OH  44902 
(419)  524-4022 


MALCOLM-MACONACHY 
AGENCY,  INC. 

4791  Munson  St.,  N.W. 

Canton,  OH  44718 
(216)  494-8144 

THOMAS  F.  McMANAMON  & 
ASSOCIATES,  INC. 

P.O.  Box  16538 
Rocky  River,  OH  441 16 
(216)  333-6801 

THE  OLT  INSURANCE  COMPANY 

303  American  Building 
4 South  Main  St. 

Dayton,  OH  45402 
(513)  228-4181 

PICTON-CAVANAUGH  AGENCY 

P.O.  Box  2167 
Toledo,  OH  43603 
(419)  241-8211 

FREDERICK  RAUH  & COMPANY 

3300  Central  Parkway 
Cincinnati,  OH  45225 
(513)  559-0500 

RIETH  INSURANCE  AGENCY 

737  Broadway 
Lorain,  OH  44052 
(216)  244-1963 

SEIBERT-KECK  INSURANCE 
AGENCY 

2950  West  Market  St. 

Akron,  OH  44313 
(216)  867-3140 


PIE  MUTUAL  INSURANCE  COMPANY  100  Erieview  Plaza 


Cleveland,  OH  44114 
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The  Woman  Patient 

continued 


questions  and  explaining  things  to 
them,”  agrees  Dr.  Schmeltz.  “But 
it’s  necessary.” 

The  “BODYCUEStm”  talks 
encourage  women  to  write  down 
their  questions  before  going  in  to 
see  the  doctor. 

“We’re  teaching  women  how 
they  can  more  effectively 
communicate  with  their  physicians 
at  each  party,”  says  Dr.  Harlan. 

So  the  trend  toward  a stronger, 
more  inquisitive  woman  patient  is 
already  starting. 

And,  Dr.  Schmeltz  says,  she’s 
noticed. 

“In  the  past  few  months,  I’ve 
had  more  and  more  women  who 
call  me  up  and  schedule  time  to 
meet  with  me  in  an  interview 
situation.  They  want  to  see  me 
and  talk  to  me  before  they  commit 
their  health  care  to  me,”  she  says, 
and  both  Drs.  Harlan  and  Stone 
say  they’ve  noticed  the  same  type 
of  trend  in  their  practices. 

Will  a health  program  geared 
toward  men  eventually  evolve 
from  this  new  development  in 
women’s  health? 

“I  think  it’s  a natural 
evolution,”  says  Dr.  Schmeltz. 
“Certainly  there  are  men  who 
want  and  need  information  on 
testicular  cancer,  for  example”; 
and  that’s  one  area  in  which 
community  education  is  badly 
needed,  she  adds,  since  the  age 
group  in  which  this  problem  is 
likely  to  occur  rarely,  if  ever, 
visits  a physician. 

Yet  Wimberly  takes  a different 
view. 

“We’d  like  to  think  that  we’re  a 
family  facility  — that  our 
resources  can  be  used  equally  by 
men  and  women  without  the  need 
for  a separate  facility.” 

The  good  thing,  health  care 
experts  agree,  is  that  the  facilities 
are  out  there  — for  whomever  — 
and  that  people  are  taking  care  of 
people  in  a warm,  supportive  and 


caring  environment. 

“The  women’s  liberation 
movement  helped  convince  people 
that  women  have  no  limits  — that 
they  are  free  to  assume 
responsibilities  and  do  what  they 
want  with  their  lives,”  says  Dr. 
Stone.  “What  we’re  just  beginning 
to  learn,  however,  is  that  the 
health  care  industry  has  no  limits, 
either.  It’s  as  free  to  assume  new 
directions,  and  to  evolve  in  the 
same  way  women  have  been 
evolving  over  the  past  few 
decades.” 

Then,  with  the  same  enthusiasm 
shared  by  everyone  in  this 
burgeoning  field,  she  adds: 

“It  will  be  interesting  to  see  just 
how  far  the  future  will  take  us.” 
OSMA 


Karen  S.  Edwards  is  the  Executive 
Editor  of  the  Ohio  State  Medical 
Journal. 

What’s  new  . . . continued 
guests  can  become  familiar  with 
them  and  why  they  are  used. 
Anatomical  teaching  models  are 
also  included  in  the  program  so  a 
woman  can  learn  how  to  locate 
lumps  in  her  breast,  and  see  the 
difference  between  a normal  and 
abnormal  vagina. 

Future  programs:  “We  are  just 
beginning  to  tap  the  market 
potential  of  BODYCUESTM.  We 
have  just  packaged  and 
trademarked  the  program,  and  we 
envision  it  expanding  in  several 
directions  from  here,”  says  Pam 
Blumensheid.  — Karen  S.  Edwards 


Synergy,  OSMA’s  patient  publication,  has  a new,  more 
manageable  814  x 11  format,  which  makes  it  easier  to  display  in 
your  waiting  room  — and  to  copy  special  articles  for  your 
patients.  But  don’t  stop  there. 

Now,  you  can  share  copies  of  Synergy  with  your  patients  by 
taking  advantage  of  our  new  bulk  rates:  100  extra  copies  each 
month  for  $240  per  year;  200  extra  copies  for  $360  per  year  and 
500  extra  copies  for  $600  per  year.  That’s  as  little  as  10C  a copy 
per  issue! 

To  order  extra  copies  of  Synergy  call 
the  Ohio  State  Medical  Association  at 
(614)  228-6971  and  ask  for  our  special 
order  blank  or  write: 

Synergy 

The  Ohio  State  Medical  Assoc. 

600  S.  High  St. 

Columbus,  Ohio  43215 


■ 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  area , consult  the  listing  below. 


AKRON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

Frank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 
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Physicians  Insurance  Company  of  Ohio 
American  Physicians  Life  Insurance  Company 
SMB  Financial  Planning,  Inc. 


What  do  these  three  companies 
have  in  common? 


A 


Dependability.  Accountability. 

And  a proven  commitment  to  members 
of  the  Ohio  State  Medical  Association. 


As  your  personal  and  professional  situations  change,  so  can  your 
requirements  for  specialized  protection. 

PICO  and  its  subsidiaries  have  been  formed  to  serve  your  insurance 
and  financial  planning  needs. 

We  understand  your  concerns . . . and  we  can  solve  even  the  most 
complex  challenges  in  professional  planning. 


Physicians  Insurance  Company  of  Ohio 

Professional  liability  coverage 
offering  primary  and  excess 
protection  at  the  limits  you 
require.  When  combined  with  a 
PICO  homeowners  and  auto 
policy  and  PICO  office  protection 
plan,  you  will  have  a convenient, 
comprehensive  insurance 
package. 


'AMERICAN  PHYSICIANS  LIFE 

Individual  protection  for  your  life, 
health  and  business  insurance 
needs.  APL  also  offers  group 
insurance  protection,  investment 
plans,  and  pension  and  profit 
sharing  plans  designed  for 
physicians  and  other  select 
markets. 


| SMB 

p financial  Planning,  Inc. 

r 

Expert  financial  planning 
services  for  successful 
professionals.  SMB’s  highly 
individualized  approach  assures 
' the  direction  and  control  of 
your  financial  goals  remain  firmly 
in  your  hands. 


Call  or  write  us  for  further  information. . . or  contact  your  agent. 

HOME  OFFICES:  BATES  DRIVE,  P.O.  BOX  281,  PICKERINGTON.  OHIO  43147 
(614)  864-7100  OR  TOLL  FREE  1-800-282-7515 
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Clearly,  these  are  two  insurance 
coverages  members  should  look  into: 

Group  Term  Life  Plan  - Sponsored  since  1958. 

Members  under  age  65  may  apply  for  coverage  up  to 
$250,000,  in  units  of  $10,000. 

Disability  Income  Plan  - Co-sponsored  with  many  local 

medical  societies  since  1973.  Members  may  apply  for  benefits 
up  to  $6000  monthly. 

A closer  look  at  these  plans  will  reveal  economical  group  rates  - excellent 
benefits  - and  greater  over-all  value  for  your  insurance  buying  dollars. 


TURNER  & SHEPARD,  inc. 

AFFILIATED  WITH  ALEXANDER  £»  ALEXANDER  OF  OHIO,  INC. 


COLUMBUS,  OHIO  43215 
AKRON,  OHIO  44313 
CINCINNATI,  OHIO  45246 
CLEVELAND,  OHIO  44114 
TOLEDO,  OHIO  43606 


17  SOUTH  HIGH  STREET 
30  MERZ  BOULEVARD 
144  MERCHANT  STREET 
100  ERIEVIEW  PLAZA 
3450  WEST  CENTRAL  AVENUE 


(614)  228-6115 
(216)  864-1090 
(513)  772-3300 
(216)  771-6000 
(419)  535-0616 
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THE  PERMISSIBLE  SCOPE 
OF  PODIATRIC  PRIVILEGES 


By  D.  Brent  Mulgrew,  Esq.;  Catherine  M.  Costello,  Esq.; 

and  Douglas  E.  Graff,  Esq. 


In  response  to  several  requests 
to  the  Ohio  State  Medical 
Association,  the  following 
information  has  been  compiled  on 
the  status  of  applications  by 
podiatrists  for  staff  membership  or 
clinical  privileges  in  Ohio 
hospitals. 

There  are  several  areas  which 
must  be  considered  when  deciding 
the  issue  of  the  permissible  scope 
of  clinical  privileges  and  staff 
membership  for  podiatrists  in 
Ohio  hospitals.  The  Ohio  Revised 
Code  defines  the  scope  of  practice 
for  podiatrists  and  permits  the  co- 
admission of  podiatry  patients  to 
hospitals.  Interpretations  by  the 
Ohio  State  Medical  Board  on  the 
podiatric  scope  of  practice  affect 
the  clinical  privileges  available  to 
podiatrists.  Decisions  by  the  Ohio 
Supreme  Court  interpreting 
portions  of  the  Ohio  Revised  Code 
help  define  the  minimum  “due 
process”  requirements  hospitals 
must  provide  when  the  hospital 
medical  staff  considers 
applications  for  staff  membership 
or  clinical  privileges.  Finally 
hospitals  and  medical  staffs  must 
also  consider  the  standards  of  the 
Joint  Commission  on  the 
Accreditation  of  Hospitals  (JCAH) 
which  are  necessary  for  hospital 
certification  under  Ohio’s  hospital 
licensure  law. 

This  column  will  review  factors 
which  affect  the  process  of 
granting  clinical  privileges  and 
staff  membership  to  podiatrists. 
However,  each  hospital  and  its 
medical  staff  must  determine  on 
an  institution-specific  basis,  after 
considering  all  appropriate  factors, 
the  scope  of  clinical  privileges  or 
staff  membership  to  be  granted  to 


a podiatrist  within  that  institution. 
This  column  is  not  intended  as  a 
legal  opinion  on  any  particular 
factual  situation  of  any  specific 
hospital.  Hospitals  and  medical 
staffs  should  consult  with  their 
legal  counsel  concerning  proposed 
changes  in  the  hospital  regulations 
or  medical  staff  bylaws  to  devise  a 
process  that  complies  with  the 
statutes  and  the  new  case  law. 

I.  OHIO  STATUTORY 
PROVISIONS 

A.  Non-discrimination  against 
Podiatrists  as  a class 

The  Ohio  Revised  Code  has 
several  provisions  which  relate  to 
the  practice  of  podiatry  in  Ohio 
acute  care  hospitals.  The  first  is 
Section  3701.351(B),  which  states 
that  “[t]he  governing  body  of  any 
hospital,  in  considering  and  acting 
upon  applications  for  staff 
membership  or  professional 
privileges  . . . shall  not 
discriminate  against  a qualified 
person  solely  on  the  basis  of 
whether  such  person  is  certified  to 
practice  medicine  or  osteopathic 
medicine,  or  podiatry,  or 
dentistry”  (emphasis  added). 

These  four  specific  classes  of 
applicants  cannot  be  denied 
privileges  solely  on  the  basis  of  the 
type  of  professional  license  held. 
This  section  does  not  mandate  that 
hospitals  automatically  grant  either 
clinical  privileges  or  hospital  staff 
membership  to  any  applicant,  but 
it  prohibits  systematic 
discrimination  on  a class-wide 
basis. 

B.  Recent  Court  Interpretations 
of  Ohio  Law 

The  Ohio  Supreme  Court  has 
reviewed  the  mandates  of  Section 
3701.351  in  two  important  cases. 


In  the  first,  Fort  Hamilton-Hughes 
Memorial  Hospital  Center  v. 
Southard,  12  Ohio  St.  3d  263 
(1984),  the  Ohio  Supreme  Court 
limited  the  scope  of  the  anti- 
discrimination  provision  to  the 
four  groups  specifically  listed  in 
the  statute:  MDs,  DOs,  dentists, 
and  podiatrists.  (As  of  1985, 
certified  nurse-midwives  who  meet 
the  requirements  of  Section 
3701.351  (C),  when  applying  for 
clinical  privileges  only,  are  a 
protected  class  and  must  be 
accorded  nondiscriminatory 
treatment  in  the  application 
process.) 

The  second  case  is  Dooley  v. 
Barberton  Citizens  Hospital,  1 1 
Ohio  St.  3d  216  (1984).  In  this 
case,  the  Court  interpreted  the 
statutory  responsibility  of  a 
hospital  and  its  medical  staff  when 
reviewing  applications  for  staff 
membership  or  clinical  privileges 
by  a podiatrist. 

Dooley,  a licensed  podiatrist, 
held  limited  clinical  privileges  at 
Barberton  Citizens  Hospital.  He 
brought  suit  against  the  hospital 
seeking  additional  privileges  for 
surgical  procedures  and  for  staff 
membership.  The  Ohio  Supreme 
Court  held  that  the  hospital  had 
illegally  discriminated  against 
Dooley  solely  because  he  was  a 
podiatrist.  The  Court  found  that 
the  Rules  and  Regulations  of  the 
Medical  and  Dental  Staff,  and  the 
Constitution  and  Bylaws  of  the 
Medical  and  Dental  Staff 
discriminated  in  three  specific 
areas:  1)  the  Rules  and 
Regulations  required  podiatrists  to 
have  a two-year  residency  in 
addition  to  board  eligibility  or 
certification;  2)  the  Rules  and 
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Regulations  restricted  podiatrists 
to  conservative  foot  care  and 
excluded  all  surgical  procedures 
with  anesthesia;  and,  3)  the 
Constitution  and  Bylaws  limited 
all  podiatrists  to  a separate  non- 
voting classification  of  staff 
membership. 

The  Court  found  that  there  was 
no  reasonable  basis  for  a two-year 
residency  requirement  when 
“mandated  in  addition  to  board 
certification  or  eligibility” 
(emphasis  by  Court).  Other 
specialty  classifications  of  the 
hospital  staff,  such  as  dentists  and 
oral  surgeons  were  eligible  for 
minor  surgical  privileges  with  less 
than  a two-year  residency. 
Moreover,  the  requirement  was 
found  to  be  “patently 
unreasonable”  when  no  surgical 
procedures  could  ever  be  granted 
to  a qualified  podiatrist  under  the 
Rules  and  Regulations. 

The  Court  used  a 
“reasonableness  test”  to  determine 
whether  a residency  requirement 
was  discriminatory.  The  Court 


held  that  the  requirement  was  not 
reasonably  related  to  a 
determination  of  whether  or  not  a 
podiatrist  was  qualified.  Since  less 
than  ten  percent  of  all  podiatrists 
participated  in  a two-year 
residency  program,  and  no  two- 
year  programs  were  available  in 
the  state  of  Ohio,  the  Court  found 
this  requirement  to  be  “patently 
discriminatory.” 

The  second  area  of 
discrimination  reviewed  was  the 
provision  in  the  Rules  and 
Regulations  that  all  podiatry 
applicants  were  limited  to  clinical 
privileges  for  conservative  foot 
care,  excluding  surgical  procedures 
with  anesthesia.  This  limitation 
existed  regardless  of  the 
demonstrated  competence  of  an 
applicant.  The  Court  held  that 
“rules  so  inflexible  as  to  negate 
the  opportunity  for  a podiatrist  to 
fully  practice  his  or  her 
profession”  were  discriminatory 
on  their  face,  because  they  bore 
no  relationship  to  the  competence 
or  skill  of  an  individual  podiatrist 


(emphasis  by  Court). 

Finally,  the  Court  addressed  the 
placing  of  all  podiatrists  who  held 
clinical  privileges  at  the  hospital 
on  a non-voting  “Limited 
Courtesy  Staff.”  The  court  found 
that  “the  sole  purpose  of  this 
classification  is  apparently  to 
eliminate  the  role  of  the  podiatrist 
...  in  formal  hospital  decision 
making.  A competent  and 
qualified  podiatrist  could  not  vote, 
hold  office,  or  rise  in  the  hospital 
hierarchy  ...”  No  reason  was 
offered  to  justify  this  separation 
of  the  staff  members,  nor  was 
there  a reasonable  relationship 
between  the  separate  staff 
classifications  rule  and  the 
podiatrist’s  professional 
competence. 

The  Court  stressed  that  hospitals 
retain  substantial  discretion  in  the 
granting  of  clinical  privileges  and 
staff  membership.  “Discretion 
should  not,  however,  be  equated 
with  unbridled  license.  It  is 
important  that  a visible  framework 
of  objective  criteria,  rules,  by- 
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laws,  and  regulations  be  made 
available  so  that  the  courts,  the 
medical  profession,  and  the 
general  public  may  be  assured  that 
discretionary  judgments  are  not 
being  made  purely  on  a subjective, 
or  even  capricious  basis  ...” 

C.  The  Effect  of  Dooley 
The  Dooley  decision  teaches 
hospitals  and  medical  staffs  to 
review  their  process  for  evaluating 
applications  for  clinical  privileges 
and  staff  membership  from 
qualified  MDs  and  DOs,  dentists 
and  especially  podiatrists.  The 
holding  does  not  mandate  or  even 
imply  that  all  podiatrists,  or  for 
that  matter  MD  or  DO 
applicants,  must  be  granted 
immediate  clinical  privileges  to 
perform  all  acts  and  procedures 
within  their  legal  (licensed)  scope 
of  practice.  The  Court  found  that 
artificial  restrictions  on  podiatric 
procedures,  unrelated  to 
demonstrated  individual 
competence,  or  other  permissible 
objective  criteria,  were 
discriminatory. 


It  remains  the  hospital  medical 
staff’s  responsibility  to  delineate 
the  applicant’s  individual  clinical 
privileges  within  the  podiatric 
scope  of  practice.  The  granting  of 
hospital-specific  individualized 
clinical  privileges  is  required  by 
the  Joint  Commission  on 
Accreditation  of  Hospitals  (JCAH) 
Medical  Staff  Standards.  Clinical 
privileges  are  to  be  granted  after 
an  appraisal  “based  on  the 
individual’s  professional  licensure 
and  his  experience,  competence, 
ability,  and  judgment”  and  other 
reasonable  criteria  such  as  the 
applicant’s  health  status;  ability  of 
the  hospital  to  provide  adequate 
facilities  and  supportive  services; 
patient  care  needs;  adequate 
professional  liability  insurance; 
and,  applicant’s  geographic 
location. 

The  Ohio  Supreme  Court  did 
not  eliminate  the  right  of  hospitals 
to  have  separate  classifications  for 
limited  or  non-physician 
practitioners  on  a hospital  staff. 
However,  the  separate 


classification  must  bear  a 
reasonable  relationship  to  the 
professional  competence  of  its 
constituent  members.  Some  of  the 
responsibilities  that  are  incumbent 
upon  members  of  the  medical  staff 
may  not  be  within  the  professional 
competence  of  the  limited  or  non- 
physician practitioners  who  apply 
for  membership,  even  if  they  have 
been  granted  clinical  privileges. 

Also,  specific  positions  within 
the  hospital  committees  may  not 
be  open  to  all  persons  who  have 
clinical  privileges  or  staff 
membership.  For  example,  the 
knowledge  and  practice 
requirements  for  membership  on  a 
blood  committee,  tissue  committee 
or  Department  Chairmanship  may 
exceed  the  professional 
competence,  education  and 
training  of  a podiatrist. 

Limitations  which  arise  from  the 
scope  of  practice  should  be 
considered  when  deciding 
membership  classifications,  or 
eligibility  for  specific  positions 
within  the  hospital  governing 
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structure. 

D.  The  Scope  of  the  Practice  of 
Podiatry 

The  second  major  statutory 
provision  that  impacts  on  the 
clinical  privileges  to  be  accorded 
podiatrists  is  the  scope  of  practice 
of  a licensed  podiatrist.  The  Ohio 
Revised  Code  defines  the  scope  of 
practice  for  a podiatrist  in  Section 
4731.51.  A podiatrist  who  is 
trained  and  licensed  may  perform 
“medical,  mechanical,  and  surgical 
treatments  of  ailments  of  the  foot 
and  the  muscles  and  tendons  of 
the  leg  governing  the  functions  of 
the  foot;  and  superficial  lesions  of 
the  hand  other  than  those 
associated  with  trauma.”  Most 
clinical  privileges  issues  for  a 
podiatry  applicant  revolve  around 
the  definition  of  “foot.”  For 
example,  questions  frequently  arise 
concerning  the  podiatrist’s  ability 
to  perform  procedures  on  the 
ankle,  its  muscle,  tendons  and 
bones. 

The  Ohio  State  Medical  Board 
is  the  disciplinary  authority 
overseeing  the  activities  of  licensed 
podiatrists.  It  has  defined  the 
scope  of  the  podiatric  practice  as 
including  procedures  on  the  ankle 
in  limited  circumstances.  The  final 
outline,  as  approved  May  6,  1974, 
by  the  State  Medical  Board, 
provides  that: 

Ankle  injuries  are  within  the 

scope  of  the  practice  of 

podiatry  if: 

1)  the  foot  is  involved  in  the 
trauma 

2)  the  structures  injured  are  at 
or  below  the  level  of  the 
attachment  of  the  ligaments 
common  to  the  foot  and  the 
tibia  and  fibula 

Under  this  definition,  injuries 
which  occur  to  the  ankle  are 
within  the  scope  of  permissible 
podiatric  procedures  only  when  the 
above  conditions  are  met. 

Therefore,  any  grant  of  clinical 
privileges  to  a podiatrist  should 
reflect  this  limitation,  no  matter 
the  individual  training  or 
competence  of  an  applicant. 

E.  Co-admission  Privileges  of 
Podiatrists 

The  third  major  statutory 
provision  which  gives  guidance  in 
the  area  of  hospital  privileges  is 


Law 


Ohio  Revised  Code  Section 
3727.06.  This  section  limits  the 
groups  of  licensed  professionals 
who  may  be  granted  hospital 
admitting  privileges.  Section 
3727.06  of  the  Ohio  Revised  Code 
makes  clear  that  there  is  a 
distinction  in  the  admitting 
privileges  of  MDs  and  DOs, 
dentists  and  podiatrists.  While  MD 
and  DO  physicians  may  be  granted 
full  and  independent  admitting 
privileges,  and  dentists  may  be 
granted  limited  independent 
admitting  privileges,  a fully 
licensed  and  competent  podiatrist 
is  limited  by  statute  to  co- 
admitting privileges.  The  section 
further  requires  that  medical 
supervision  of  all  patients  in  the 
hospital  must  be  provided  by  an 
MD  or  DO  physician. 

II.  EFFECT  OF  THE  OHIO 
STATUTORY  PROVISIONS 

When  read  together,  Ohio 
Revised  Code  Sections  3701.351 
(nondiscrimination  in  application 
review);  4721.51  (scope  of  the 
podiatric  license);  and  3727.06  (co- 
admitting privileges  for  podiatrists) 
establish  the  authority  of  hospitals 
to  exercise  discretion  when 
granting  clinical  privileges  and 
staff  membership  to  podiatrists. 
While  this  discretion  must  be 
tempered  by  the  standards 
imposed  by  statute  and  the  courts, 
the  hospital’s  responsibility  to 
allow  only  competent  and 
qualified  practitioners  to  care  for 
patients  has  not  been  eliminated. 

The  statutory  language  makes 
clear  that  “staff  membership”  is 
not  the  same  as  “medical  staff 
membership.”  In  Section 
3701.351,  there  is  a distinction 
between  the  use  of  the  term  “staff 
membership”  and  the  term 
“medical  staff  membership”  as 
applied  to  separate  groups  of 
practitioners.  Fully  licensed  MDs 
and  DOs  are  consistently  required 
to  be  members  of  the  “medical 
staff.”  Podiatrists  are  referred  to 
only  as  members  of  the  “staff.” 
The  language  of  Section  3727.06 
specifically  distinguishes  the  terms 
medical  staff  and  other 
professional  staff  when 
distinguishing  the  types  of  hospital 
admitting  privileges.  Statutory 


analysis  of  this  distinction,  as  used 
by  the  legislature,  provides  an 
opportunity  for  hospitals  and 
medical  staffs  to  have  a separate 
classification  to  distinguish 
between  fully  licensed  physicians 
and  others  who  are  limited  license 
or  nonphysician  practitioners. 

Ohio  law  also  distinguishes 
between  staff  membership  and 
clinical  privileges.  For  example,  in 
Section  3701.351  (B)  the 
nondiscrimination  prohibition 
applies  to  “considering  and  acting 
upon  application  for  staff 
membership  and  clinical 
privileges.”  Section  3701.351  (C), 
the  certified  nurse-midwives  non- 
discrimination provision,  requires 
physicians  who  supervise  certified 
nurse-midwives  to  have  both 
medical  staff  membership  and 
clinical  privileges  in  obstetrics  at 
the  hospital  where  the  certified 
nurse  midwife  is  applying  for 
clinical  privileges. 

III.  THE  EFFECT  OF 
JCAH  GUIDELINES 

Ohio  hospital  licensure  law, 

Ohio  Revised  Code  Chapter  3727, 
requires  certification  of  all  Ohio 
acute  care  hospitals  under  the 
JCAH  guidelines,  Title  XVIII  of 
the  Social  Security  Act,  or  the 
American  Osteopathic  Association. 

The  JCAH  1985  Medical  Staff 
Standard  I,  refers  to  the 
characteristics  of  a “single 
organized  medical  staff”  with 
overall  responsibility  for  the 
quality  of  professional  services 
provided  by  individuals  with 
clinical  privileges.  However,  the 
Required  Characteristics  of  this 
standard  show  that  the  term 
allows  for  a system  of 
classifications  on  the  staff.  The 
Required  Characteristics  provide: 
(A)  The  medical  staff  has  the 

following  characteristics: 

1 . It  includes  fully  licensed 
physicians  and  may  include 
other  licensed  individuals 
permitted  by  law  and  by  the 
hospital  to  provide  patient 
care  services  independently 
in  the  hospital. 

2.  . . . 

3.  All  members  of  the  medical 
staff,  and  all  others  with 
individual  clinical  privileges 
are  subject  to  medical  staff 
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and  departmental  bylaws 
and  rules  and  regulations 
and  are  subject  to  review  as 
part  of  the  hospital  quality 
assurance  program. 

This  distinction  between  members 
of  the  “medical  staff”  and  others 
who  have  clinical  privileges  is 
consistent  with  the  current  Ohio 
law  and  Ohio  Supreme  Court 
decisions. 

The  individual  delineation  of 
medical  staff  privileges  as  required 
by  the  JCAH  standards  does  not 
require  that  all  who  are  granted 
professional  privileges  be  members 
of  the  medical  staff.  The 
delineation  of  privileges  must  be 
judged  on  an  appraisal  “based  on 
the  individual’s  professional 
licensure  and  his  experience, 
competence,  ability  and 
judgment.”  JCAH  1985  Hospital 
Medical  Staff  Standard  IV, 
Required  Characteristics  (B) 
delineates  other  reasonable  criteria 
for  granting  of  clinical  privileges, 
such  as:  health  status;  ability  of 
the  hospital  to  provide  adequate 
facilities  and  supportive  services; 
patient  care  needs;  adequate 
professional  liability  insurance; 
and,  applicant’s  geographic 
location.  The  extension  of  medical 
staff  membership  is  not  required 
to  be  based  on  the  same  criteria, 
nor  to  be  extended  to  all  who 
have  clinical  privileges. 

Ohio  Revised  Code  Section 
3701.351  prohibits  a hospital  from 
adopting  standards  for  staff 
membership,  or  clinical  privileges 
that  are  not  reasonably  related  to 
accepted  measures  of  skill, 
education  and  competence.  As  the 
Ohio  Supreme  Court  noted  in 
Dooley,  the  courts  will  employ  a 
“rule  of  reason  analysis  in 
conjunction  with  an  increased 
scrutiny  of  rules  that  affect  staff 
membership.” 

The  above  statutory  provisions 
can  be  read  in  light  of  the  JCAH 
guidelines  for  admitting  privileges. 
JCAH  Medical  Staff  Standards  for 
1985  Standard  IV  provides: 

(C)  The  delineation  of  an 

individual’s  clinical  privileges 
includes  the  limitations,  if 
any,  on  an  individual’s 
privileges  to  admit  and  treat 
patients  or  direct  the  course  of 


treatment  for  the  conditions 
for  which  the  patients  were 
admitted. 

1.  Individuals  granted  the 
privilege  to  admit  patients 
to  inpatient  services  are 
members  of  the  medical 
staff.  Individuals  are 
granted  the  privilege  to 
admit  patients  to  inpatient 
services  in  accordance  with 
state  law  and  criteria  for 
standards  of  medical  care 
established  by  the  individual 
medical  staff.  When  non- 
physician members  of  the 
medical  staff  are  granted 
privileges  to  admit  patients 
to  inpatient  services, 
provision  is  made  for  the 
prompt  medical  evaluation 
of  these  patients  by  a 
qualified  [allopathic  or 
osteopathic]  physician  ...” 
JCAH  requires  that  all  individuals 
who  are  granted  admitting 
privileges  must  be  members  of  the 
hospital  medical  staff.  While  Ohio 
statutory  provisions  limit 
podiatrists  to  co-admission 
privileges,  and  both  JCAH  and 
Ohio  law  allow  podiatrists  to 
become  members  of  the  medical 
staff,  before  a podiatrist  could  be 
granted  any  admitting  privileges, 
medical  staff  membership  may  be 
appropriate.  JCAH  Standards  do 
not  directly  discuss  the  possibility 
of  co-admitting  privileges  for  any 
group  of  practitioners  and  Ohio  is 
unique  in  the  statutory  recognition 
of  hospital  co-admitting  privileges. 
This  statutory  recognition  of  co- 
admitting privileges  for  podiatrists 
may  allow  podiatrists  to  be 
members  of  the  medical  staff. 

The  JCAH  standards  do  not 
negate  the  importance  of  the  Ohio 
Supreme  Court’s  decision  in 
Dooley.  If  a podiatrist  is  granted 
clinical  privileges  but  not  granted 
medical  staff  membership,  the 
podiatrist  should  still  be  able  to 
participate  in  the  administrative 
affairs  of  the  hospital.  Podiatrists 
should  be  able  to  vote  in  medical 
staff  decisions  and  to  hold  any 
position  in  the  hospital  hierarchy 
not  precluded  on  the  basis  of 
licensure,  competence  or  ability. 
This  would  allow  the  podiatrist  to 
be  a member  of  committees 


including  peer  review  committees 
for  podiatrists  and  allied 
practitioners. 

JCAH  standards  also  require 
that  any  individual  who  has  been 
granted  clinical  privileges  must  be 
assigned  to  a department  or 
service  where  they  exist  within  the 
hospital  structure.  Under  JCAH 
Medical  Staff  1985  Standard  III, 

Required  Characteristics: 

(H)  When  medical  staff  clinical 
departments/services  exist,  all 
individuals  with  delineated 
clinical  privileges  are  assigned 
to  and  have  clinical  privileges 
in  one  clinical 

department/service  and  may 
be  granted  clinical  privileges  in 
other  clinical 
departments/services . 

1.  The  exercise  of  clinical 
privileges  within  any 
department  is  subject  to  the 
rules  and  regulations  of  that 
department  and  to  the 
authority  of  the  department 
chairman. 

Podiatrists  are  often  placed 
within  the  Department  of 
Orthopedics.  The  licensure, 
training  and  professional 
competence  of  a podiatrist  may 
preclude  them  from  positions 
which  require  the  podiatrist  to 
supervise  or  review  fully  licensed 
MD  or  DO  physicians.  Although  a 
podiatrist  may  be  granted  clinical 
privileges  in  the  Department  of 
Orthopedic  Surgery,  the 
requirements  of  Department 
Chairman  of  Orthopedic  Surgery 
would  require  a podiatrist  to 
evaluate  and  review  the 
professional  performance  of 
MD  and  DO  physicians  in  the 
department.  Standard  III  of  the 
JCAH  Medical  Staff  1985 
Standards  further  provides: 

(I)  Responsibilities  of  department 
chairmen  are  specified  in  the 
medical  staff  bylaws  and  rules 
and  regulations  and  include, 
but  need  not  be  limited  to,  the 
following: 

1.  Being  accountable  for  all 
professional  and 
administrative  activities 
within  the  department; 

2.  Continuing  surveillance  of 
the  professional 
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performance  of  all 
individuals  who  have 
delineated  clinical  privileges 
in  the  department; 

3.  Recommending  to  the 
medical  staff  the  criteria  for 
clinical  privileges  in  the 
department; 

4.  Recommending  clinical 
privileges  for  each  member 
of  the  department;  and 

5.  Assuring  that  the  quality 
and  appropriateness  of 
patient  care  provided  within 
the  department  are 
monitored  and  evaluated. 

A podiatrist  does  not  have  the 
background  and  training  necessary 
to  review  and  evaluate  the  entire 
universe  of  permissible  orthopedic 
surgical  procedures  of  a fully 
licensed  doctor  of  medicine  or 
doctor  of  osteopathic  medicine. 

While  the  JCAH  standards  have 
allowed  for  the  inclusion  of  a 
broader  range  of  practitioners  to 
be  members  of  the  medical  staff 
and  for  more  innovative  methods 
of  hospital  organization,  the 
JCAH  standards  continue  to 
emphasize  the  optimal  achievable 
standards  of  quality  patient  care. 
The  optimal  achievable  standard 
of  quality  is  a single  standard 
applicable  to  all  practitioners.  The 
JCAH  standards  require  that  all 
patients  must  receive  the  same 
level  of  quality  of  patient  care 
regardless  of  the  practitioner  that 
provides  that  care  when  he  or  she 
performs  the  same  procedure. 

JCAH  Medical  Staff  1985 
Standard  III;  Required 
Characteristics 
(K)  There  is  a mechanism  to 
assure  that  the  provision  of 
the  same  quality  of  patient 
care  by  all  individuals  with 
delineated  clinical  privileges, 
within  medical  staff 
departments,  across 
department/services,  and 
between  members  and  non- 
members of  the  medical  staff 
who  have  delineated  clinical 
privileges. 

This  required  characteristic  assures 
that  patients  receive  the  optimal 
achievable  level  of  care  possible 
regardless  of  the  licensure  of  the 
practitioner  delivering  the  service. 
There  is  no  distinction  between  the 
various  licensed  groups  when  the 


Law 


quality  of  patient  care  is  reviewed. 
Any  individual  who  cannot 
provide  this  required  highest  level 
of  care  should  not  be  granted 
clinical  privileges  under  the 
circumstances. 

IV.  CURRENT  CHALLENGES 
TO  MEDICAL  STAFF  ACTIONS 

Prior  to  1978,  Ohio  courts 
rarely  reviewed  the  decisions  of 
private  hospitals  on  staff 
determinations,  provided  that 
minimum  “due  process”  standards 
were  observed.  In  1968,  the  Court 
of  Appeals  of  Mahoning  County 
held  in  Davidson  v.  Youngstown 
Hospital,  10  Ohio  App  2d  246, 

251  (1969),  that  the  action  of  a 
hospital  governing  board  denying 
clinical  privileges  to  a podiatrist 
was  not  reviewable  by  the  courts. 
The  governing  board,  on  the 
recommendation  of  the  medical 
staff,  limited  podiatrists  to  cutting 
toenails  and  trimming  calluses  at 
the  direction  of  an  MD  or  DO 
physician.  The  court  held  that  a 
decision  based  on  “a  sound  and 
reasonable  exercise  of 
discretionary  judgment”  by  the 
hospital  was  final  unless  it  stems 
from  unreasonable,  arbitrary, 
capricious  or  discriminatory 
considerations.  The  hospital  was 
empowered  to  limit  the  types  of 
practitioners  who  could  practice 
within  the  hospital. 

The  Ohio  Supreme  Court  also 
allowed  the  hospital  governing 
board  to  limit  the  types  of 
practitioners  who  were  permitted 
to  have  clinical  privileges.  In  Kahn 
v.  Suburban  Community  Hospital, 
45  Ohio  St.  2d  39  (1976),  a 
physician  who  had  previously  been 
appointed  to  the  courtesy  staff  of 
the  hospital  was  denied 
reappointment.  The  medical  staff 
had  limited  eligibility  for  major 
privilege  reappointment  in 
officially  recognized  specialties  to 
physicians  who  had  ten  or  more 
years  experience,  were  board 
eligible  or  certified,  or  were 
fellows  of  the  American  College  of 
Physicians  or  Surgeons.  Under 
these  new  restrictions  Dr.  Kahn 
was  no  longer  qualified,  although 
he  had  practiced  at  the  hospital 
for  four  years  with  major 
privileges  in  general  surgery, 
gynecology  and  orthopedics. 

The  Ohio  Supreme  Court  held, 


in  the  Kahn  case,  that  the  hospital 
board  had  the  right  to  rely  on  the 
decision  and  judgment  of  the 
medical  staff  to  determine  who 
was  qualified.  The  court  would 
not  substitute  its  judgment  for 
that  of  the  hospital  “so  long  as 
staff  selections  are  administered 
with  fairness,  geared  by  a 
rationale  compatible  with  hospital 
responsibility  and  unencumbered 
with  irrational  considerations.” 
The  Dooley  case  has  signaled  a 
new  trend  in  the  role  of  the 
judiciary  in  reviewing  the  decisions 
of  hospitals  to  ensure  fairness  and 
minimum  statutory  protections. 


V.  CONCLUSIONS 

Under  the  recent  Ohio  Supreme 
Court  decisions  and  the  statutory 
mandates,  hospitals  and  medical 
staffs  should  review  their  process 
of  evaluating  applications  from  all 
licensed  professionals.  While  the 
anti-discrimination  provision 
currently  covers  only  MDs,  DOs, 
dentists,  and  podiatrists  (and  nurse 
mid-wives  to  a lesser  extent), 
legislation  currently  pending  in  the 
Ohio  House  of  Representatives 
seeks  to  expand  the  protection  to 
both  clinical  psychologists  and 
chiropractors.  (See  Ohio  House  of 
Representative  Bill  #536  and  537.) 
The  Department  of  Health  and 
Human  Services  is  also  considering 
possible  changes  in  the  conditions 
of  participation  for  Medicare  that 
would  require  optometrists  and 
chiropractors  to  be  eligible  for 
clinical  privileges  and  staff 
membership. 

Medical  staff  by-laws  and 
procedures  should  provide  for 
decisions  to  be  made  on  the  basis 
of  JCAH  approved  criteria, 
professional  ability  and  an 
appraisal  of  the  patient  needs  in 
the  hospital  and  the  hospital 
service  community.  These  criteria 
should  be  used  by  the  hospital 
governing  board  in  making  its 
decisions,  to  protect  the  medical 
staff  from  an  inference  of  an  anti- 
competitive intent  in  their 
recommendations.  These  standards 
of  evaluation  should  be  generally 
available  and  applied  to  all 
applications  for  clinical  privileges 
or  staff  membership. 

Hospitals  and  medical  staffs 
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have  the  ability  under  Ohio  law 
and  JCAH  standards  to  classify 
members  of  the  staff  or  have 
separate  staffs  for  distinct  groups 
of  licensed  practitioners.  However, 
use  of  a separate  classification  or 
staff  may  result  in  a court 
challenge  unless  well  documented 
and  medically  justifiable  criteria 
based  on  professional  training  and 
competency  are  used  to  distinguish 
the  classifications. 

Ohio  law,  Federal  law  and  the 
JCAH  standards  provide  a 
tempered  discretion  for  the 
hospital  and  its  medical  staffs  to 
make  determination  on  the  types 
of  licensed  practitioners  and  other 
individuals  who  are  permitted  to 
provide  patient  care  services  in  the 
institution.  However, 
discrimination  based  solely  on 
licensure  may  provide  an 
opportunity  for  the  rejected 
applicant  to  successfully  challenge 
the  decision.  The  damage  potential 
with  these  types  of  lawsuits  can 
involve  thousands  of  dollars  in 
both  attorney  fees  and  awards. 


The  authors  comprise  the  staff  of  the 
OSMA  Department  of  Legal  Affairs. 
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Dr.  Sammons: 

Why  medicine  will  never 

be  the  same 


By  Susan  Porter 


Editor’s  Note:  James  Sammons , 
executive  vice  president  of  the 
American  Medical  Association, 
was  the  speaker  at  the  fifth  annual 
Fulton  Memorial  Lecture,  held  at 
Riverside  Hospital  in  Columbus  in 
October.  Dr.  Fulton  was  a past 
president  of  the  Ohio  State 
Medical  Association. 


The  federal  government  is  not 
totally  responsible  for  Diagnosis 
Related  Groups  (DRGs),  the 
Medicare  fee  freeze,  and  other 
changes  currently  taking  place  in 
the  financing  of  health  care  in  this 
country,  according  to  James 
Sammons,  MD,  executive  vice 
president  of  the  American  Medical 
Association. 

Nor  is  business  and  industry 
completely  to  blame  for  the 
emergence  of  the  HMOs,  PPOs, 

IP  As,  ambulatory  surgery  centers 
and  urgent  care  clinics  — the  new 
delivery  systems  that  are  heavily 
competing  with  solo  practitioners 
throughout  the  country  today,  Dr. 
Sammons  said. 

Rather,  physicians,  as  well  as 
others  in  medical  care,  have 
played  a major  role  in  the  changes 
that  have  evolved  in  the  financing 
and  delivery  of  the  health  care 


system,  said  Dr.  Sammons. 

“A  lot  of  individual  physicians 
don’t  like  what  they  see  happening 
in  medicine  today,”  Dr.  Sammons 
said,  “and  all  too  often  we  blame 
everyone  else  — except  ourselves. 

“But  it’s  the  physicians  who  are 
making  the  changes  worse  — not 
the  economists  or  the  insurance 
companies,”  he  said.  “Because  it’s 
a fact  that  there  wouldn’t  be  any 
HMOs,  PPOs  and  IP  As  if  there 
weren’t  doctors  willing  to 
participate  — if  they  didn’t  see 
something  attractive  in  terms  of 
their  ability  to  deliver  health 
care.” 

What’s  more,  blaming  HMOs 
and  surgery  centers  for  the 
changes  that  are  taking  place  in 
medicine  today  is  like  “trying  to 
blame  the  wet  sidewalk  for  the 
rain,”  he  continued.  “These  new 
forms  of  practice  are  not  the  tree, 


but  the  fruit.  Medical  care  has  not 
changed  because  they  are  here  — 
but  they  are  here  because  the 
concepts  of  medical  care  and 
financing  in  this  country  have 
changed.” 

The  changes  which  brought 
about  DRGs  and  HMOs  did  not 
occur  in  recent  years,  according  to 
Dr.  Sammons;  rather,  they  are  the 
end  product  of  a revolution  in 
health  care  that  started  four 
decades  ago.  And  government 
intervention  into  health  care  cost 
and  delivery  did  not  begin  with 
DRGs,  but  started  in  the  late 
1940s  with  the  end  of  World  War 
II. 

“Prior  to  that  time,”  said  Dr. 
Sammons,  “medical  care  and 
payment  were  two  separate 
issues.”  Care  was  delivered  on  an 
individualized  basis  by  physicians 
in  private  practice  who  often 
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accepted  produce  and  poultry  for 
payment,  and  who  voluntarily 
treated  the  poor  and  elderly  in 
their  communities. 

During  the  war,  however,  those 
in  the  armed  services  received 
comprehensive  health  care  at  the 
government’s  expense.  “And  when 
those  three  million  men  came 
home,  they  wanted  to  continue 
having  that  kind  of  access  to  care 
— both  for  themselves  and  their 
families.” 

Thus  followed  the  growth  of 
numerous  insurance  companies 
willing  to  provide  that  access  — 
but  at  a price.  And  with  a post- 
war boom  economy,  business 
began  picking  up  a part  of  that 
cost  and  has  assumed  a greater 
and  greater  share  over  the  years. 

In  addition,  said  Dr.  Sammons, 
“It  was  decided  that  everyone  in 
the  country  should  have  this  kind 
of  access  to  care  — regardless  of 
their  ability  to  pay.”  So  during 
the  mid-1960s,  the  government 
took  charge  of  financing  health 
care  for  the  poor  and  elderly. 

And  how  did  the  health  care 
system  respond  to  all  of  this? 

It  flourished,  Dr.  Sammons 
said. 

“Because  this  system  (of 
payment)  worked,  we  thought  we 
could  spend  money  like  it  grew  on 
trees,”  said  Dr.  Sammons. 
“Between  1955  and  1980,  billions 
of  dollars  went  into  the 
construction  of  new  medical 
schools  and  new  hospitals. 
Technology  exploded  and  with  it 
came  the  best  quality  of  care  in 
history.” 

But  with  all  of  this,  “the  cost 
of  care  went  up  astronomically,” 
Dr.  Sammons  continued.  “In 
1965,  this  country  spent  $42 
billion  on  health  care.  In  1980, 
that  figure  was  $249  billion  and  in 
1984  it  was  up  to  $387  billion  — 
lOVi^o  of  the  gross  national 
product.” 

But  costs  were  not  all  that 
escalated. 

The  involvement  of  government, 
business  and  third-party  payors  in 
the  system  grew  to  such  a degree 
that  the  personal  relationship  that 
was  once  the  foundation  of  health 


care  delivery  has  evolved  into  a 
bargaining  ‘‘chip,  ” in  Dr. 
Sammons’s  words.  “And  today, 
government,  business  and  labor 
are  so  tightly  interwoven  into  the 
financing  of  health  care  that  we 
will  never  again  be  able  to 
separate  cost  from  care.” 

To  make  matters  worse, 
“Government  and  business  have 
now  said  ‘too  much’  — that  they 
can  no  longer  keep  the  promises 
they  made  in  the  1950s.”  Thus 
DRGs  were  implemented  two  years 
ago,  and  “everyone  and  his 
brother  is  looking  for  a new  way 
to  deliver  health  care  at  a lower 
cost.  Now  the  system  is  totally 
cost-driven.” 

Thus,  some  physicians,  hospitals 
and  other  care  givers  have 
responded  by  forming  their  own 
HMOs,  PPOs,  and  IP  As,  while 
others  prefer  simply  to  participate 
in  such  entities.  “A  lot  of 
physicians  today  have  a different 
attitude  about  medicine  than  they 
did  30  years  ago,”  Dr.  Sammons 
said.  “They  feel  they  want  to 
spend  more  time  with  their 
families.  And  so  they  look  at 
IP  As  and  HMOs  as  one  way  they 
can  do  more  of  the  things  they 
want  to  do,  and  still  have  a 
guaranteed  reasonable  income, 
along  with  professional  freedom 
and  judgment.” 

While  HMOs  and  other 
alternative  delivery  systems  have 
been  attacked  for  not  providing 
quality  care,  Dr.  Sammons  said 
that  there  is  absolutely  no  evidence 
that  this  is  the  case.  “Millions  of 
HMO  customers  are  satisfied  with 
the  care  they  are  getting,”  he  said. 
“There  is  no  indication  that  the 
quality  of  care  is  any  less  — 
studies  have  looked  for  it,  but  the 
evidence  is  not  there.” 

And  not  only  insurance 
companies  but  the  public,  as  well, 
support  the  availability  and  type 
of  care  offered  by  urgent  care 
centers  and  ambulatory  surgery 
centers,  he  added.  “A  public 
opinion  survey  shows  the 
American  people  prefer  outpatient 
care  — that  they  would  rather  be 
on  their  feet  than  flat  on  their 
backs  whenever  possible,”  he  said. 


However,  there  is  little  evidence 
to  date  to  support  the  fact  that 
these  alternative  delivery  systems 
are  providing  care  at  a lower  cost, 
he  adds. 

So  society  will  not  stop  with  the 
current  forms  of  alternative 
delivery  systems,  but  will  keep 
experimenting  and  exploring  new 
ways  to  provide  care. 

“The  buzz  words  of  the  1980s 
and  the  1990s  will  be  ‘joint 
ventures’  and  ‘vertical 
integration,’  ” he  said.  “Both  of 
these  will  bring  about  even  greater 
changes  in  the  way  health  care  is 
delivered.” 

Most  physicians  are  already 
involved  in  some  type  of  joint 
venture,  Dr.  Sammons  pointed  out 

— particularly  in  the  purchase  of 
large  pieces  of  equipment  such  as 
lithotripters  and  NMRs.  “But  we 
will  see  more  and  more  of  these 
joint  ventures  over  the  next  10 
years  — more  than  we’ve  ever 
seen  before,”  he  said.  “And  we 
need  to  pay  close  attention  to  the 
ethics  involved,  and  to  keep  in 
mind  that  these  systems  are  being 
developed  not  to  create  a larger 
income  for  physicians,  but  to 
provide  care  for  people  who  need 
care.” 

Vertical  integration,  on  the 
other  hand,  is  “a  cake  of  many 
layers,”  in  Dr.  Sammons’s  words 

— “a  system  of  delivery  that 
meets  the  entire  needs  of  the 
individual  — from  office  calls  and 
inpatient  care  to  ancillary  services 
and  home  care.” 

And  while  the  services  of  many 
individuals  and  entities  will  be 
involved  in  the  vertically  integrated 
systems,  “these  will  be  marketed 
as  one  product,”  he  says. 

So  what  can  physicians  do 
about  all  of  these  changes  and 
how  can  they  get  more  involved? 

“Two  things  must  never 
change,”  Dr.  Sammons  said. 
“These  are  the  ethics  that  are 
involved  in  the  delivery  of  medical 
care  and  the  quality  of  that  care. 
Everything  else  must  come 
second.” 

Stating  that  he  has  “grave 
concerns”  about  these  areas  in  the 
continued  on  page  808 


806 


The  Ohio  State  Medical  Journal 


Angina  conies  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITRATE) 


Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral  “Swallow”  Tablets  Sustained  Action 

“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 


SORBfTRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactieally  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE.  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitratejat  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkatH#  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occijr.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10,  20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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Dr.  Sammons 

continued 

future,  Dr.  Sammons  urged 
physicians  to  become  “proactive” 
rather  than  “reactive.” 

“For  the  past  40  years,  doctors 
have  been  doing  what  doctors  do 
best  — taking  care  of  their 
patients  — at  the  exclusion  of  all 
else,”  he  said.  “But  we  can  no 
longer  afford  to  do  this.  We  must 
get  more  involved.” 

He  particularly  urged  those  in 
attendance  to  make  their  voices 
known  at  state  and  federal 
government  levels  regarding: 

•DRGs  for  physicians.  “These 
will  never  work,”  Dr.  Sammons 
said.  “It  is  almost  impossible  to 
find  a patient  in  this  age  group 
(Medicare)  with  only  one  disease 
— Medicare  patients  have  multiple 
illnesses,  and  to  attempt  to  mix 
their  medical  complications  with 
surgical  problems  and  come  up 
with  a global  diagnosis  is  not 
possible.” 

•The  mandatory  physician  fee- 
freeze  for  Medicare.  “It  is  unfair, 
unnecessary,  and  the  levels  (of 
payment)  are  completely 
unreasonable,”  according  to  Dr. 
Sammons.  Doctors  and  hospitals 
are  the  only  two  groups  of  people 
in  this  country  who,  by  law,  have 
their  fees  frozen.” 

•Implementation  of  a Relative 
Value  Scale  (RVS).  “This  is  a far 
more  equitable  way  to  approach 
the  (physician-DRG)  problem  — 
provided  medicine  is  allowed  to 
work  out  the  conversion  factors,” 
said  Dr.  Sammons.  The  AMA  and 
Harvard  were  recently  awarded  a 
contract  by  HHS  to  develop  an 
RVS,  Dr.  Sammons  pointed  out. 
“But  what  happens  to  it  once  we 
get  it  done  — we  just  don’t 
know.” 

•Prescription  Drug  substitutions. 

There  is  a movement  underway  in 
state  legislatures  across  the  country 
to  allow  pharmacists  to  make 
therapeutical  substitutions  on 
prescription  drugs.  “Generic 
substitutions  are  bad  enough,” 
said  Dr.  Sammons,  “but  when 
doctors  have  no  control  over  what 
is  being  given  to  their  patients  — 
this  situation  is  intolerable.”  The 
state  of  Florida  already  has  such  a 
law,  he  said,  and  other  states  are 
currently  giving  it  consideration. 
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ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 


© 1985  Sandoz,  Inc. 
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For  Brief  Summary,  please  see  following  page. 
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liauid  capsules 
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Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer’s  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology , careful  diagnosis  should  be 
attempted  before  prescribing  HWERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  “HYDERGINE  LC 
1 mg”  on  one  side,  “A'  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
“HYDERGINE  1"  on  one  side,  “A”  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets; 
1 mg,  oval,  white,  embossed  “HYDERGINE”  on  one 
side,  “78-77”  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round, white,  embossed  “HYDERGINE  0.5” 
on  one  side,  “A”  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  [HYD-ZZ24-6  15  84] 


Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-io85-i3 
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November 


UPDATE  ON  ORGAN  TRANSPLAN- 
TATION: November  7-9;  Bunts  Auditor- 
ium, Cleveland  Clinic;  sponsor:  Cleve- 
land Clinic  Educational  Foundation;  18 
credit  hours;  fee:  $200;  contact:  Center 
for  CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  Toll  free  in  Ohio  1- 
800-762-8172;  Outside  Ohio  1-800-762- 
8173. 


GASTROENTEROLOGY  UPDATE: 

November  13-14;  Bunts  Auditorium, 
Cleveland  Clinic;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  credit 
hours;  fee:  $175;  contact:  Center  for 
CME,  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  Toll  free  in  Ohio  1- 
800-762-8172;  Outside  Ohio  1-800-762- 
8173. 


ADVANCES  IN  CORNEA  REFRAC- 
TIVE KERATOPLASTY:  November  15- 
lb;  Cleveland  Hilton  South  Hotel;  spon- 
sor: Case  Western  Reserve  University 
School  of  Medicine;  9 credit  hours;  fee: 
$250;  contact:  William  E.  Cappaert, 
M.D.,  3395  Scranton  Road,  Cleveland 
44109,  phone:  216/459-4253. 


ETHICS  IN  CANCER  CARE:  Novem- 
ber 15-16;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  12  credit  hours;  fee: 
$175;  contact:  Center  for  CME,  The 
Cleveland  Clinic  Educational  Founda- 
tion, 9500  Euclid  Avenue,  Cleveland 
44106,  phone:  Toll  free  in  Ohio  1-800- 
762-8172;  Outside  Ohio  1-800-762-8173. 


UPDATE  IN  ASTHMA:  November  20; 
Bunts  Auditorium,  Cleveland  Clinic; 
sponsor:  Cleveland  Clinic  Educational 
Foundation;  6 credit  hours;  fee:  $90;  con- 
tact: Center  for  CME,  The  Cleveland 
Clinic  Educational  Foundation,  9500  Eu- 
clid Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


Education 


DIAGNOSIS  AND  TREATMENT  OF 
TYPE  II  DIABETES:  November  20;  Lu- 
theran Medical  Center  Auditorium;  spon- 
sor: Lutheran  Medical  Center;  cosponsor: 
American  Diabetes  Association;  4 credit 
hours;  fee:  $30.00;  contact:  Jeanette 
Gaul,  2609  Franklin  Blvd.,  Cleveland 
44136,  phone:  216/696-4300. 


NUTRITION  IN  THE  SURGICAL  PA- 
TIENT: November  21;  St.  Elizabeth  Hos- 
pital Medical  Center,  Youngstown;  spon- 
sor: St.  Elizabeth  Hospital  Medical  Cen- 
ter; 3 credit  hours;  No  fee;  contact:  Ra- 
shid A.  Abdu,  M.D.,  St.  Elizabeth  Hos- 
pital Medical  Center,  1044  Belmont  Ave- 
nue, Youngstown  44501,  phone:  216/746- 
7211. 


COLORECTAL  SURGERY  SYMPOSI- 
UM: November  22-23;  Bunts  Auditori- 
um, Cleveland  Clinic;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  credit 
hours;  fee:  $200;  contact:  Center  for 
CME,  The  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  Toll  free  in  Ohio  1- 
800-762-8172;  Outside  Ohio  1-800-762- 
8173. 


To  list  your  course  in  the  Journal, 
send  your  information  to:  Continuing 
Medical  Education,  OSMA,  600  S. 
High  St.,  Columbus,  Ohio  43215. 


December 


ADOLESCENT  MEDICINE  FOR  THE 
PRIMARY  CARE  PHYSICIAN:  De- 
cember 4;  Bunts  Auditorium,  Cleveland 
Clinic;  sponsor:  Cleveland  Clinic  Educa- 
tional Foundation;  6 credit  hours;  fee: 
$90;  contact:  Center  for  CME,  The  Cleve- 
land Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone: 
Toll  free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 


812 


The  Ohio  State  Medical  Journal 


ERCP  (ENDOSCOPIC  RETROGRADE 
PANCREATOGRAPHY):  December  12; 
Community  MedCenter  Hospital  Confer- 
ence Room,  Marion;  sponsor:  Communi- 
ty MedCenter  Hospital,  Marion;  1 credit 
hour;  No  fee;  contact:  Judith  A.  Vangel- 
off,  Community  MedCenter  Hospital, 
1050  Delaware  Avenue,  Marion  43302, 
phone:  614/387-8604. 


PERSPECTIVES  IN  OPHTHALMOL- 
OGY: December  6-7;  Bunts  Auditorium, 
Cleveland  Clinic;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  credit 
hours;  fee:  $200;  contact:  Center  for 
CME,  The  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleve- 
land 44106,  phone:  Toll  free  in  Ohio  1- 
800-762-8172;  Outside  Ohio  1-800-762- 
8173. 


INTERNATIONAL  SYMPOSIUM  ON 
ALLERGY,  IMMUNOLOGY  AND  IN- 
FECTIOUS DISEASE:  December  18-21; 
Taj  Mahal  Hotel,  Bombay,  India;  spon- 
sor: Case  Western  Reserve  University 
School  of  Medicine;  24  credit  hours;  fee: 
$400;  contact:  Jean  Kerr,  2119  Abington 
Road,  Cleveland  44106,  phone:  216/368- 
3883. 


SURGICAL  ENDOCRINOLOGY:  De- 
cember 19;  St.  Elizabeth  Hospital  Medical 
Center,  Youngstown;  sponsor:  St.  Eliza- 
beth Hospital  Medical  Center;  3 credit 
hours;  No  fee;  contact:  Rashid  A.  Abdu, 
M.D.,  St.  Elizabeth  Hospital  Medical 
Center,  1044  Belmont  Avenue,  Youngs- 
town 44501,  phone:  216/746-7211. 


Stark  County’s  new 
officers 

JAMES  NIFFENEGGER,  MD,  Can- 
ton,  has  been  elected  president  of  the 
Stark  County  Medical  Society.  Other  of- 
ficers include  JAMES  D.  BURKHOLD- 
ER, MD,  Canton,  president-elect;  HAN- 
NELORE  SMITH,  MD,  North  Canton, 
secretary-treasurer.  Elected  to  the  board 
of  censors  were  ROBERT  SANKE,  MD, 
Alliance,  and  ELBERT  MAGOON,  MD, 
Canton.  Elected  as  delegates  to  the  Ohio 
State  Medical  Association  were  GEORGE 
EWING,  MD,  Alliance;  RAYMOND  J. 
McMAHON,  MD,  Massillion;  and 
ROBERT  C.  REED,  MD,  Alliance.  Se- 
lected as  alternates  to  OSMA  were 
ANDRES  B.  LAO,  MD,  Alliance; 
RICHARD  BELCHER,  MD,  Canton; 
and  JAMES  TADDEO,  MD,  Alliance. 


$100,000  + guarantee 

Plus  other  incentives  for  approved 
physicians  in  the  following  specialties 
in  Mid-Michigan  community 

— Obstetrician-gynecologist  — Urologist 

— Orthopedic  surgeon  — Family  practitioners 

— ENT  — Pediatrician 

— Internists 

Contact:  Vice  President  of  Professional  Services 
(517)  723-5211,  Ext.  1823 
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MUMPS  IN  OHIO 

Kevin  M.  Sullivan,  MHA,  MPH 
Thomas  J.  Halpin,  MD,  MPH 


Nationwide  there  has  been  a substantial  decline  in  mumps  mor- 
bidity and  mortality  since  the  licensure  of  live  virus  mumps  vac- 
cine. Ohio  has  been  reporting  a disproportionate  percentage  of 
the  mumps  cases  in  the  United  States  in  recent  years.  This  is  pre- 
dominantly due  to  the  lack  of  a mumps  vaccine  requirement  for 
school  children  in  Ohio  whereas  30  other  states  have  such  a re- 
quirement. Mumps  vaccination  has  been  added  to  Ohio 's  school 
immunization  law  and  in  the  school  year  1984-85,  mumps 
immunizations  will  be  assessed  in  day-care  centers  and  in  grades 
kindergarten  through  six,  and  all  grades  ( K-12 ) in  the  following 
school  year. 


MUMPS  DISEASE 

There  has  been  a dramatic  decline  in  the  incidence  of  mumps 
in  the  United  States  and  Ohio  since  the  licensure  of  live  virus 
mumps  vaccine  in  December  1967  (Fig.  1).  During  the  five-year 
period  of  1963-1967,  there  was  an  average  of  9,200  cases  of 
mumps  reported  each  year  in  Ohio  compared  to  591  cases  in 
1983  — a decrease  of  94%.  However,  Ohio  has  reported  15% 
to  34%  of  all  the  mumps  cases  in  the  United  States  during  the 
past  five  years  (1978-1983),  which  is  significant  considering  that 
less  than  5%  of  the  U.S.  population  resides  in  this  state.  Since 
1965  there  have  been  more  cases  of  mumps  reported  in  Ohio 
than  all  of  the  other  vaccine-preventable  childhood  diseases 
combined  (i.e.,  measles,  rubella,  pertussis,  polio,  diphtheria, 
and  tetanus). 

Prior  to  the  licensure  of  mumps  vaccine  the  majority  of  cases 
were  less  than  10  years  of  age.1  Since  licensure,  there  has  been 
a shift  in  the  age  distribution  of  cases  to  older  individuals.2  In 
Ohio,  during  1982-1983,  70%  of  the  mumps  cases  were  10  years 
of  age  or  older.  (The  overall  incidence,  it  should  be  noted,  has 
declined  for  all  age  groups.)  This  shift  in  age  is  due  most  likely 
to  the  higher  coverage  of  mumps  vaccine  in  the  younger  age 
groups.  In  recent  years,  the  largest  outbreaks  of  mumps  in  Ohio 
have  occurred  in  middle,  junior,  and  senior  high  schools.3'5 

Along  with  the  decline  in  mumps  disease  there  has  been  a 
decrease  in  mumps-associated  deaths  and  mumps  meningo- 
encephalitis. While  the  actual  number  of  mumps  deaths  has 


Kevin  M.  Sullivan,  MHA,  MPH,  doctoral  candidate  in 
Epidemiology,  the  University  of  Michigan.  Thomas  J. 
Halpin,  MD,  MPH,  assistant  clinical  professor  of  Preven- 
tive Medicine,  The  Ohio  State  University. 


Vut 


FIGURE  1 

Mumps  Cases  by  Year  of  Report 
Ohio,  1950-1983 

declined  since  1950,  the  case  fatality  rate  has  remained  fairly 
constant  at  one  death  per  5,270  mumps  cases. 

The  decline  of  mumps  meningoencephalitis  has  also  closely 
followed  the  decline  in  mumps  cases  (Fig.  2).  As  with  mumps 
disease,  the  average  age  of  patients  with  mumps  meningoen- 
cephalitis has  increased  in  Ohio,  from  an  average  age  of  9.1 
years  in  1971-1974  to  13.3  years  in  1980-1983.  From  1979-1983, 
the  rate  of  mumps  meningoencephalitis  per  1 ,000  mumps  cases 
has  been  highest  in  preschool  children  (less  than  five  years  of 
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DANIELS-HEAD  & ASSOCIATES 


When  you  pay  good  money  for  insurance 
protection,  you  deserve  good  service  — especially 
on  claims.  And  no  one  pays  them  quicker  than 
we  do! 

But  that’s  just  one  of  the  ways  you  benefit 
from  our  health  care  coverage.  For  over  30 
years,  we’ve  provided  physicians  across  Ohio 
with  the  best  in  comprehensive  medical 
insurance.  So  we  understand  your  special 
needs  as  a physician. 

You  can  enjoy  our  valuable  protection 
at  low  group  rates  — for  yourself,  your 
family,  your  practice  and  your  employees. 
As  the  Official  Plan  Administrator  for  the 
Ohio  State  Medical  Association,  we  offer 
these  insurance  programs:  Major 
Medical,  Hospital  Indemnity,  and  Office 
Overhead  Expense  Coverage. 

For  more  information,  simply  call 
292-4499  in  Cleveland.  From  other 
Ohio  cities,  call  1-800-282-7502 
toll-free;  outside  Ohio,  call 
1-800-848-8691.  Or  write  to 
this  address: 


DANIELS-HEAD  & ASSOCIATES 

24400  Chagrin  Boulevard/Cleveland,  Ohio  44122 
A subsidiary  of  Selman  & Company 


November  1985 


815 


age),  and  individuals  15  years  of  age  and  older  (7.8  and  5.2  cases 
per  1,000,  respectively).  Children,  five  to  14  years  of  age,  had 
a rate  of  3.9  cases  of  mumps  meningoencephalitis  per  1,000 
mumps  cases.  While  males  and  females  are  equally  likely  to 
acquire  mumps,  81%  of  the  mumps  meningoencephalitis  cases 
in  Ohio  were  male. 


FIGURE  2 

Reported  Mumps  and  Mumps  Meningoencephalitis  Cases 
Ohio,  1970-1983 


MUMPS  VACCINE* 

Clinical  trials  of  mumps  vaccine  found  that  greater  than  90% 
of  initially  seronegative  recipients  demonstrate  neutralizing  anti- 
bodies following  vaccination.6  Studies  on  the  effectiveness  of 
mumps  vaccine  in  preventing  clinical  disease  in  an  outbreak  situ- 
ation have  estimated  vaccine  efficacies  at  75%  to  90%. 6 The 
protection  afforded  by  the  vaccine  is  long-lasting  and,  most  like- 
ly, lifelong.6  Mumps  vaccine  has  also  been  found  to  be  extremely 
safe.  Cost-benefit  studies  have  found  savings  associated  with 
mumps  vaccination,7,8  especially  when  it  is  combined  with 
measles  and  rubella  vaccines,  and  administered  routinely  to  chil- 
dren at  15  months  of  age  or  older.7 
MUMPS  VACCINATION  LEVELS 

During  the  1982-1983  school  year,  the  mumps  vaccination 
level  of  randomly  selected  schools  in  Ohio  was  determined  (Fig. 
3).  Overall,  55%  of  the  pupils  had  received  mumps  vaccine  with 
a range  of  90%  for  kindergarten  pupils  to  16%  for  12th  graders. 
It  is  important  to  note  that  mumps  immunization  was  not  re- 
quired during  that  school  year  and  information  collected  on 
mumps  by  schools  was  voluntary.  Because  these  results  reflect 
only  vaccinations  noted  on  the  school  record  they  probably 
understate  the  true  mumps  immunization  level. 

MUMPS  IMMUNIZATION  LAWS 

In  1976  only  two  states  had  mumps  vaccination  requirements 
for  school  children.  By  1983,  30  states  had  requirements.4  Dur- 
ing 1982,  states  that  required  mumps  vaccine  for  school  children 
had  lower  rates  of  mumps  disease  than  states  without  such 


^Currently  the  terms  vaccination  and  immunization  are  often  used  inter- 
changeably to  denote  the  administration  of  any  vaccine  or  toxoid. 


laws.3’4  Starting  in  school  year  1984-85,  a mumps  vaccine  re- 
quirement became  effective  for  all  Ohio  school  children  and 
day-care  center  enrollees.  Compliance  levels  among  school  chil- 
dren in  grades  kindergarten  through  six  and  for  children  attend- 
ing day-care  centers  will  be  assessed  in  the  1984-85  school  year. 
During  the  following  school  year,  all  pupils  (grades  K-12)  will 
be  assessed.  In  general,  children  will  have  to  provide  written 
proof  of: 

1 . A live  virus  mumps  vaccination  on  or  after  their  first  birth- 
day. 

2.  A previous  history  of  mumps  disease  (preferably  diagnosed 
by  a physician). 

Should  an  outbreak  of  mumps  occur  in  a school  or  day-care 
center,  children  without  a mumps  vaccination  or  with  a physi- 
cian-diagnosed history  of  mumps  disease  will  be  excluded  from 
attending  school.  Individuals  who  will  be  considered  as  suscepti- 
ble are  those  with  religious/philosophical  or  medical  exemptions 
and  children  with  a parental-diagnosed  history  of  mumps 
disease.  These  susceptibles  are  excluded  from  school  to  protect 
them  from  acquiring  the  illness  and  also  to  limit  the  spread  of 
disease. 


‘FIGURE  3 

Percentage  of  pupils  with  mumps  vaccine  by  grade 
Ohio,  1982-83 


DISCUSSION 

In  most  individuals,  mumps  disease  is  mild  and  self-limiting. 
However,  complications  such  as  meningoencephalitis,  pancreati- 
tis, orchitis,  deafness,  and  death  may  occur.9  In  general,  young 
children  and  adults  have  higher  frequency  of  complications.2,10 
Adults  tend  to  have  a more  severe  disease  than  children.10 

The  data  presented  on  mumps  disease  and  mumps  meningo- 
encephalitis are  based  on  physician  and  school  reports.  It  is 
acknowledged  that  this  reporting  system  underreports  the  true 
level  of  disease,  but  this  system  is  thought  to  be  representative 
of  the  general  pattern  of  disease.  Timely  reports  of  mumps 
disease  by  physicians  and  schools  are  now  more  important  be- 
cause they  allow  for  the  immediate  intervention  by  health  offi- 
cials, and  also  reporting  will  serve  as  a measurement  of  the  effec- 

continued  on  page  820 

‘Source:  Ohio  Department  Of  Health 
A random  audit  of  schools,  1982-83 
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A TRANSPERINEAL  IMPLANT  SYSTEM  USING 
IRIDIUM  192  IN  THE  TREATMENT  OF 
GYNECOLOGICAL  MALIGNANCIES; 

A REPORT  OF  A NEW  TECHNIQUE 

Bryce  Steven  Clubb,  MD 


Twenty-two  patients  from  a consecutive  110  pa- 
tients presenting  to  the  author  with  a variety  of 
gynecological  malignancies  between  July  1981  and 
October  1984  were  found  to  be  suitable  for  a rela- 
tively new  form  of  interstitial  radiation  therapy  in- 
volving a transperineal  implantation  system  with 
iridium  192.  This  report  discusses  the  technique  in 
detail  and  attempts  to  define  its  potential  role  in  the 
management  of  gynecological  cancer. 


Introduction 

Ever  since  the  introduction  of  radiation  into  gynecological 
cancer  therapy,  clinicians  have  struggled  with  the  technical  prob- 
lem of  how  to  deliver  cancerocidal  doses  to  tumor  masses  while 
not  exceeding  tolerable  doses  of  radiation  to  adjacent  normal 
organs  and  tissues. 

Most  early  reports  of  radiation  therapy  techniques  for 
gynecological  cancer  refer  to  external  beam  radiation  therapy 
or  intracavitary  radiation  therapy.  Interstitial  radiation  therapy 
has  been  historically  relatively  unpopular  among  radiation  ther- 
apists for  the  following  reasons: 

1 . Relatively  long  periods  of  time  had  to  be  spent  handling 
radium  needles  in  the  operating  room  while  performing  intersti- 
tial implantation  raising  fear  of  possible  radiation  harm  to  the 
clinician  and  operating  room  nursing  staff. 

2.  There  were  no  methods  to  ensure  the  equal  separation 
and  parallelism  of  the  interstitially  placed  radium  needles  in  the 
tumor,  a situation  which  could  lead  to  areas  of  the  tumor  not 
receiving  a cancerocidal  radiation  dose. 


Dr.  Clubb  is  consultant  radiation  oncologist  at  Akron 
City  Hospital  and  is  Associate  Clinical  Professor  at 
Northeastern  Ohio  Universities  College  of  Medicine. 
Submitted  November  29,  1984 


3.  The  physical  and  mathematical  calculations  necessary  to 
determine  the  dose  rate  characteristics  of  an  interstitial  implant 
with  radium  needles  were  complicated  and  very  time  consuming 
and  required  physicists  with  special  training  not  always  available 
in  every  hospital. 

4.  Techniques  were  invasive  and  required  a knowledge  of 
surgical  expertise  not  taught  in  many  radiation  therapy  hospital 
programs  throughout  the  country,  especially  since  the  1950s 
when  better  treatment  results  were  anticipated  with  the  introduc- 
tion of  supervoltage  x-ray  equipment  for  external  beam  radia- 
tion therapy. 

Most  of  these  limitations  have  been  overcome  in  recent  times 
by  three  major  technical  advances: 

1 . Staging  of  the  Interstitial  Radiation  Therapy  Procedure: 
This  refers  to  the  separation  of  the  interstitial  radiation  ther- 
apy method  into  two  stages.  The  first  stage  is  done  in  the  operat- 
ing room  and  involves  the  surgical  insertion  of  hollow  needles 
into  the  tumor. 

The  second  stage  is  done  at  a later  time  in  a specially  pro- 
tected room  where  lead  shields  are  used  to  provide  maximum 
protection  for  the  medical  staff  while  the  radioactive  material 
is  inserted  into  the  previously  surgically  positioned  needles. 

This  dual  staging  allows  the  clinician  to  devote  as  much  time 
as  necessary  to  accurately  place  the  needles  in  the  operating 
room  without  the  fear  of  excessive  radiation  exposure.  The  after- 
loading of  these  needles  with  the  isotope  can  then  be  performed 
quickly  and  in  an  environment  of  maximum  radiation  protec- 
tion. 

2.  Perineal  Templates:  These  are  flat  plates  usually  made 
of  plastic  with  strategically  positioned  holes  which  help  the  radi- 
ation therapist  to  more  accurately  place  the  hollow  needles  cor- 
rectly within  the  tumor  prior  to  afterloading  with  the  radioactive 
material.  This  technical  advance  has  greatly  helped  to  improve 
the  homogeneity  of  the  radiation  dose  delivered  to  the  tumor 
using  the  interstitial  radiation  therapy  techniques. 

3.  Computerized  Dosimetry:  A major  development  has  been 
the  development  of  programs  of  radiation  dosimetry  for  use 
with  microcomputers.  The  radiation  therapist  can  now  accurate- 
ly and  rapidly  study  the  characteristics  of  the  interstitial  implant, 
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even  before  the  insertion  of  the  radioactive  isotope  and  assist 
in  deciding  some  important  questions.  These  include  the  total 
amount  of  radioactive  material  to  be  used;  the  distribution  of 
the  isotope  within  the  needles,  in  order  to  give  as  homogeneous  a 
radiation  dose  rate  as  possible;  the  total  time  of  the  implant 
procedure,  so  as  to  achieve  the  desired  radiation  dose  to  the 
tumor;  and  the  radiation  dose  received  to  healthy  organs  and 
tissues  in  the  vicinity  of  the  implant. 

As  a result  of  these  recent  technical  advances,  a renaissance 
of  interest  in  interstitial  radiation  therapy  has  occurred,  especial- 
ly for  those  tumors  not  showing  an  expected  good  response  to 
supervoltage  external  radiation  therapy  or  conventional  intra- 
cavitary radiation  therapy. 

Interstitial  radiation  therapy  for  gynecological  malignancies 
still  remains  unavailable  in  many  hospitals,  mainly  because  of 
a lack  of  clinicians  trained  in  this  modality. 

It  is  the  purpose  of  this  article  to  outline  how  interstitial  radi- 
ation therapy  was  used  by  this  author  in  this  practice,  in  the 
hopes  that  it  will  stimulate  more  interest  among  clinicians. 

Materials  and  Methods 

Between  July  1981  and  October  1984,  118  patients  with 
gynecological  malignancies  referred  to  this  author  with  histolog- 
ically confirmed  invasive  cancers  were  treated  with  radiation 
therapy.  The  mean  age  of  the  patients  was  55  years,  with  a range 
of  29  years  to  73  years. 

The  method  of  radiation  therapy  used  for  each  patient 
varied,  depending  upon  the  type  of  gynecological  cancer,  the 
stage  of  the  tumor  and  the  response  of  the  tumor  as  treatment 
progressed.  All  patients  receiving  external  radiation  therapy  were 
treated  using  a 4 MeV  Linear  Accelerator,  with  anterior  and 
posterior  radiating  portals  covering  a defined  anatomical  volume 
(usually  the  true  pelvis  and  pelvic  brim).  Daily  fraction  doses 
of  170  rad,  five  days  a week,  were  given  until  a final  tumor 
dose  of  the  5100  rad. 

Intracavitary  radiation  therapy  was  done  using  the  common- 
ly available  Fletcher-Suit  Tandem  and  Vaginal  Culpostats  or 
the  Burnett  Vaginal  Applicator  containing  the  radioactive 
cesium  137,  with  tumor  doses  varied  depending  on  the  clinical 
characteristics  of  the  tumor  and  the  previous  response  to  external 
radiation  therapy. 

Interstitial  radiation  therapy  was  performed  using  a remov- 
able transperineal  implantation  system  with  afterloading  of 
radioactive  iridium  192. 

The  Transperineal  Radiation  Implantation  System 

This  technique  employs  a plastic  template  with  predrilled 
holes  in  a concentric-like  pattern  for  use  with  special  steel 
needles.  A larger  central  opening  in  the  template  accepts  a plastic 
vaginal  cylinder  which  has  a central  hole  to  accept  the  conven- 
tional uterine  tandem  if  necessary. 

All  patients  were  implanted  under  general  anesthesia  after 
a very  careful  pelvic  examination  to  fully  evaluate  the  extent 
of  the  tumor,  its  response  to  previous  external  radiation  therapy 
and  the  status  of  the  rectal  mucosa  as  judged  by  proctosigmoido- 
scopic  examination.  A complete  perineal  skin  preparation  was 
done,  but  pubic  hair  was  not  routinely  shaved. 

Seventeen-gauge,  hollow,  stainless  steel  metallic  tubes  with 
slightly  truncated  ends  and  stylettes  in  position  were  then  passed 
through  the  holes  in  the  template  and  inserted  through  the  skin 
and  soft  tissues  of  the  perineum  into  the  palpable  tumor.  The 
depth  of  insertion  of  each  needle  and  the  number  of  needles 
used  (as  many  as  38)  depended  on  the  size  and  extent  of  the 
tumor. 

When  each  needle  had  been  inserted  to  the  desired  depth, 
the  stylette  was  removed.  All  the  needles  were  fixed  to  the 
template  by  tightening  screws,  and  the  template  itself  was 


sutured  to  the  perineal  skin  using  0-gauge  black  silk  through 
four  peripheral  holes  on  the  edge  of  the  template  for  this  pur- 
pose. 

Radiographs  were  performed  in  the  operating  room,  with 
the  patient  still  under  anesthesia  and  studied  as  to  needle  spacing 
and  parallelism.  Individual  needle  positions  could  then  be 
altered,  if  found  not  to  be  correctly  positioned. 

When  the  patient  had  returned  to  a private,  specially-pre- 
pared hospital  room,  “afterloading”  of  these  hollow  needles 
was  done  using  iridium  192.  The  radioactive  isotope  was  pre- 
pared as  small  seeds  measuring  about  0.4  millimeters  long  by 

0.1  millimeters  wide  placed  inside  plastic  tubing  at  1 cm  inter- 
vals. The  plastic  tubing  with  the  iridium  192  seeds  was  then  indi- 
vidually placed  in  each  of  the  hollow  needles  and  held  in  place 
with  rubber  caps  placed  over  the  projecting  ends  of  the  metallic 
needles. 

Computerized  dosimetry  was  performed  for  each  patient, 
and  the  computer  printouts  studied  by  the  Radiation  Therapist 
to  determine  the  rate  of  radiation  delivery  to  various  points 
throughout  the  tumor  and  to  surrounding  anatomical  organs. 
On  the  basis  of  this  study,  a decision  was  made  on  the  time  neces- 
sary to  leave  the  iridium  192  in  place,  so  as  to  deliver  a prescribed 
dose  of  radiation  to  the  tumor.  When  this  time  had  expired, 
the  plastic  tubing  holding  the  iridium  192  seeds  was  removed 
from  the  metallic  needles  and  taken  from  the  patient’s  room 
in  special  lead  containers.  The  four  sutures  holding  the  template 
with  the  needles  to  the  perineal  skin  were  then  removed. 

The  template  and  all  of  the  needles  were  then  easily  removed 
from  the  implanted  site  by  pulling  firmly  on  the  template.  The 
patients  were  given  adequate  sedation  prior  to  this  procedure 
which  was  associated  with  minimal  discomfort.  Any  bleeding 
occurring  through  the  holes  in  the  perineal  skin  caused  by  the 
needles  was  stopped  with  pressure  applied  to  the  perineum  for 
a relatively  short  time. 

During  the  time  of  the  implants,  the  patient  remained  in  bed. 
However,  movements  of  the  legs  were  encouraged  and  the  pa- 
tient was  able  to  sit  up.  A foley’s  catheter  placed  into  the  bladder 
at  the  time  of  anesthesia  was  left  draining.  A combination  of 
enemas  prior  to  the  procedure,  a low  residue  diet  after  the  pro- 
cedure and  the  use  of  lomotil  resulted  in  the  patient’s  rarely 
needing  to  defecate  during  the  time  of  the  procedure. 

Of  110  consecutive  patients,  22  patients  were  considered 
candidates  for  transperineal  implantation  radiation  therapy.  The 
criteria  for  selection  were  as  follows: 

1 . Large  tumors  responding  marginally  to  external  radiation 
therapy  and  therefore  considered  unlikely  to  show  a significant 
response  to  conventional  intracavitary  radiation  therapy. 

2.  Anatomical  difficulties  experienced  in  the  placement  of 
devises  for  intracavitary  radiation  therapy  (for  example,  stenosis 
of  the  vagina,  obliteration  or  obstruction  of  the  external  os  by 
tumor). 

3.  Circumstances  where  it  was  judged  that  the  transperineal 
implantation  system  would  produce  a more  uniform  radiation 
dose  to  the  tumor  and  a lower  dose  of  radiation  to  normal 
organs  and  tissues  in  the  region  when  compared  with  intra- 
cavitary methods  of  radiation  therapy. 

Radiation  doses  from  the  transperineal  implant  varied 
depending  on  the  extent  of  the  tumor.  For  large  tumors,  two 
implants  were  performed,  separated  by  three-week  intervals.  The 
dose  from  each  implant  varied  between  a minimum  of  1500  rad 
to  a maximum  of  3000  rad. 

Results 

Twenty-two  patients  underwent  transperineal  implantation 
therapy  with  iridium  192.  Nine  patients  had  advanced,  Stage 
III,  squamous  cell  carcinoma  of  the  cervix  with  fixity  to  the 
pelvic  sidewall  and  a minimal  response  to  external  radiation 
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therapy.  Of  this  very  poor  prognostic  group,  two  patients  have 
died  of  their  cancer  at  12  months  and  21  months  after  implanta- 
tion. However,  seven  patients  remain  alive  and  four  patients 
have  no  evidence  of  disease  at  follow-up  intervals  ranging  from 
four  months  to  15  months. 

Four  patients  with  Stage  II  squamous  cell  carcinoma  of  the 
cervix  showed  a satisfactory  response  to  external  radiation  ther- 
apy but  could  not  undergo  conventional  intracavitary  radiation 
therapy  because  of  anatomical  limitations.  Of  this  group,  three 
patients  remain  alive  without  any  evidence  of  disease  at  follow- 
up intervals  of  18  months  and  30  months.  One  patient  is  alive 
at  four  months  with  persisting  pelvic  tumor. 

Two  patients  who  had  received  prior  pelvic  radiation  under- 
went transperineal  implantation  radiation  therapy.  The  first  pa- 
tient, who  had  been  successfully  treated  with  external  and  intra- 
cavitary radiation  therapy  20  years  before  for  an  early  stage 
cancer  of  the  cervix,  presented  with  what  was  considered  to  be 
a new  primary  squamous  cell  carcinoma  of  the  cervix  extending 
into  the  left  parametrium  with  fixity  to  the  pelvic  sidewall.  A 
modified  course  of  external  beam  radiation  therapy  was  fol- 
lowed by  transperineal  implantation  therapy  and  the  patient 
remains  alive  and  free  of  disease,  with  a follow-up  of  four 
months.  A second  patient  with  persisting  Stage  III  squamous 
cell  carcinoma  of  the  cervix,  after  external  and  intracavitary 
radiation  therapy,  was  treated  with  attempted  salvage  trans- 
perineal implantation  but  died  after  a few  months  with  persisting 
disease. 

Five  patients  had  vaginal  squamous  cell  carcinoma.  One  pa- 
tient with  numerous  medical  problems  including  extreme  obesity 
and  diabetes  had  a 1.5  centimeter  tumor  near  the  external 
urethral  meatus  and  was  treated  with  a transperineal  implant 
only.  She  remains  alive  without  tumor  at  10  months. 

A second  patient  with  an  ulcerating  2 centimeter  tumor  in- 
volving the  anterior  upper  third  of  the  vagina  received  initial 
external  radiation  followed  by  transperineal  implantation  and 
remains  alive  and  disease  free  at  12  months. 

One  patient  who  had  undergone  previous  external  irradiation 
and  surgical  anterior  exenteration  for  extensive  carcinoma  of 
the  vaginal  vault  developed  a recurrence  in  the  remaining  lower 
third  of  the  vagina.  This  patient  remains  tumor  free  at  18  months 
after  transperineal  implantation. 

Finally,  two  patients  underwent  transperineal  implantation 
at  the  time  of  surgery.  The  first  patient  was  being  explored  for 
possible  exenteration  following  recurrence  of  squamous  cell 
carcinoma  of  the  cervix  previously  treated  with  external  and 
intracavitary  radiation  therapy.  At  the  time  of  surgery,  the 
tumor  was  found  to  be  encasing  the  right  ureter  with  fixation 
to  the  pelvic  sidewall. 

The  second  patient,  who  had  achieved  a complete  remission 
of  ovarian  carcinoma  following  surgery,  external  irradiation  and 
chemotherapy,  was  undergoing  surgical  re-exploration  because 
of  a vaginal  apical  recurrence.  Both  patients  underwent  intra- 
operative transperineal  implantations  of  their  recurrent  tumors 
with  direct  visualization  through  the  laporotomy  incision.  Local 
tumor  regression  resulted,  but  both  patients  died  of  distant 
metastases  at  four  months  and  16  months,  respectively. 

Complications 

There  were  no  anesthetic  or  implantation  deaths.  External 
bleeding  occurred  through  some  of  the  hollow  needles  at  the 
time  of  the  procedure  but  ceased  spontaneously.  There  were 
no  cases  of  internal  hemorrhage  from  the  needling  of  the  tumor. 

One  patient  developed  a post-operative  fever  believed  due 
to  infection,  but  this  was  reversed  within  24  hours  with  antibiotic 
therapy.  No  patients  developed  deep  vein  thrombosis  or  pul- 
monary emboli  during  the  time  of  their  hospitalization.  One 


patient  was  diagnosed  as  having  enteritis  at  three  months  after 
implantation,  with  this  being  reversed  with  conservative 
measures.  No  patients  have  developed  radiation  fistulae. 

Discussion 

It  is  perhaps  not  surprising  that  the  standard  for  radiation 
therapy  developed  over  the  years  for  the  successful  treatment 
of  many  gynecological  malignancies  has  been  external  followed 
by  intracavitary  irradiation.  External  irradiation  fractionated 
over  several  weeks  will  often  have  the  effect  of  reducing  the 
size  of  the  tumor  to  a level  where  intracavitary  irridation  would 
be  effective  in  rendering  the  patient  disease  free. 

Intracavitary  irradiation  is  technically  very  easy  to  perform 
because  of  the  anatomy  of  the  female  genital  tract,  and  its  easy 
accessibility.  However,  a number  of  studies  (Tak  et  al.,1  Molina 
et  al.,2  Hardt  et  al.3)  have  clearly  demonstrated  that  treatment 
failures  can  usually  be  attributed  to  one  or  both  of  two  situa- 
tions. 

First,  if  a large  tumor  does  not  shrink  adequately  to  external 
irradiation,  then  the  radiation  from  radioactive  sources  placed 
into  the  uterus  or  vagina  will  fail  to  reach  an  adequate  distance 
and  leave  the  periphery  of  the  tumor  underdosed,  thus  inviting 
a peripherial  recurrence.  Second,  if  the  normal  anatomy  is  dis- 
torted by  the  tumor  or  other  factors,  a less  than  optimum  geo- 
metric placement  of  the  radioactive  sources  during  intracavitary 
radiation  therapy  would  be  a cause  of  recurrence. 

Attempts  to  circumvent  these  limitations  are  not  new. 
Arneson4  in  1928  and  Pitts5  et  al.  in  1940  attempted  direct 
implantation  of  radium  needles  into  large  carcinomas  of  the 
cervix.  A more  recent  report  was  that  of  Premperee6  in  1978 
who  also  used  radium  needle  implantation  for  advanced 
squamous  cell  carcinoma  of  the  cervix. 

Despite  reports  by  these  authors  suggesting  that  direct 
implantation  of  radioactive  needles  into  these  tumors  would 
improve  both  local  control  and  survival  of  patients  with  ad- 
vanced tumors,  interstitial  radiation  therapy  failed  to  gain  much 
popularity  among  clinicians,  mainly  because  of  technical  diffi- 
culties associated  with  the  procedure,  a fear  of  excessive  radia- 
tion exposure  and  uncertainties  as  to  the  dose  and  homogenity 
of  the  radiation  to  the  tumor. 

The  new  approach  utilizing  a transperineal  implantation  sys- 
tem with  a template  and  afterloading  of  iridium  192  offers  the 
potential  of  solving  many  of  these  previous  difficulties  and 
should  gain  in  popularity  as  more  studies  are  reported. 

The  use  of  a perineal  template  to  aid  in  the  accurate  place- 
ment of  the  needles,  the  availability  of  computerized  dosimetry 
to  more  completely  analyze  the  radiation  dosimetry  and  the 
elimination  of  any  radioactive  material  from  the  operating  room 
with  the  use  of  specially  protected  hospital  room  have  all  been 
major  contributions  to  interstitial  radiation  therapy. 

A number  of  reports  are  now  beginning  to  appear  indicating 
the  use  of  transperineal  implantation  involving  a perineal 
template  and  afterloading  of  iridium  192  (Gaddis  et  al.,7 
Aristizabal  et  al.,8  and  Ampuero  et  al.9). 

Patients  in  this  study  were  selected  for  transperineal  implan- 
tation therapy  only  when  it  was  felt  that  the  standard  of  external 
and  intracavitary  radiation  therapy  would  be  very  unlikely  to 
lead  to  a cure.  As  a result,  only  22  of  1 10  consecutive  patients, 
20%,  were  treated  in  this  manner. 

The  author  recommends  that  patients  continue  to  be  treated 
with  the  standard  of  external  followed  by  intracavitary  radiation 
therapy.  Transperineal  implantation  therapy  should  be  con- 
sidered only  using  the  strict  criteria  of  an  inadequate  response 
to  initial  external  irradiation;  an  inability  to  achieve  optimum 
placement  of  radioactive  sources  for  intracavitary  radiation  ther- 
apy; or  a clear  indication  that  interstitial  radiation  therapy  would 
be  associated  with  a more  homogenous  dose  of  radiation  to  the 
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continued  from  page  819 

tumor,  with  relative  sparing  of  surrounding  normal  organs  and 
tissues. 

It  is  further  recommended  that  these  procedures  only  be  per- 
formed by  clinicians  with  special  training  in  these  new  techniques 
of  interstitial  radiation  therapy,  as  any  malpositioning  of  the 
needles  in  the  pelvis  or  misinterpretation  of  the  radiation 
dosimetry  could  cause  serious  complications. 
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tiveness  of  the  mumps  immunization  law.  All  mumps  cases 
should  be  reported  to  the  local  health  department. 

Outbreaks  of  mumps  in  Ohio  schools  over  the  past  few  years 
had  been  difficult  to  control  because  there  was  no  requirement 
for  mumps  vaccination.  In  many  outbreaks,  voluntary  vaccina- 
tion clinics  were  poorly  attended. 

Many  children  will  need  to  receive  mumps  vaccine  to  remain 
in  school.  The  majority  of  students  lacking  mumps  vaccine  will 
be  immunized  through  their  private  physician’s  office.  This  will 
provide  for  the  opportunity  to  assure  that  the  children  have  all 
of  their  recommended  immunizations.  The  combination 
measles-mumps-rubella  (MMR)  vaccine  is  recommended  if 
recipients  are  likely  to  be  susceptible  to  measles  and/or  rubella 
as  well  as  to  mumps.6  If  any  children  are  also  deficient  in  DTP/ 
Td  or  polio,  these  vaccines  can  be  administered  simultaneously 
during  the  same  visit.11 

The  addition  of  mumps  to  the  immunization  law  will  help 
further  reduce  the  incidence  of  mumps  and  its  complications. 
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Employment 

Opportunities 


BOARD  CERTIFIED  EMERGENCY 
PHYSICIAN  seeks  an  associate  for  part- 
nership and  to  invest  in  urgent  care  clinic 
around  Akron  area.  Interested  party 
please  contact  Box  No.  76,  c/o  Ohio  State 
Medical  Journal,  600  South  High  Street, 
Columbus,  Ohio  43215. 

BOARD  ELIGIBILITY  OR  CERTIFI- 
CATION IN  FAMILY  PRACTICE  to 

join  other  family  practitioner  in  expand- 
ing practice  in  new  building.  Fee  for  ser- 
vice and  state  contract  work.  Competitive 
salary  and  future  partnership.  Family 
Health  Center,  Inc.,  600  West  Central 
Avenue,  Springboro,  Ohio  45066. 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity, 

call  412/741-3310. 

gg  CompHealih 

Wilson  Ross,  Regional  Administrator 

CompHealth 

114  Centennial  Ave. 

Sewickley,  Pa.  15143 


EMERGENCY  DEPARTMENT  PHYSI- 
CIAN — CLEVELAND,  OHIO:  Our 
caseload  is  up.  Medical  Emergency  Ser- 
vices operates  freestanding  urgent  care 
centers  and  also  staff  hospital  emergen- 
cy rooms.  Our  first  urgent  care  center  is 
one  of  the  most  heavily  used  facilities  in 
all  of  Ohio.  We  will  be  opening  two  ad- 
ditional centers  within  the  next  12 
months.  We  offer  the  opportunity  of 
practicing  emergency  medicine  in  a pleas- 
ant and  supportive  atmosphere  with  an 
attractive  case  mix  and  top  notch  staff. 
You  work  hard,  but  have  regular  hours 
and  an  excellent  salary.  After  we  both 
have  had  some  experience  together,  there 
is  opportunity  for  stock  participation  in 
our  organization. 

If  you  want  to  concentrate  on  practic- 
ing medicine,  and  earn  a good  income 
without  the  hassle  and  expense  of  running 
an  office,  then  this  can  be  the  opportuni- 
ty for  you.  Please  send  CV  to  Medical 
Emergency  Services,  Inc.,  6133  Rockside 
Rd.,  Ste.  10,  Independence,  Ohio  44131 
or  call  216-642-1400. 


EMERGENCY  ROOM  PHYSICIAN 
— NORTHEAST  OHIO 

A full-time  position  available  in  a pro- 
gressive 290-bed  hospital  that  has  a 
modern  and  new  emergency  facility. 
A minimum  of  two  years  of  emergen- 
cy room  experience  required  along 
with  a current  Ohio  license,  ACLS  and 
ATLS  certificates.  Excellent  salary 
and  benefits.  Send  curriculum  vitae  to: 
Director  of  Emergency  Department, 
Massillon  Community  Hospital,  875 
Eighth  Street  N.E.,  Massillon,  OH 
44646  or  call  (216)  832-8761,  Ext. 
5227.  Equal  Opportunity  Employer. 


FAMILY  PRACTICE:  Growing  practice 
looking  for  permanent  parttime,  Ohio  li- 
censed physician.  Need  is  for  an  older, 
mature,  experienced  and  pleasant  physi- 
cian, who  desires  parttime  only.  Please 
send  resume  with  references  to:  Ohio 
State  Medical  Journal,  c/o  Box  No.  74, 
600  South  High  Street,  Columbus,  Ohio 
43215. 

FAMILY  PRACTITIONER:  Established 
medical  group  needs  a family  practi- 
tioner. Located  in  the  sun-belt  and  no 
state  tax.  Guaranteed  salary  and  early 
partnership  for  the  conscientious  person. 
Contact  clinic  administrator  10737  Gate- 
way West,  El  Paso,  Texas  79935  or  call 
(915)  592-0201. 


FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 

FOSTORIA,  OHIO  — Directorship  and 
full-time  emergency  department  position 
available  at  moderate  volume  facility 
within  one  hour  drive  of  Toledo.  Attrac- 
tive compensation  with  malpractice  insur- 
ance provided.  Please  submit  resume  to 
Emergency  Consultants  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  or  call  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

HOLISTIC  DOCTOR.  Compensation 
$25-$30  per  hour  plus  percentage.  Solo 
practice.  All  equipment,  personnel  fur- 
nished. No  start-up  fees.  Excellent  growth 
potential.  Send  CV  and  recent  photo  to: 
MLG  Health  Care  Corporation,  1100 
Wilmington  Ave.,  Dayton,  OH  45420. 

INTERNAL  MEDICINE:  Immediate 
opening  to  replace  a moving  physician  in 
Northeastern  Ohio.  Board  certified  or  eli- 
gible internist;  subspecialty  preferred 
especially  in  hematology,  oncology,  pul- 
monary medicine,  or  cardiology.  Reply 
to:  Y.  C.  Shin,  MD,  350  Hillcrest  Drive, 
Ashland,  OH  44805. 

MARIETTA,  OHIO:  Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200-bed  facility.  Board  certifica- 
tion or  Board  eligibility  in  emergency 
medicine  or  primary  specialty  preferred. 
Contact  Emergency  Consultants,  Inc., 
2240  S.  Airport  Road,  Traverse  City,  MI 
49684;  or  call  1-800-253-1795,  in  Michi- 
gan 1-800-632-3496. 

OHIO  (Central  and  Northern  Area): 

Seeking  Emergency  Medicine  physicians 
for  full-time  and  locum  tenens  opportuni- 
ties in  attractive  moderate  volume  facili- 
ties. Directorships  also  available.  Com- 
petitive hourly  rates,  malpractice  insur- 
ance, and  flexible  scheduling.  For  more 
information  contact:  Emergency  Consult- 
ants, Inc.,  2240  South  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632- 
3496. 
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Ohio,  Southwestern:  Vacancy  in  stable, 
established  local  group,  staffing  three 
emergency  departments  each  with  20,000 
annual  visits.  Excellent  salary  plus  all 
available  fringes.  Minimum  two  years 
emergency  department  experience  re- 
quired; preparation  for  ABEM  preferred. 
Reply  with  C.V.  to:  Jeff  Cianchetti,  MD, 
Hamilton  Emergency  Physicians,  Inc., 
181  Heathwood  Lane,  Hamilton,  OH 
45013. 


OPPORTUNITY  TO  JOIN  SMALL 
GROUP  OF  EMERGENCY  MEDICINE 
RESIDENCY  trained  physicians  in 
Southern  Wisconsin  staffing  community 
hospital  with  20,000  patients/year.  Good 
pathology,  stable  contract,  excellent  sup- 
port. Seeking  emergency  medicine 
BC/BE  physicians  with  ACLS,  ATLS 
preferred.  Remuneration/benefits  highly 
competitive  and  commensurate  with 
training  and  experience.  Contact:  John  J. 
Maher,  MD,  Director,  Department  of 
Emergency  Medicine,  1969  West  Hart 
Road,  Beloit,  WI  53511,  608-364-5682. 


PENNSYLVANIA:  Unique  opportunity. 
Building  new  emergency  department  in 
progressive,  academic  community 
hospital.  New  facility,  in-the-round.  Base 
station,  active  paramedic  training  pro- 
gram, resident  education.  Opportunities 
for  research  and  teaching  affiliation  with 
nationally  prominent  emergency  medicine 
residency  program.  Competitive  salary 
with  paid  malpractice,  disability,  life  in- 
surance, CME,  etc.  Emergency  residen- 
cy trained,  board  certified,  or  board 
qualified  and  actively  seeking  certifica- 
tion. Contact  Nathan  C.  Schafer,  MD, 
Chairman,  Department  of  Emergency 
Medicine,  St.  Margaret  Memorial 
Hospital,  815  Freeport  Road,  Pittsburgh, 
PA  15215.  (412)  784-4189  or  4782. 


POSITIONS  FOR  FULL-TIME  AND 
PART-TIME  PHYSICIANS  for  ur- 
gent care  centers  in  the  Youngstown 
area.  Flexible  scheduling  available  for 
day  and  evening  shifts,  weekdays  and 
weekends.  Please  send  CV  to  P.O. 
Box  91666,  Cleveland,  Ohio  44101- 
3666. 


PHYSICIAN 

Apple  Creek  Developmental  Center  is  in 
need  of  a full-time  physician  licensed  in 
the  state  of  Ohio.  The  Center  provides 
comprehensive  care  for  mentally  re- 
tarded/developmentally  disabled  individ- 
uals in  an  interdisciplinary  team  setting. 
Interest  in  working  with  multiple  physical 
and/or  emotionally  handicapped  individ- 
uals is  required.  Excellent  salary  and 
fringe  benefits.  Apple  Creek  is  located  six 
miles  east  of  Wooster  and  approximately 
thirty-five  minutes  from  the  Akron/Can- 
ton area.  Send  resume  to  David  M.  Gall, 
Director,  Human  Resources,  Apple  Creek 
Developmental  Center,  2532  South  Apple 
Creek  Road,  P.O.  Box  148,  Apple  Creek, 
Ohio  44606,  or  call  (216)  698-2411,  ext. 
429.  AN  AFFIRMATIVE  ACTION/ 
EQUAL  OPPORTUNITY  EM- 
PLOYER. 


STAFF  PSYCHIATRISTS 

Immediate  openings  for  Staff  Psychi- 
atrists, BE/BC,  in  a state-operated,  380- 
bed  in-patient  psychiatric  hospital.  Multi- 
disciplinary approach  with  psychiatrist  as 
a treatment  team  leader,  expected  to  exer- 
cise strong  leadership  in  quality  care  of 
the  patients.  Programs  for  acute  admis- 
sions, extended  care,  geriatrics,  and  psy- 
chiatric rehabilitation.  The  hospital  is  ac- 
credited by  JCAH.  License  to  practice  in 
the  state  of  Ohio  is  required.  We  are  lo- 
cated about  20  miles  from  a metropolitan 
area  with  a mixture  of  rural  and  urban 
atmosphere;  excellent  school  systems  and 
outdoor  activities.  Massillon  and  adjacent 
Canton  have  a combined  population  of 
1 10,000.  Salary  starts  at  $55,000  upward 
and  negotiable  with  excellent  fringe  bene- 
fits. Send  resume  to  Hae  Wohn  Johng, 
MD,  Medical  Director,  or  W.J.  Roberts, 
Director  of  Personnel,  Massillon  State 
Hospital,  P.O.  Box  540,  Massillon,  OH 
44648,  or  call  (216)  833-3135.  EEO  Em- 
ployer, M/F/H. 


WANTED:  Associate  Medical  Director 
of  Community  Hospital-Based  Alcohol 
and  Drug  Detoxification  and  Rehabilita- 
tion Unit.  Community  medical  practice 
opportunities  available.  Reply  to  Box  No. 
75,  c/o  Ohio  State  Medical  Journal,  600 
South  High  Street,  Columbus,  Ohio 
43215. 


WANTED  TO  LOCATE  IN  THE  SUN- 
BELT: all  specialties.  To  communicate 
your  availability,  we’ll  condense  your  CV 
and  circulate  the  condensed  CV  to  over 
2300  hospitals,  clinics,  group  practices, 
and  labs  in  12  southern  states.  No  cost  to 
you.  Send  CV  to  Trent  Associates,  2421 
Shades  Crest  Road,  Birmingham,  AL 
35216. 


Next  month 
place  your 
classified 
advertisement  here 


GENERAL  SURGEON 
SEEKING  PARTNERSHIP 
OR  COST  SHARING 

A well  established  General  Sur- 
geon is  looking  for  another  sur- 
geon or  other  physician(s)  to 
share  his  professional  building. 
The  fully  equipped,  fully  staffed 
office  is  located  in  a beautiful  old 
building  with  an  adjoining  park- 
ing lot,  very  close  to  Grant  Medi- 
cal Center,  close  to  the  down- 
town area,  and  on  the  bus  line. 
All  hospitals  within  easy  access. 
Association  can  be  partnership 
or  just  cost  sharing. 

Over  2100  square  feet  ground 
floor  includes  large  waiting  area, 
business  office  for  two  secretar- 
ies and  one  R.N.,  two  large  per- 
sonal M.D.  offices,  two  large 
exam/minor  surgery  rooms,  lab 
and  sterilization  room.  Second 
floor  three  rooms  and  full  bath 
also  available. 

Interested?  Call 

John  R.  Schwarzell,  M.D. 
283  East  State  Street 
Columbus,  Ohio  43215 
614-221-4541 
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Miscellaneous 

GEMS/JEWELRY  or  ART/JEWELRY: 

Asklepios  and  Caduceus  symbols  hand- 
crafted in  14-karat  gold  jewelry.  Exquisite 
detailing.  Quantity  discounts  for  medical 
organizations.  Free  color  brochure.  (800) 
874-6009.  Tennessee  residents:  (615)  728- 
6011.  Or  write:  Asklepios  Fine  Jewelry  & 
Art,  P.O.  Box  503,  Winchester,  TN 
37398. 


Opportunity  Wanted 


PEDIATRICIAN,  FINISHED  TRAIN- 
ING IN  A UNIVERSITY  MEDICAL 
CENTER,  wants  to  relocate  in  Ohio, 
looking  for  group  practice  or  partnership 
or  moonlighting  full  or  parttime.  Reply 
to  Box  No.  71,  c/o  Ohio  State  Medical 
Journal,  600  South  High  Street,  Colum- 
bus, Ohio  43215. 


Practice  for  sale 


INTERNAL  MEDICINE  AND  PUL- 
MONARY DISEASES  PRACTICE  FOR 
SALE:  A physician  is  retiring.  Has  medi- 
um-sized, stable  and  well-established 
practice  located  in  a southwestern  suburb 
of  Cleveland.  Reasonably  priced  and  sell- 
er will  help  finance.  Reply  to  Ralph  P. 
Higgins,  Attorney,  21010  Center  Ridge 
Road,  Rocky  River,  Ohio  44116. 

ORTHOPEDIC  PRACTICE  FOR  SALE 

Well  established  orthopedic  practice  in 
Southwestern  Ohio  with  own  large  office 
and  x-ray  equipment.  Owner  planning  to 
retire.  Flexible  financing.  Reply  to  Box 
No.  69,  c/o  Ohio  State  Medical  Journal, 
600  S.  High  Street,  Columbus,  OH  43215. 

PRACTICE  FOR  SALE:  Western  area 
of  Cincinnati,  specialist  in  internal 
medicine  wishing  to  retire  after  25  plus 
years  in  practice.  Currently  grossing  120 
k -(- . Direct  inquiries  to  F.  Recker,  At- 
torney at  Law,  513-241-3685. 


PEDIATRIC  PRACTICE  FOR  SALE: 

A pediatrician  is  retiring.  Has  medium- 
sized, stable  and  well-established  practice 
located  in  a Southwestern  suburb  of 
Cleveland.  The  annual  gross  is  approxi- 
mately $125,000.  Sale  price  is  $45,000  and 
seller  will  help  finance.  Reply  to  Ralph 
P.  Higgins,  Attorney,  21010  Center  Ridge 
Rd.,  Rocky  River,  Ohio  44116. 


Real  estate 


BONITA  BEACH,  FLA.:  luxury  2 
BdRm,  2 Bath,  Gulf-view  condo  for  rent. 
Fully  furnished.  Heated  pool,  tennis, 
shuffleboard.  Two-week  minimum.  Call 
614-846-9535. 


KIAWAH  ISLAND,  SC:  Come  enjoy 
our  unspoiled  beach  and  superb  sports 
weather.  You  can  relax  in  privately- 
owned,  fully-furnished  villas  or  homes. 
We  offer  you  superior  service  and  quali- 
ty. OCEAN  RESORTS  INC.  OF 
CHARLESTON  1-800-221-7376  or 
1-803-559-0343. 


Seminars 


WEEKLY  SEMINARS 

Most  major  ski  areas,  Club  Med,  Disney 
World,  Cruising  aboard  sailboats  in  the 
Virgin  Islands  or  a Mississippi  Paddle- 
wheeler. Topic:  MEDICAL-LEGAL  IS- 
SUES. Accredited.  CURRENT  CON- 
CEPT SEMINARS,  INC.  (since  1980). 
3301  Johnson  St.,  Hollywood,  FL  33021 
(800)  428-6069.  $175. 


1986  CME  CRUISE/CONFERENCES 
ON  SELECTED  MEDICAL  TOPICS  — 

Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round. 
Approved  for  20-24  CME  cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credits. 
Distinguished  professors.  FLY  ROUND 


TRIP  FREE  ON  CARIBBEAN,  MEXI- 
CAN, & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registra- 
tion limited.  Pre-scheduled  in  compliance 
with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


Services 


HOLTER  MONITOR 
Quality  Scanning  for  reel  or  cassette 
type  recorders  by  qualified  technicians 
and  certified  cardiologists’  interpreta- 
tions scan  price  $35.00  with  UPS 
speedy  delivery.  Recorders  loaned, 
leased  or  purchase  new  dual  channel 
holter  recorders,  $1,295.00,  with  one 
year  warranty.  For  more  information 
call  advance  medical  and  research 
center  1-800-552-6753. 


Rates:  $5  per  line.  Display  classified:  $7 
per  line.  Minimum  3 lines  per  insertion. 
Ads  measure  8 lines  to  the  inch.  Box 
number  reply:  Flat  $7  charge  in  addition 
to  line  cost  for  up  to  and  including  three 
insertions.  (Covers  cost  of  mailing  replies 
which  are  kept  confidential.)  Forms  close 
the  1st  day  of  the  month  preceding  month 
of  publication.  Address  all  ads  Attention: 
Classified  Ad  Department,  The  Journal. 


Advertising  Representative 

Lifetime  Learning 
612  North  Michigan  Ave. 

Chicago,  Illinois  60611 
Telephone:  312/751-2223 
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Colleagues  In  The  News 

Edited  by  Deborah  Athy 


CHARLES  G.  ADAMS,  MD,  Ver- 
milion, has  been  installed  as  president  of 
the  Lorain  County  Medical  Society. 
Other  officers  serving  with  Dr.  Adams  in- 
clude CARLOS  PENA,  MD,  Elyria, 
president-elect;  ROMEO  MICLAT,  MD, 
Elyria,  secretary-treasurer;  JOHN 
SECRIST,  MD,  Elyria,  censor;  and  M.A. 
AMIRI,  MD,  Lorain,  Ohio  State  Medical 
Association  delegate. 


ERNEST  G.  BROOKFIELD,  MD,  To- 
ledo, has  been  elected  president  of  the 
Academy  of  Medicine  of  Toledo  and 
Lucas  County.  Other  officers  elected  in- 
clude SU-PA  KANG,  MD,  Toledo  , vice 
president,  and  JOHN  P.  ANDERS,  MD, 
Toledo,  secretary. 


RICHARD  BURK,  MD,  Troy,  recent- 
ly was  elected  president  of  the  American 
Cancer  Society’s  West  Central  Branch. 


SUZANNE  R.  BUTCHER,  MD,  War- 
ren, has  been  elected  president  of  the 
Trumbull  County  Medical  Society.  Serv- 
ing with  Dr.  Butcher  is  JOSEPH  TABET, 
MD,  Newton  Falls,  president-elect; 
PAUL  G.  ZERBI,  MD,  Warren,  secre- 
tary-treasurer; JOSEPH  SUDIMACK, 
JR.,  MD,  Warren,  and  JOHN  O.  VLAD, 
MD,  Warren,  delegates  to  the  Ohio  State 
Medical  Association;  and  GARY  R.  GIB- 
SON, MD,  Warren,  and  MICHAEL  C. 
THOMAS,  MD,  Warren,  alternate  dele- 
gates to  the  Ohio  State  Medical  Associa- 
tion. 


NOBLE  O.  FOWLER,  MD, 

Director  of  Cardiology  at  the  Univer- 
sity of  Cincinnati  Medical  Center, 
has  been  reappointed  to  the  Editorial 
Board  of  the  Journal  of  the  Ameri- 
can College  of  Cardiology.  Dr.  Fow- 
ler has  also  been  appointed  to  the 
Executive  Committee  of  the  Council 
on  Clinical  Cardiology  of  the  Ameri- 
can Heart  Association. 


ANDRE  V.  GIBALDI,  DO,  Rich- 
field, has  been  elected  president  of 
the  Ohio  Osteopathic  Association. 
Dr.  Gibaldi  is  the  director  of  medical 


education  at  Brentwood  Hospital  in 
Warrensville  Heights. 


MARTIN  GOLDBERG,  MD,  chair- 
man of  the  Department  of  Internal  Medi- 
cine at  the  University  of  Cincinnati  Medi- 
cal Center,  has  received  the  first  Distin- 
guished Scientific  Achievement  Award 
from  the  Alumni  Association  of  Temple 
University  School  of  Medicine,  Philadel- 
phia. Dr.  Goldberg,  a 1955  Temple  grad- 
uate, was  chosen  for  his  outstanding  aca- 
demic achievements. 


RICHARD  GRIFFIN,  MD,  Co- 
lumbus, has  been  installed  as  presi- 
dent of  the  Association  of  Psychiatric 
Outpatient  Centers  of  America.  Dr. 
Griffin  is  the  associate  medical  direc- 
tor at  Harding  Hospital. 


JOHN  H.  KENNELL,  MD,  chief  of 
the  Division  of  Child  Development  at 
Rainbow  Babies  and  Childrens  Hospital, 
was  honored  at  a symposium  held  in  his 
honor  for  his  contributions  to  the  field 
of  child  development,  including  his  pio- 
neer research  in  mother-infant  bonding. 


HENRY  G.  KRUEGER,  MD,  Fair- 
view  Park,  has  received  the  1985  Fairview 
General  Hospital  “Development  for 
Progress”  award.  Dr.  Krueger  is  presi- 
dent of  the  Cleveland  Academy  of  Medi- 
cine. 


STEPHEN  W.  LEILAND,  Cin- 
cinnati, has  joined  The  Medical  Con- 
cern, a consulting  firm  designed  to 
help  physicians  build  and  maintain 
their  practices.  Dr.  Leiland  will  serve 
as  the  firm’s  physician  consultant. 


JOE  MAYO,  MD,  internal  medicine, 
has  been  named  “Resident  Teacher  of  the 
Year”  at  Riverside  Hospital  in  Columbus. 


BRUCE  G.  MACMILLAN,  MD, 

Cincinnati,  emeritus  chief  of  staff  of 
Shriners  Burns  Institute,  has  received 


the  G.  Whitaker  International  Burns 
Prize  in  Palermo,  Sicily,  for  his  con- 
tributions in  the  field  of  burns 
pathology  and  treatment. 


ROBERT  A.  RATCHESON,  MD, 

chief  of  the  Division  of  Neurological  Sur- 
gery at  University  Hospitals  of  Cleveland, 
has  been  elected  chairman  of  the  Joint 
Committee  on  Education  of  the  American 
Association  of  Neurological  Surgeons  and 
the  Congress  of  Neurological  Surgeons. 


PETER  D.  ROGERS,  MD,  MPH, 

medical  director  of  adolescent  chemical 
dependency  at  Glenbeigh  Hospital  in 
Cleveland,  was  a featured  lecturer  in  non- 
fiction writing  at  a writers  conference  held 
recently  in  New  York  City. 


RALPH  C.  SCOTT,  MD,  profes- 
sor of  medicine  at  the  University  of 
Cincinnati  Medical  Center,  was  one 
of  four  physicians  chosen  nationwide 
to  receive  a Preventive  Cardiology 
Academic  Award  from  the  National 
Heart,  Lung  and  Blood  Institute.  The 
award  will  help  fund  the  development 
of  high  quality  preventive  cardiology 
curriculum. 


F.  MASON  SONES,  JR.,  MD,  Cleve- 
land, has  been  awarded  the  Galen  Medal 
by  the  Worshipful  Society  of  Apotheca- 
ries of  London  for  his  pioneer  research 
in  cardiac  bypass  surgery.  Dr.  Sones  is  a 
senior  physician  in  the  Department  of 
Cardiology  at  the  Cleveland  Clinic  Foun- 
dation. 


MICHAEL  TAXIER,  MD,  an  intern- 
ist from  Riverside  Hospital  in  Columbus, 
has  been  named  “Teacher  of  the  Year” 
for  the  medicine  subspecialties. 


REX  K.  WHITEMAN,  MD,  FACS, 
Warren;  RICHARD  B.  REILING,  MD, 
FACS,  Dayton;  LAWRENCE  H. 
LINDER,  MD,  FACS,  Middletown;  and 
RICHARD  B.  FRATIANNE,  MD, 
FACS,  Cleveland,  were  recently  elected 
as  officers  of  the  Ohio  Chapter  of  the 
American  College  of  Surgeons. 
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Strong  on  results.  Simple  to  late 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently:  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenvtoin  half-life  by  39%  and 
decreased  the  phenvtoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently. be  alert  for  possible  excessive  phenvtoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug  Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  arrd  trimethoprim 
alone  or  in  combination:  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg  kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism:  use  during  pregnancy  onlv  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia. 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis.  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg'trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINI1  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole—bottles  of  100,  250  and  500;  Tel-E-DoseK  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 
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In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 


Bactrim 


Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


Same  patient 
after  ten  days 
of  Bactrim 
therapy. 


(trimethoprim  and  sulfamethoxazole/Roche)  <S> 


Effective  and  versatile  b.i.d.  therapy 
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Easier  to  remember. . . easier  to  prescribe 

Please  see  summary  of  product  information  on  following  page. 


UMBITROL®  (W  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  informa- 
tion, o summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated 
with  moderate  to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants.  Do  not  use  with  monoamine 
oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinua- 
tion of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convul- 
sions and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal 
response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary 
retention  or  angle-closure  glaucoma  Severe  constipation  may 
occur  in  patients  taking  tricyclic  antidepressants  and  anticholi- 
nergic-type drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduc- 
tion time  reported  with  use  of  tricyclic  antidepressants,  espe- 
cially high  doses.  Myocardial  infarction  and  stroke  reported 
with  use  of  this  class  of  drugs.)  Caution  patients  about  possi- 
ble combined  effects  with  alcohol  and  other  CNS  depressants 
and  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  franquilizers 
during  ftie  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 

Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiaz- 
epoxide  have  been  reported  rarely,  use  caution  in  administer- 
ing limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinua- 
tion of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of 
seizures,  in  hyperthyroid  patients  or  those  on  thyroid  medica- 
tion, and  in  patients  with  impaired  renal  or  hepatic  function. 
Because  of  the  possibility  of  suicide  in  depressed  patients,  do 
not  permit  easy  access  to  large  quantities  in  these  patients. 
Periodic  liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment.  Amitriptyline  component 
may  block  action  of  guanethidine  or  similar  antihypertensives. 
Concomitant  use  with  other  psychotropic  drugs  has  not  been 
evaluated;  sedative  effects  may  be  additive  Discontinue  sev- 
eral days  before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during  the  nursing 
period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associ- 
ated with  either  component  alone:  drowsiness,  dry  mouth, 
constipation,  blurred  vision,  dizziness  and  bloating  Less  fre- 
quently occurring  reactions  include  vivid  dreams,  impotence, 
tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restless- 
ness and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not  reported  with 
Limbitrol  but  requiring  consideration  because  they  have  been 
reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpi- 
tations, myocardial  infarction,  arrhythmias,  heart  block,  stroke. 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delu- 
sions, hallucinations,  hypomania  and  increased  or  decreased 
libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and 
paresthesias  of  the  extremities,  extrapyramidal  symptoms,  syn- 
cope, changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face 
and  tongue,  pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulo- 
cytosis, eosinophilia,  purpura,  thrombocytopenia 
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Herman  I.  Abromowitz,  MD 

BEACON  OF  LIGHT 


December  is  a traditional  time 
to  wish  one  and  all  Happy 
Holidays  and  best  wishes  for  a 
joyous  and  Happy  New  Year. 

As  each  calendar  year  draws  to 
a close,  one  always  seems  to 
reflect  on  the  immediate  past  year 
and  to  acknowledge  one’s  thanks 
to  loved  ones,  close  friends, 
acquaintances  and  associates. 

This  past  year  the  Presidency  of 
the  OSMA  has  made  me 
increasingly  aware  and  sensitive  to 
the  issues  and  challenges  facing 
medicine. 

Physicians  indeed  face  daily 
challenges  in  the  turbulent 
atmosphere  of  our  health  care 
delivery  system.  But  even  in  this 
current  atmosphere,  one  must  give 
thanks  to  the  many  who  have 
made  America  the  greatest  of  all 
countries  and  medicine  the  greatest 
of  all  professions. 

I am  so  very  thankful  to  you, 
our  physician  membership.  My 
term  of  office  to  date  has  made 
me  realize  how  proud  I am  of  the 
dedication  and  commitment  of  our 
membership  to  tackle  the  difficult 
issues  and  never  lose  sight  of  the 
fact  that  quality  of  care  comes 
first. 

Furthermore,  I am  thankful  for 
the  excellent  OSMA  staff.  Each 


President,  during  his  term  of 
office,  depends  upon  the  staff  of 
the  association  for  guidance  and 
support.  I am  pleased  to  report 
that  our  staff  is  well-known 
nationally,  not  only  for  its  ability 
to  respond  quickly  and  well  to  the 
issues  of  the  day,  but  also  for  the 
leadership  role  our  staff  plays  in 
seeking  solutions  to  the  problems 
facing  medicine. 

This  year  I would  like  to 
publicly  thank  the  entire  OSMA 
staff  for  its  assistance  and  support 
and  I would  like  to  acknowledge 
two  people  I feel  are  responsible 
for  its  high  quality  — Hart  Page 
and  Herb  Gillen. 

Hart  has  given  the  association 
40  years  of  his  life,  20  of  those 
years  as  Executive  Director. 

During  his  tenure  he  built  the 
current  staff  of  the  OSMA, 
insisting  on  the  highest  quality  for 
the  staff  by  setting  an  excellent 
example  himself.  Hart  officially 
retires  at  the  end  of  this  year  but 
we  will  continue  to  love  him  and 
seek  his  advice. 

But  the  OSMA  is  also  indeed 
fortunate  to  have  Herbert  Gillen 
who  has  been  with  the  OSMA  for 
20  years  and  who  was  chosen  for 
and  assumed  the  executive 
directorship  in  May.  We  are 


indeed  fortunate  to  have  such  a 
knowledgeable  executive  director 
at  this  turbulent  time  of  change. 
Herb  is  a close  personal  friend 
and  a man  I know  we  can  count 
on  for  excellent  service  and 
dedicated  leadership. 

I hope  as  each  individual 
member  of  the  Ohio  State  Medical 
Association  counts  his  or  her 
blessings  at  this  Holiday  Season 
time,  each  of  us  expresses  to  our 
loved  ones  our  thanks  for  their 
support  and  understanding  of  our 
life’s  work  as  physicians. 

We  must  always  remember  that 
no  one  stands  “as  an  island  to 
themselves”  and  take  great  pride 
in  the  responsibility  we  as 
physicians  share  as  the  true  and 
only  remaining  advocates  for  our 
patients. 

Let  us,  as  we  approach  1986, 
express  appreciation  to  all  those 
around  us  who  share  with  us  the 
dream  of  a better  tomorrow  filled 
with  love,  hope  and  dedication 
that  our  noble  profession  of 
medicine  will,  with  everyone’s  help 
and  guidance,  be  able  to  preserve 
the  dignity  and  integrity  that 
makes  medicine  stand  alone  as  the 
eminent  “Beacon  of  Light”  in 
today’s  health  care  crisis. 


December  1985 
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Eating  Disorders  — 

A Reflection  of  our  Times? 


This  issue  seems  almost  an 
outgrowth,  an  addendum,  if  you 
will,  to  last  month’s  issue  of 
Women  and  Medicine.  Studies  and 
statistics  reveal  that  eating 
disorders  are,  by  and  large,  a 
woman’s  problem  — more 
specifically,  a white,  college-aged, 
upper  middle-class  woman’s 
problem  — but  that  appears  to  be 
changing.  Experts  now  tell  us  that 
the  age  group  of  eating  disorders 
victims  is  broadening,  and  the 
problem  is  slowly  spreading  into 
all  economic  classes.  To  date,  only 
men  and  blacks  have  avoided  the 
affliction. 

Anorexia  nervosa  and  bulimia 
nervosa  are,  at  least  as  far  as  the 
medical  literature  is  concerned,  a 
fairly  new  problem  — one  that 
has  only  come  to  attention  in  the 
last  15  years.  In  a sense,  the 
timing  seems  ironic,  for  over  that 
same  length  of  time,  Americans 
have  begun  to  consciously  develop 
better,  more  nutritional  eating 
habits.  They’re  eating  less  sugar 
and  fats,  more  fresh  fruits  and 
vegetables.  Salad  bars  are  popping 
up  in  fast-food  restaurants  and, 
now,  you  can  even  order  your 
hamburger  on  a whole-wheat  bun. 
Yet,  perhaps  the  timing  is  not  that 
ironic  after  all.  In  fact,  maybe  it’s 
because  of  America’s  recent 
concern  with  fitness  — and 
thinness  — that  the  entire  problem 
with  eating  disorders  has  evolved. 

This  issue  takes  a look  at  the 
nature  of  eating  disorders  — how 
and  why  they  have  evolved,  what 


is  known  about  them,  and  how 
they  are  presently  being  treated. 
The  first  article  deals  with 
recognizing  and  treating  the 
anorexic  and  bulimic  patient;  the 
second  article  with  whether  or  not 
obesity  should  be  treated.  Both 
articles  evolved  from  the  National 
Conference  on  Eating  Disorders 
which  was  held  in  Columbus  this 
past  autumn,  and  sponsored  by 
the  Bridge  Foundation’s  Center 


Maybe  it’s  because 
of  America’s  recent 
concern  with 
fitness  that  eating 
disorders  have 
evolved. 


for  the  Treatment  of  Eating 
Disorders,  the  National  Anorexic 
Aid  Society  and  Harding  Hospital. 
The  Journal  staff  wishes  to  extend 
its  sincerest  appreciation  and 
thanks  to  those  very  professional 
people  at  the  National  Anorexic 
Aid  Society  who  allowed  us  to  sit 
in  on  their  conference  and  bring 
the  latest  news  and  studies  from 
the  experts  to  you,  our  readers. 
However,  since  we  could  never 
hope  to  cover  everything  contained 


within  the  vast  scope  of  this 
conference,  we  can  only 
recommend  that  you  attend  their 
next  annual  conference  yourself. 
For  more  information  on  the 
conference,  or  on  eating  disorders, 
contact  The  National  Anorexic 
Aid  Society,  550  South  Cleveland 
Avenue,  Suite  F,  Westerville,  Ohio 
43081  (614-895-2009). 

In  related  articles,  retired 
Cleveland  pediatrician  Ralph  I. 
Fried,  MD,  takes  a look  at  why 
eating  disorders  exist;  and 
registered  dietitian  Margaret  Cox 
and  co-author  Janet  Bixel,  MD, 
explain  how  physicians  and 
dietitians  can  work  together  as  a 
team. 

In  unrelated  articles  . . . our 
Councilors  for  this  month’s 
“Councilor  Commentary”  are  H. 
William  Porterfield,  MD,  and 
Thomas  P.  Price,  Jr.,  MD,  from 
the  10th  and  9th  Districts, 
respectively.  And  don’t  miss  the 
“Ohio  medi-scene,”  written  by 
Deborah  Athy,  in  which  Robert 
Jarvik  takes  a look  at  the  future 
of  the  artificial  heart.  You  may  be 
interested  to  learn  what’s  in  store 

Finally,  in  closing,  we’ll  just 
quickly  refer  to  a small 
housekeeping  matter  which  you 
may  not  have  noticed  yet  — we’ve 
changed  our  table  of  contents. 
We’ve  broken  out  some  of  the 
departments  so  articles  (as  well  as 
authors)  should  now  be  a little 
easier  to  find.  We  hope  it  helps. 

— Karen  S.  Edwards 
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steady  growth,  stability  and  integrity. 
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Letters  to  the  Editor 


High-Tech  Medicine:  A Case  Explained 


To  the  Editor: 

I read  with  interest,  the  letter  to 
the  Editor  from  Jon  E.  Starr, 

MD,  Chief  Medical  Advisor, 
Industrial  Commission  of  Ohio 
from  Columbus  in  the  September, 
1985  Ohio  Medical  Journal. 

I would,  first  of  all,  indicate 
that  I thought  the  article  entitled, 
“High  Tech  Medicine,”  was  in 
excellent  taste  and  I don’t  think  it 
was  overstated  or  made  any  false 
claims  referable  to  the  new 
technology. 

He  quoted  from  a case  that  I 
presume  was  tried  in  the  state  of 
Florida  and  took  out  of  context, 
features  of  this  case  that  I am  not 
sure  represent  all  of  the 
conclusions  and  certainly,  we  do 
not  have  presented  to  us,  the 
details  of  the  case  in  terms  of 
either  the  testimony,  or  of  the 
data  that  was  presented  to  the 
judge  and  jury. 

I believe  that  the  statement  that 
thermography  lacks  an  adequate 
scientific  basis  as  a diagnostic  tool 
is  incorrect  and  I should  be  more 
than  happy  and  will  append  a 
large  number  of  references  for  its 
documentation.  The  basic  research 
has  been  done  at  a number  of 
premier  institutions  and  the  very 
slight  variation  from  side  to  side 
or  the  symmetry  of  the  skin 
temperatures  has  been  documented 
at  such  institutions  as  the 
Georgetown  University  and  the 
John  Hopkins  Medical  School.  I 
believe  there  is  much  research  and 
many  papers  that  document  its 
usefulness  in  the  understanding  of 
musculoskeletal  syndromes  and 
certainly  in  the  understanding  of 
peripheral  nerve  disease  and 
injury.  The  scientific  basis  for  this 
stated  simplistically  is  that  the 


autonomic  fibers  that  course  in 
peripheral  nerve  when  injured  will 
show  increased  temperatures 
acutely  and  reduced  temperature 
on  a chronic  basis. 

I believe  any  reasonable  clinical 
practitioner  realizes  the  limitations 
of  any  test  and  must  use  it  as  an 
adjunct  for  arriving  as  best  we  can 
at  the  best  and  most  accurate 
clinical  diagnosis.  I don’t  have  any 
problem  understanding  that 
thermography  has  probably  been 
abused  like  every  technology  and 
every  medication  and  for  that 
matter,  any  item  that  we  have  in 
existence  in  society,  has  been  at 
times  abused  or  underused. 

There’s  little  doubt  that  as  one 
reviews  the  history  of  medicine  as 
well  as  science,  that  many 
technologies,  theories,  etc.,  have 
been  rejected  by  many  people  until 
they  ultimately  gained  acceptance 
based  upon  study,  analysis  and 
repetition  of  the  technology. 

I suppose  my  main  concern  and 
distress  is  that  a Chief  Medical 
Advisor  to  the  Industrial 
Commission  would  place  himself 
in  the  position  of  having  more 
knowledge  than  all  of  the  other 
people  in  the  literature  and  in  the 
basic  research  associated  with 
thermography.  I was  not  aware  of 
any  expertise  that  he  had  in 
coming  to  this  conclusion.  I 
certainly  have  no  problem  with 
Dr.  Starr  or  any  physician  or  any 
person  criticizing  the  misuse  or 
abuse  of  thermography  in  terms  of 
using  it  to  delineate  “pain,”  but  I 
certainly  am  distressed  that  he 
would  deny  authorization  for  the 
use  of  it  for  patients  who  are 
injured  for  whom  it  may  benefit. 
This  would  seem  to  me  more  of  a 
fiduciary  and  political  than  a 


scientific  response  as  he  claims  in 
his  Letter  to  the  Editor.  I would 
be  most  happy  to  see  Dr.  Starr 
and  perhaps  some  other  experts 
review  this  topic  in  a forthcoming 
issue  of  the  Ohio  Medical  Journal. 
Just  in  passing,  I would  make  a 
small  comment  that  I would 
certainly  not  regard  any  judge  as  a 
competent  medical  investigator,  in 
this  sort  of  matter.  I certainly 
respect  Judge  W.  C.  William’s 
right  to  have  an  opinion  but  I 
doubt  very  much  that  he  has 
published  in  any  of  the 
investigative  or  research  literature. 
Sincerely  yours, 

William  R.  Bauer,  MD 
Fremont,  Ohio 

(Ring,  E.F.J.,  Philips,  B.,  eds. 
Recent  Advances  in  Medical 
Thermology,  pp  1-706,  Plenum 
Press  1984,  N.Y.  & London.) 


WANT  TO  EXPRESS 
AN  OPINION? 

The  OSMA  Journal  welcomes 
letters  from  its  readers.  Please 
address  all  letters  to:  Executive 
Editor,  600  S.  High  St.,  Columbus, 
Ohio  43215.  Letters  may  be  edited 
to  meet  space  requirements 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Louis  A.  Flaherty,  Vernon  Manor,  Suite  C 
400  Oak  Street,  Cincinnati,  OH  45219,  (513)  751-0657 


Robert  E.  Stallter,  Suite  H,  RO.  Box  331, 

1011  Sandusky  Street,  Perrysburg,  OH  43551,  (419)  874-8080 


John  E.  Hansel,  Timothy  D.  Harrison,  Suite  535 
Ackerman  Place,  700  Ackerman  Road,  Columbus,  OH  43202,  (614)  267-9156 


Stuart  Mitchelson,  Robert  Dowdy,  Suite  111,  1 Commerce  Park  Square 
23200  Chagrin  Blvd.,  Beachwood,  OH  44122,  (216)  464-9950 
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Second  Opinion 


The  opinions  expressed  in  this  column 
are  those  of  the  author  and  do  not 
necessarily  reflect  the  opinion  or  views 
of  the  Ohio  State  Medical  Journal  or 
the  Ohio  State  Medical  Association. 


Doctors  Union 

By  Richard  G.  Sutton,  MD 


Most  physicians  do  not  want  a 
union.  Most  hospitals  do  not  want 
physicians  to  unionize.  Most 
bureaucrats  and  politicians  do  not 
want  physicians  to  unionize.  Most 
important  — patients  do  not 
advocate  their  physician  joining  a 
union. 

With  almost  everyone  agreeing 
that  physicians’  unions  are  not  in 
our  best  interest,  there  appears  to 
be  little  doubt  that,  paradoxically, 
one  will  be  formed. 

As  of  this  writing  at  least  two 
groups  of  Ohio-employed 
physicians  are  considering 
unionization,  and  one  group  has 
engaged  a labor  relations  attorney 
to  assist  in  organization. 

Whom  should  we  thank  (or 
blame)  for  this  sorry  state  of 
affairs?  On  April  1,  1984,  Chapter 
4117  of  the  Ohio  Revised  Code 
became  Ohio’s  first  public  sector 
collective  bargaining  law.  As  far 
back  as  1947,  Ohio  passed  the 
Ferguson  Act  which  prohibited 
strikes  by  public  employees. 
Apparently  this  law  did  not 
prohibit  public  employees  from 
organizing.  Collective  bargaining 
bills  were  passed  by  the  State 
Legislature  in  1975  and  1977,  but 
were  vetoed  by  the  Governor’s 


Office.  The  current  law,  endorsed 
by  the  Governor,  failed  to  do 
anything  but  make  a complex  issue 
totally  incomprehensible. 

Instead  of  explicitly  excluding 
physicians,  for  example,  the  law 
excludes  supervisors  and 
management  level  employees  — 


With  almost 
everyone  agreeing 
that  physicians’ 
unions  are  not  in 
our  best  interest, 
there  appears  to  be 
little  doubt  that  one 
will  be  formed. 


without  clearly  defining  what  these 
terms  mean.  Does  a physician 
“manage”  or  “supervise”  a 
patient?  Who  “manages”  or 
“supervises”  the  physician?  Since 
elected  officials  are  excluded  by 
this  law,  should  we  “elect” 
physicians? 

Absent  clarity,  state  and 


municipal  employed  physicians  run 
the  risk  of  being  included  in  some 
established  labor  union  should  this 
union  “win”  the  right  to  represent 
them.  Since  it  is  clear  that  under 
this  system  physicians  could  be 
outnumbered  by  as  much  as 
4000:1,  depending  upon  how  the 
State  Employees  Relations  Board 
(SERB)  decides  to  group 
employees,  physicians’  votes  would 
be  meaningless. 

To  add  insult  to  injury, 
although  physicians  would  not  be 
forced  to  join  the  union  selected 
to  represent  them,  they  would  be 
forced  to  pay  what  is  termed  their 
“fair  share”  to  subsidize  the 
union  (and  possibly  some 
politicians).  Under  terms  of  this 
law,  an  employer  can  deduct  this 
“fair  share”  from  employees’ 
paychecks  without  their  written 
consent.  There  is  a loophole  here 
worth  noting:  employees  who 
belong  to  a bona  fide  religion 
which  has  historically  objected  to 
financially  supporting  employees 
associations  are  exempt.  Is  there  a 
religion  that  contains  as  part  of  its 
historical  doctrine,  anything 
relating  to  financing  labor  unions? 
Is  there  reference  in  the  Bible, 
Book  of  Mohammed,  the  Talmud, 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  resoiraton  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae),  Haemoph- 
ilus influenzae.  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  10  the  cephalosporin  group  of  anlibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Anlibiotics.  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range 
in  severity  from  mild  to  life-lhreatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 

Mild  cases  of  pseudomembranous  colitis  usually  respond 


to  drug  discontinuance  alone  In  moderate  to  severe  cases, 
management  should  include  sigmoidoscopy,  appropriate 
bacteriologic  studies,  and  fluid,  electrolyte,  and  protein  supple- 
mentation. When  the  colitis  does  not  improve  after  the  drug  has 
been  discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the 
drug  of  choice  for  antibiotic-associated  pseudomembranous 
colitis  produced  by  C difficile  Other  causes  of  colitis  should 
be  ruled  out. 

Precautions:  General  Precautions  - II  an  allergic  reaction  to 
Ceclor  - (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  il  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg.  pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  ol  the  patient  is 
essential.  If  superinfeclion  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  ol  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest- 
tablets  but  not  with  Tes-Tape'  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 


studies  have  been  performed  in  mice  and  rals  al  doses  up  lo  12 
limes  the  human  dose  and  in  ferrets  given  three  times  the  maximum 
human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor.  There  are.  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women 
Because  animal  reproduction  studies  are  not  always  predictive 
of  human  response,  this  drug  should  be  used  during  pregnancy 
only  if  clearly  needed. 

Nursing  Mothers-  Small  amounts  of  Ceclor"  (cefaclor,  Lilly) 
have  been  detected  in  mother's  milk  following  administration  of 
single  500-mg  doses.  Average  levels  were  0 18.  0.20, 0.21,  and 
0 16  mcg/ml  at  two.  three,  four,  and  five  hours  respectively. 
Trace  amounts  were  detected  at  one  hour.  The  effect  on  nursing 
infants  is  not  known.  Caution  should  be  exercised  when  Ceclor 
is  administered  to  a nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  ol 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  mulliforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  lever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 


Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  2001. 

[061782R) 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
ol  rheumatic  fever  See  prescribing  information, 

©1984.  ELI  LILLY  AND  COMPANY 

Additional  information  available  to 
the  profession  on  reguesl  from 
Eli  Lilly  and  Company. 

Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 
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or  the  great  Eastern  religions  to 
specific  prohibition  to  collective 
bargaining?  If  one  finds  such  a 
religion  he  must  contribute  an 
equal  amount  to  a non-religious 
charity.  Just  what  is  our 
government  telling  us?  Does  it 
make  sense  to  “mandate”  a 
“voluntary”  contribution?  Does 
this  amount  to  taxation  without 
representation  — a central  issue 
that  precipitated  the  Boston  Tea 
Party? 

Who  might  be  the  true 
beneficiaries  of  such  a complex 
and  confusing  law?  It  would 
appear  that  physicians,  labor, 
management  and  patients  would 
suffer.  That  leaves  politicians  who 
might  benefit  from  a few  extra 
votes  by  those  who  are  led  to 
believe  that  a law  like  this  helps 
them.  Some  labor  unions  may  gain 
financially  from  additional  dues 
and  “fair  share”  revenues 


generated  by  the  anxiety  and 
misinformation  that  circulates 
regarding  potential  “disasters.” 
Because  of  the  (intentional)  vague 
and  confusing  presentation 
allowing  for  multiple 
interpretations  and  challenging 
basic  rights  to  choose,  this  law 
should  provide  many  billable 
hours  of  litigation  for  the 
attorneys  who  wrote  the  bill  in  the 
first  place.  Bureaucrats  will  revel 
in  the  confusion  and  be  given  the 
opportunity  to  justify  the  hiring  of 
additional  personnel  to  execute  the 
mandates  of  this  bill.  Imagine  all 
of  the  additional  non-productive 
meetings,  training  courses, 
hearings,  grievance  procedures  and 
paperwork.  For  some,  a dream 
come  true!  For  the  taxpayer, 
supporting  this  nonsense,  it 
represents  a blatant  squander  of 
their  dollars.  Well,  boys  will  be 
boys! 


Who  are  the  victims,  besides  an 
unsuspecting  public?  You  guessed 
right  — the  patients!  As  the 
financial  and  emotional  resources 
of  health  related  agency  are 
wasted  in  non-productive 
activities,  that  leaves  less  for  the 
patients  — those  for  whom  the 
agency  was  designed  to  serve.  Any 
questions? 


Richard  G.  Sutton,  MD,  practices 
in  Cincinnati,  Ohio. 


The  OSMA  Journal  welcomes 
Second  Opinion  articles  from  its 
readers.  If  you  have  any  position 
you  would  like  to  air,  or  a 
viewpoint  you  wish  to  express, 
please  let  us  hear  from  you:  The 
OSMA  Journal,  600  S.  High  St., 
Columbus,  Ohio  43215. 


Immke  Circle  leasing  inc. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


We  lease  all  foreign  and  domestic  makes 
and  models  including  Mercedes,  Jaguar, 
Porsche,  Rolls  Royce 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


Have  your  Accountants,  Lawyers,  or  Business  Management  Advisors  check  with  us  for  possi- 
ble pass  through  tax  benefits  including  Investment  Tax  Credits. 

Leasing  with  money  costs  to  be  tied  to  the  new  lower  prime  rate  is  the  best  way  to  go  for  most 
Physicians.  CENTRAL  OHIO'S  LARGEST  Lease  from  6 to  48  months. 
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—News  Digest  — 

a compilation  of  the  latest 
developments,  reports  and 
products  of  interest  to 
physicians. 


The  evolution  of  running  into  a 
fine  science  could  mean  better 
runners  and  less  running  injuries. 

It  also  could  mean  better  profits 
for  major  shoe  manufacturers. 

Take  Puma  and  Adidas  — that 
is  if  you  can  afford  them. 
Especially  now  that  they’re  coming 
out  with  a shoe  that  almost  has  its 
own  personality. 

For  instance,  during  a workout, 
if  you  want  to  know  how  many 
times  your  feet  hit  the  ground, 
how  far  you  ran,  how  long  you 
ran,  how  many  calories  you 
burned  — plus  get  a 
comprehensive  record  of  your 
running  program  in  graphs  and 
charts  — then  perhaps  a pair  of 
computer  shoes  would  be  a perfect 
fit.  Perfect,  that  is,  for  anywhere 
from  $100  to  $200. 

There  is  some  debate  on  just 
how  valuable  and  practical  these 
newfangled  shoes  are.  “These 
shoes  could  benefit  the  serious 


runner  — someone  who  runs  at 
least  three  miles  every  other  day, 
says  Mark  Siegel,  MD,  associate 
director  of  Cincinnati 
Sportsmedicine,  Midwest  Institute 
of  Orthopedics. 

But  Howard  Liebeskind,  MD, 
running  consultant  to  Runner’s 
World  magazine,  characterizes  the 
shoes’  worth  as  “overkill  and 


gimmickry.” 

At  present,  there  seems  to  be  no 
consensus  on  the  revolutionary 
computer  shoe.  The  not-so-distant 
future  could  yield  computer  shoes 
that  are  less  expensive  and, 
consequently,  more  practical.  But 
until  that  time,  if  the  shoe  — and 
the  price  — fits,  wear  it. 


Vitamin  B-12  and  the 


A vitamin  B-12  deficiency  may 
be  causing  vision  problems, 
memory  loss,  paranoia,  and 
perhaps  dementia  in  some  aged 
patients,  says  Eric  J.  Norman, 
MD,  assistant  professor  of 
experimental  medicine  at  the 
University  of  Cincinnati.  In  a 
recent  screening  at  a Cincinnati 
retirement  community,  Dr. 
Norman  found  that  seven  percent 
of  the  residents  had  undetected 


elderly 

B-12  deficiency  and  were  at  risk  of 
irreversible  spinal  cord 
deterioration.  Of  54  B-12  deficient 
patients,  52%  had  already  suffered 
nerve  damages.  National 
screenings  of  the  elderly,  using  the 
Norman  test,  may  soon  be 
underway.  The  Norman  test 
measures  the  body’s 
methylmalonic  acid  content.  When 
the  content  is  high,  B-12  is  low. 
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The  anti-pregnancy  vaccine 


Seven  years  from  now,  women 
may  be  receiving  a shot  instead  of 
pills  should  they  wish  to  avoid 
pregnancy. 

Tests  of  a new  anti-pregnancy 
vaccine,  developed  at  Ohio  State 
University  with  the  support  of  the 
World  Health  Organization  and 
Sandoz  Pharmaceuticals,  are 
currently  underway  at  Flinders 
University  in  Adelaide,  Australia. 

The  injection  contains  a peptide 
fragment  of  the  hormone,  human 
chorionic  gonadotrophin  (HCG), 
which  neutralizes  the  HCG 
produced  by  the  body  when  an 
egg  is  fertilized.  Without  the 
functioning  hormone,  the  fertilized 
egg  never  implants  the  uterus. 

Although  tests  in  animals  have 
shown  the  process  to  be  95  percent 


effective,  the  human  tests  will  be 
conducted  on  30  women  who  have 
been  surgically  sterilized  to  avoid 
the  risk  of  unwanted  pregnancies 
among  test  subjects. 

The  30  volunteers  will  be 
divided  into  five  groups  of  six, 
with  four  women  in  each  group 
receiving  the  injections.  The  other 
two  in  each  group  will  receive 
injections  containing  everything 
the  other  injections  contain  — 
except  the  HCG  peptide.  The  test 
will  determine  how  strong  a dose 
is  needed  to  produce  antibodies. 
Once  the  lowest  dose  is  considered 
safe,  the  dose  will  be  increased 
until  the  optimum  level  is  reached. 

Researchers  are  still  uncertain 
whether  fertility  will  return  once 
the  shots  stop  — although  fertility 


did  return  to  animals  who  received 
the  contraceptive  injection. 

And  researchers  are  presently 
working  on  an  antidote  so  women 
who  change  their  minds  about 
becoming  pregnant  can  do  so 
without  waiting  until  the  injection, 
purportedly  good  for  up  to  a year, 
wears  off. 

The  U.S.  Food  and  Drug 
Administration  has  approved  the 
injection,  and  if  tests  prove  both 
safe  and  successful  in  showing 
antibody  production  — as  well  as 
proving  reversible  — it  will  be 
tested  on  fertile  women  in  several 
countries  around  the  world.  The 
contraceptive,  itself,  could  be  in 
use  as  early  as  1992,  researchers 
believe. 


Youth  smoking 

Despite  the  known  dangers  of 
smoking,  a reported  three  million 
teenagers  continue  to  light  up. 

And,  according  to  a recent 
American  Heart  Association 
(AHA)  publication,  “ Children 
and  Smoking:  A Message  to 
Parents,  *'  parents  may  play  an 
important  role  in  whether  or  not 
their  children  smoke. 

“As  youngsters  grow  they  tend 
to  imitate  their  parents’  and 
other  adults’  actions,”  said  Dr. 
T.W.  Moir,  chairman  of  the 
association’s  Stop  Smoking 
Committee. 

In  other  words,  if  you  smoke, 
you  may  be  increasing  the  odds 
that  your  children  will  smoke. 


Suicide:  An  inherent 

The  tendency  toward  depression 
and  suicide  may  be  passed  on 
from  one  generation  to  the  next, 
according  to  a recent  study  in  the 
Journal  of  the  American  Medical 
Association  (JAMA). 

Researchers  from  the  University 
of  Miami  School  of  Medicine 
studied  the  occurrence  of  suicide 
and  depression  in  an  Old  Order 
Amish  community  over  a 100-year 
period.  The  Amish  community  was 
considered  an  excellent  study 
group  because  their  lifestyles 
generally  are  not  hampered  by 
typical  economic  and  social 
stresses  associated  with  suicide  that 
are  found  in  most  other  modern 
lifestyles. 


What  the  researchers  discovered 
was  that  the  majority  of  the  26 
suicides  that  occurred  were 
clustered  in  four  families.  These 
families  consistently  showed  higher 
incidences  of  depression,  manic 
depression  and  other  affective 
disorders  than  the  other  families. 
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Youth  in  Crisis 


Editor’s  Note:  Although  the 
Journal  has  already  taken  a look 
at  youth  suicide  once  this  year 
(“Cries  of  the  Children:  Are 
Physicians  Listening?”;  July, 

1985),  we  felt  the  subject 
warranted  another  look  when  we 
learned  of  the  Franklin  County 
Mental  Health  Board’s  “Youth  in 
Crisis”  conference.  The  conference 
featured  a wide  range  of  speakers 
from  around  the  country  — all 
experts  in  the  area  of  youth 
suicide  prevention.  What  follows 
are  some  of  the  highlights  of  their 
talks. 


Unfulfilled  needs  can  go  a long 
way  toward  explaining  suicide, 
says  Lee  Salk,  clinical  professor  of 
psychology  in  psychiatry  and 
clinical  professor  of  pediatrics  at 
Cornell  University.  Salk  was  the 
keynote  speaker  at  the  Franklin 
County  Mental  Health  Board’s 
“Youth  in  Crisis”  conference. 

He  says  that  if  certain  needs  — 
three  basic,  emotional  needs  — 
remain  unfulfilled  for  us,  either  as 
children  or  adults,  it  can,  and 
often  does,  affect  the  way  we 
perceive  the  world. 

“Inappropriate  adult  behavior 


can  often  be  linked  to  unfulfilled 
needs,”  says  Salk. 

What  are  those  needs? 

“The  need  to  feel  a control  over 
our  environment  is  one,”  says 
Salk.  “We  have  to  know  we  have 
options  or  choices  open  to  us.” 

Parents,  even  physicians,  need 
to  be  responsive  to  this  need,  he 
adds.  “They  need  to  respect  the 
child’s  feelings.  They  need  to 
allow  the  child  to  talk  — and  they 
need  to  listen.”  The  parent  or 
physician  who  assumes  an 
authoritative  position,  simply 
because  he  or  she  is  in  a role  of 
authority,  will  trigger  a “learned 
helplessness”  in  the  child. 

“By  insisting  on  blind 
obedience,  the  parent  takes  away 
the  child’s  problem-solving  skills. 
When  the  child  is  in  a problem 
situation,  he’ll  wait  to  be  told 
what  to  do  rather  than  seek  out 
other  options,”  Salk  says. 

Blind  obedience  to  authority  can 
also  mean  the  child  will  be  equally 
obedient  to  a peer  group. 

“Challenge  children  to  be 
independent,  instill  in  them  the 
capacity  to  cope,  and  teach  them 
how  to  deal  with  their  new 
freedom.” 

He  suggests  physicians  can  help, 
too,  by  allowing  the  child  or 
teenager  to  play  a part  in  the 
decision-making  process. 


“Ask  them  in  which  arm  they 
would  rather  receive  the  shot,  for 
example.  And  don’t  tell  them  it 
won’t  hurt,  when  you  know  it  will 
sting  a bit.” 

Another  need,  commonly 
shared,  is  the  need  to  feel 
significant  to  others. 

“Let  a child  know  that  he  or 
she  is  important  to  you.  Ask  them 
how  they’re  doing  in  school.  If  a 
test  is  coming  up,  let  them  know 
you’ll  be  thinking  about  them,” 
he  says. 

That  becomes  especially 
important  if  you  aren’t  at  home 
with  the  child,  but  working. 

“Have  the  child  feel  you  are 
there,  even  if  you’re  not,”  he 
says,  suggesting  that  parents  leave 
their  children  notes  or  give  them  a 
quick  call  when  they  get  home 
from  school.  “Ask  them  how  that 
spelling  test  went,”  he  says. 
“They’ll  be  delighted  you 
remembered.” 

The  third  need  we  all  have  is 
the  need  to  feel  accepted  as 
individuals. 

“Children  need  to  be  taught 
that  there  is  nothing  wrong  with 
being  different,  and  that  everyone 
is  different  from  everyone  else. 
Once  they  learn  this,  they’ll  accept 
the  fact  that  it’s  OK  not  to  do 
something,  even  though  everyone 
else  is  doing  it,”  Salk  says. 
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Ohio  medi-scene  . . . continued 


Once  these  three  needs  are  met, 
chances  are  the  child  will  be  able 
to  handle  the  problems  life  pushes 
in  his  or  her  direction. 

“If  the  needs  of  the  child  are 
not  met,  then  we  are  delivering 
time  bombs  of  destruction,”  he 
warns. 

Charlotte  Ross,  president  and 
executive  director  of  the  Youth 
Suicide  National  Center,  urges 
everyone  — including  health 
professionals  — to  take  a look  at 
the  problem  of  youth  suicide. 

“See  the  dimensions  and  dynamics 
of  it,”  she  urges.  “Then  take  a 
look  at  the  resources  which  are 
available  to  us,  and  ask  ‘What  can 
we  do  to  make  these  resources 
stronger?’  ” 

The  dimensions  and  dynamics  of 
youth  suicide  are  disturbing. 

According  to  Ross,  a recent 
survey  of  high  school  students 
have  indicated  that  approximately 
11  percent  of  them  have  made  at 
least  one  suicide  attempt  — “that 
would  be  over  2 million  teens  if 
that  figure  held  nationwide,”  she 
said  — 40  percent  have  considered 
suicide  and  70  percent  have  had 
someone  close  to  them  attempt 
suicide. 

To  whom  do  these  children  turn 
for  help? 

“Surprisingly,  parents  fell  about 
third  on  the  list,”  she  said,  with 
health  professionals  placing  low, 
though  not  as  low  as  the  school 
counselor  who  comes  in  at  rock 
bottom. 

“The  first  person  to  whom  these 
children  turn  for  help  is  their  best 
friend,”  she  says.  “Think  about 
it.  The  life  of  your  child  could 
rest  in  the  hands  of  a 14-  or 
15-year-old.” 

That’s  why  experts  in  the  area 
of  youth  suicide  prevention  are 
developing  resources  and  training 
programs  where  “kids  can  learn  to 
help  kids,”  says  Ross.  That’s  also 
why  “teen  hot  lines,”  staffed  by 
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other  teens,  are  springing  up  all 
over  the  country. 

“We  help  kids  learn  what  they 
can  do  if  they  get  depressed.  We 
let  them  know  that  that  secret  fear 
of  being  different  is  shared  by 
everyone,  and  when  they  hear  it 
from  another  kid,  they  believe  it,” 
she  adds. 

It  has  only  been  recently  — “in 
the  last  year  or  two”  — that  the 
public’s  attention  has  been  drawn 
to  the  problem  of  youth  suicide. 
The  television  movie  “Silence  of 
the  Heart”  did  much  to  awaken 
awareness  of  the  problem  and 
encourage  public  response,  Ross 
says. 

“We  were  worried,  at  first,  that 
the  movie  could  start  a rash  of 


The  artificial  heart 


suicide  and  suicide  attempts,  but 
our  concerns  were  groundless,” 
she  said. 

“The  youth  suicide  problem  is 
not  a mental  health  problem 
alone,”  she  says,  “but  mental 
health  professionals  need  to  take  a 
leadership  role  in  helping  people 
learn  how  to  help.” 

An  informed  community  is  a big 
step  in  this  direction,  says  Ross. 
“What’s  needed  is  a community 
that  talks  to  each  other  about 
these  sensitive  issues,”  she  says. 
Without  this  communication,  the 
problem  can  only  get  worse. 

“And  children  will  continue  to 
kill  themselves  in  this  country  at 
the  rate  of  one  every  90 
minutes.” — Karen  S.  Edwards 


The  artificial  heart:  two-thirds 
of  a pound  laden  with 
controversy.  A device 
simultaneously  admired  and 
criticized.  A marvel  of 
sophistication  — when  one 
considers  it  took  20  years  and 
some  $200  million  to  create  — but 
primitive  when  compared  to  the 
real  thing. 

The  artificial  heart  has  the 
medical  field  divided;  it  has 
triggered  a bifocal  effect  of  sorts, 
with  two  groups  of  thought 
emerging:  the  traditionalists,  who 
prefer  their  feet  firmly  planted  on 
the  ground;  and  the 
experimentalists,  who  are  driven  to 
forge  ahead  into  the  unknown  — 
despite  the  risks. 

But  according  to  Robert  Jarvik, 
MD,  creator  of  the  Jarvik  heart 
and  pioneer  of  the  artificial  heart 
era,  all  medicine  is  experimental 
— at  least  initially.  At  a 
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T-.  its  past,  its  future 


cardiovascular  seminar  held 
recently  in  Columbus,  he  said,  it’s 
important  to  realize  that  “the  way 
things  are  being  done  is  changing; 
the  way  medicine  is  going  is 
changing.” 

Even  so,  even  the  most  open- 
minded  have  to  seriously 
contemplate  artificial  heart 
transplants. 

Consider  the  facts:  to  date,  of 
the  five  patients  who  received 
Jarvik  hearts  on  a permanent 
basis,  four  suffered  strokes,  and 
one  died  of  massive  bleeding. 
Nevertheless,  these  transplants 
were  considered  “technical” 
successes  by  Jarvik  and  others 
because  the  patients  survived  “X” 
number  of  days  with  the 
transplants. 

Barney  Clark,  for  instance,  lived 
112  days  bolstered  by  an  artificial 
heart.  He  lived,  that  is  to  say, 
tethered  to  a drive  system  the  size 
of  a refrigerator,  connected  by 
tubes  that  emerged  from  his 
abdomen. 

But  despite  considerable 
discomfort  such  as  this,  one 
patient  remarked  after  receiving 
his  transplant,  “This  is  the 
beginning  of  my  second  life”  — 
but  it  was  a rebirth  of  very  short 
duration. 

However,  Jarvik  and  his 
supporters  contend  that  the 
artificial  heart  is  a viable  solution 
to  the  aftereffects  of  heart  disease. 
But  in  addition  to  the  medical  and 
ethical  drawbacks  Jarvik  and 
others  are  facing,  economic 
problems  also  abound. 

People  are  “unwilling  to  give 
money  for  human  investigation,” 
Jarvik  says.  Since  artificial  heart 
transplants  are  considered 
experimental,  “it  is  difficult  to  get 
insurance  companies  to  pay  for 
them.” 

But  the  announcement  that  the 
Humana  Heart  Institute  will 
finance  100  artificial  heart 


transplants  “signals  the  beginning 
of  a new  phase  in  artificial  heart 
work,”  Jarvik  says.  Humana  is 
going  out  on  a limb,  he  says, 

“and  they  deserve  a major  level  of 
credit  for  kicking  this  thing 
(artificial  heart  research)  off.” 

Each  artificial  heart  operation 
should  unearth  new,  important 
information,  Jarvik  says.  From 
past  transplants,  Jarvik  has  found 
that  the  artificial  heart  has  a 
tendency  to  cause  blood  clots  — 
information  that  will  be  applied  in 
designing  the  Jarvik-8  heart. 

The  more  the  artificial  heart  is 
fine-tuned,  the  fewer 
complications  there  should  be, 
according  to  Jarvik.  Putting  a 
man-made  device  in  a human  body 
is  a delicate  feat  where  “every 
little  detail  could  cause  a failure,” 
Jarvik  says. 

Jarvik  predicts  that  in  a matter 
of  years  it  will  become  routine  to 
use  artificial  hearts  as  holdovers  in 
patients  awaiting  donor  hearts. 
Jarvik  considers  Michael 
Drummond,  who  recently  received 
an  artificial  heart  on  a temporary 
basis,  “the  first  really  long-term 
survivor.”  Although  Drummond 
suffered  a mild  stroke  after  the 
implantation,  his  case  “suggests 
that  the  use  of  the  artificial  heart 
as  a holdover  ...  is  a beneficial 
measure,”  Jarvik  points  out. 

Drummond’s  case  enabled 
Jarvik  and  company  to  inspect  the 
artificial  heart  after  it  was 
removed.  They  discovered,  among 
other  things,  that  the 
“anticoagulation  was  definitely 
inadequate.”  In  the  future,  a 
larger  dosage  of  medication,  such 
as  heparin,  will  be  used  to  prevent 
blood  clots. 

While  Jarvik  characterizes  the 
Jarvik-7  as  rugged  and  durable,  he 
says  future  artificial  hearts  will 
offer  more  in  the  way  of 
convenience  and  comfort. 

One  improvement  will  be  to 


“get  beyond  the  portable  drive 
system  and  get  to  a totally 
implanted  system.”  Since  the  first 
artificial  heart  transplant,  the 
original,  bulky  drive  system  has 
been  streamlined  into  a battery- 
powered  air  pump  that  can  be 
worn  in  a shoulder  bag.  But 
within  five  to  six  years,  Jarvik 
expects  that  the  heart  will  be 
pumped  internally  by  a computer 
control  system  the  size  of  a D-cell 
battery. 

Since  an  internal  drive  system 
would  mandate  surgery  if 
complications  arose,  Jarvik 
cautions  that  this  system  would 
have  to  have  “the  potential  of 
lasting  safely  several  years  without 
any  maintenance  and  without  the 
likelihood  it  would  have  to  be 
replaced.” 

Jarvik  is  also  busy  on  designs 
for  a heart  smaller  in  size  than  the 
Jarvik-7  — one  that  would  be 
suitable  for  women  and  children. 
Until  recently,  “we  did  not  have 
available  a smaller  artificial 
heart,”  Jarvik  says.  His  interest 
also  extends  to  designing  a heart 
small  enough  to  be  temporarily 
used  for  newborns. 

In  the  near  future,  it  will  be 
“practical  for  many  centers  to 
work  in  artificial  heart 
transplants,”  Jarvik  predicts.  He 
estimates  that  a center  would  need 
about  $350,000  — for  training  and 
equipment  — to  get  started  in  this 
area. 

All  in  all,  Jarvik  believes  he  has 
accomplished  what  he  set  out  to 
do.  As  he  puts  it,  “I  think  we 
have  shown  that  a patient  can  live 
with  an  artificial  heart.”  — 
Deborah  A thy 
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Ohio  medi-scene  . . . continued 


Medical  research  and  studies  in  Ohio 


Each  year,  Ohio  hospitals, 
universities  and  private  individuals 
conduct  new  and  exciting  research 
into  improving  man’s  health. 

Listed  below  is  a small  sample  of 
the  wide  variety  of  medical 
research  and  studies  currently 
being  conducted  around  the  state. 
From  time  to  time,  this  column 
will  attempt  to  provide  updates  in 
this  area  — allowing  you  a brief 
glimpse  into  medicine’s  future. 

• Male  impotence  and  Papaverine 

. . . The  Center  for  the  Treatment 
of  Impotence  at  University 
Hospital  in  Cleveland  is  on  the 
ground  floor  of  a new  treatment 
for  male  impotence.  Taking  the 
belief  that  more  than  half  the 
cases  of  impotence  actually  stem 
from  a physical  rather  than  a 
psychological  ailment,  the  Center 
has  begun  to  administer 
Papaverine  to  those  men  who 
suffer  from  a medical  disorder, 
such  as  diabetes  or  multiple 
sclerosis.  The  center  claims  the 
drug,  which  was  accidently 
discovered  as  a treatment  for 
impotence  in  1982,  is  already 
showing  promise  as  a diagnostic 
tool,  as  it  allows  physicians  to 
distinguish  whether  a man’s 
impotence  is  caused  by  a physical 
disorder,  which  prevents  blood 
from  filling  veins  in  the  organ,  or 
by  psychological  factors.  With 
Papaverine,  men  are  attaining 
partial  erection  which,  with 
stimulation,  lead  to  full  erections, 
lasting  an  average  of  two  hours. 
The  drug  is  injected  directly  into 
the  penis,  and  physicians  at  the 
center  are  teaching  patients  how  to 
inject  the  drug  themselves. 
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• Silent  heart  attacks  . . . 

University  Hospital  in  Cincinnati 
is  one  of  three  hospitals 
nationwide  which  is  conducting 
studies  of  “silent”  heart  attacks, 
and  better  ways  to  identify  them. 
To  date,  the  studies  have  shown 
that,  of  4710  people  who,  between 
July,  1984  and  October,  1985, 
went  to  emergency  rooms 
complaining  of  chest  pains,  32 
were  released  — even  though  they 
were  suffering  heart  attacks  at  the 
time.  Seven  of  the  32  had  gone  to 
University  Hospital  for  care,  and 
were  eventually  hospitalized. 
According  to  experts  participating 
in  the  study,  silent  heart  attacks 
are  incredibly  difficult  to  diagnose 
or  rule  out  on  a first-time  visit, 
since  cardiac  enzymes  usually 
don’t  become  abnormal  until  six 
to  10  hours  after  the  onset  of 
chest  pain.  Then,  they  only  stay 
elevated  for  a period  of  24  to  48 
hours.  In  the  future,  more 
emergency  rooms  may  require 
second  follow-up  visits  within  24 
to  48  hours  of  a first-time  visit,  so 
that  a second  cardiac  enzyme  test 
can  be  administered  and 
compared. 

• Mammographies  and  breast 
cancer  . . . Stephen  Myers,  MD, 
Willard,  recently  presented  the 
results  of  a study  on  annual 
mammograms  to  the  New  England 
Cancer  Society,  which  supported 
the  belief  that  mammograms  can 
be  used  to  identify  very  small 
cancers  before  they  are  detectable. 
The  study  reviewed  25,000 
mammograms  between  1976  and 
August,  1985,  and  almost  340 
mammograms  were  found  to 


contain  small  abnormalities. 
Biopsies  were  performed  on  these 
patients,  and  more  than  20  percent 
of  the  abnormalities  turned  out  to 
have  small  cancers.  According  to 
Dr.  Myers,  a surgeon,  his  study’s 
results  support  the  American 
Cancer  Society’s  recommendation 
that  all  women  over  50  years  of 
age  have  an  annual  mammogram, 
and  women  with  a family  history 
of  breast  cancer  should  have  an 
annual  mammogram  beginning  at 
35.  Statistics  still  show,  he  adds, 
that  one  out  of  every  1 1 women  in 
the  U.S.  has  breast  cancer 
sometime  in  her  life. 

• The  spectrascan  and  breast 
cancer  . . . While  mammograms 
are  proving  to  be  invaluable  in  the 
early  detection  of  breast  cancer, 
the  University  of  Cincinnati 
Medical  Center  is  heading  a $4 
million  study  of  the  spectrascan, 
an  experimental  light-scanning 
device  that  may  also  prove  useful 
in  detecting  breast  cancer  earlier. 
The  spectrascan  uses  red  and 
infrared  light  and  a sensing 
camera  to  photograph  the  breast. 

A computer  then  analyzes  the 
light,  converting  its  intensity  and 
duration  into  a variety  of  colors 
that  might  visually  highlight  the 
disease.  Spectrascan  imaging  could 
make  the  practice  of 
mammography  more  sensitive  and 
specific,  and  reduce  the  number  of 
false  positive  diagnoses. 

• Arteriosclerosis  and  coronary 
artery  disease  . . . Ohio  State 
University  in  Columbus  has  been 
designated  one  of  four  national 
centers  to  research  the  cause  of 
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arteriosclerosis,  that  build-up  of 
fatty  deposits  which  continues  to 
lead  to  coronary  artery  disease, 
still  the  chief  killer  of  adults  in  the 
U.S.  Researchers  will  look  for  the 
cause  of  the  build-up  and  how  the 
blockages  develop,  by  studying  the 
heart,  aorta  and  coronary  arteries 
of  3000  dead  trauma  victims,  aged 
15  to  35  (the  age  period  when  the 
first  indications  of  fatty  deposits 
appear),  to  determine  the  extent  of 
deposits  and  lesions.  Research  will 
continue  through  1992.  As  part  of 
the  program,  a library  will  be 
established  at  OSU  to  hold  more 
than  100,000  slides,  x-rays  and 
items  of  information  gathered  in 
the  inspection  of  trauma  victims. 

• Stress  and  pregnant  mothers  . . . 

Kenneth  Reeb,  MD,  a Cleveland- 
area  physician,  recently  determined 
that  stress  experienced  during 
pregnancy  — especially  the  lack  of 
a loving  supportive  environment 
— can  result  in  a low  birth-weight 
baby.  Of  140  pregnant  black 
women  Dr.  Reeb  surveyed  through 
Case  Western  Reserve’s 
Department  of  Family  Medicine, 

14  percent  gave  birth  to  low  birth- 
weight  babies,  a figure  he  says 
correlates  with  the  low  birth- 
weight  rate  in  Cleveland  — second 
only  to  Washington,  DC  in  the 
number  of  low  birth-weight  rate 
babies  delivered  each  year.  The 
factors  that  created  the  greatest 
emotional  differences  were  the 
women’s  relationship  to  the  child’s 
father  and  her  own  mother.  It 
seemed  the  women  who  did  not 
feel  close  to  their  mothers  and  had 
conflictive  relationships  with  them, 
or  with  the  fathers  of  the  children, 


were  the  most  likely  to  have  low 
birth-weight  babies.  Dr.  Reeb  says 
he  hopes  to  devise  a way  of 
finding  out  which  women  are  in  a 
high-risk  category  in  the  early 
states  of  their  pregnancies,  then 
enroll  both  them  and  their  families 
in  a counseling  program  to 
eliminate  stress.  — Karen  S. 
Edwards 


If  you  are  presently  conducting 
research  and  would  like  your  work 
to  be  featured  in  a future  article, 
please  send  a one  or  two 
paragraph  summary  of  your  study 
to:  Executive  Editor,  The  Ohio 
State  Medical  Journal,  600  S. 

High  St.,  Columbus,  Ohio  43215. 


How  to  find  out 
(and  help  your 
patients  find  out) 
about  changes  in 
health  care  . . . 

The  booklet,  Changes  in  Health 
Care:  What  You  And  Your  Family 
Should  Know,  informs  consumers 
of  trends  in  the  practice  of 
medicine,  in  insurance  and 
payment  programs,  and  about 
innovations  in  the  delivery  of 
medical  care. 

Copies  can  be  obtained  by 
physicians  to  give  to  patients,  or 
they  may  be  obtained  by  calling 
1 -800-MED-NE  W S . 


Healthcare: 

What  you  and  your 
family  should  know... 


A Message  from  Ohio’s  Physicians 
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Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


* 


opinions,  they  look  to  you 
for  direction. 


Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business  . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 
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Eating  Disorders 


AFFLUENT 

MALNUTRITION 


The  New  American  Social  Illness 


By  Ralph  I.  Fried,  MD 


w 


e,  who  are  so  fortunate  as 
to  live  in  the  United  States  of 
America,  enjoy  a very  high 
standard  of  living,  concomitant 
with  personal  liberty  and  freedom. 
One  of  our  most  highly  valued 
amenities  is  a superb  health  care 
system  that  has  increased  our  span 
of  life  and  increasingly  finds  the 
means  to  ease  the  infirmities  of 
aging. 

The  poet  Ralph  Waldo 
Emerson  reminded  us  that  for 
every  advantage  available,  there  is 
often  the  compensating 
disadvantage.  The  appliances  and 
machines  that  relieve  us  from  the 
physical  tasks  and  drudgery  of  the 
past  have  allowed  our  physiques  to 
become  soft  and  flabby.  Trendy 


yuppies  drive  their  cars  to  a mall, 
take  an  escalator  to  the  store 
where  they  purchase  designer 
exercise  clothing.  Affluence 
permits  us  to  consume  too  many 
calories  and  calories  that  are  not 
in  concert  with  our  well-being. 
Then,  we  depend  on  doctors  and 
hospitals  to  correct  the  physical 
ailments  that  arise  from  the  use 
and  abuse  of  our  bodies. 

The  next  major  improvement  in 
public  health  will  occur  when  we 
all  understand  that  we  must  take 
personal  responsibility  for  our 
well-being.  And  indeed,  there  are 
signs  all  about  us  that  this  concept 
is  taking  hold.  Planned  exercise  is 
“in,”  to  be  obese  is 
unfashionable,  cigarette  sales  are 
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down  for  the  first  time  ever, 
public  intoxication  is  no  longer 
considered  amusing,  and  it  appears 
that  Americans  are  modifying  their 
use  of  alcohol.  These  positive 
trends  can  be  reinforced  by 
physicians,  particularly  family 
practice  doctors  and  pediatricians. 

Doctors  have  been  reluctant  to 
accept  the  linkage  of  diet  and 
some  neo-plasms  and 
cardiovascular  disease.  Their 
scientific  training  begs  proof  of 
cause  and  effect.  This  is  a difficult 
task,  especially  in  the  study  of 
malignancies  where  there  may  be  a 
lapse  of  many  years  from  exposure 
to  the  etiologic  agent  and  the 
development  of  disease.  In 
addition,  many  hereditary  and 
environmental  influences  must  be 
taken  into  consideration. 

Two  prestigious  medical 
organizations,  the  American  Heart 
Association  and  the  American 
Cancer  Society,  have  accepted  the 
premise  that  the  food  we  eat  can 
cause  cardiovascular  disease  and 
some  malignancies.  Their 
publications  have  convinced  many 
doctors  of  the  validity  of  this 
concept.  Long-term  studies  such  as 
the  Framingham  Study  and 
voluminous  demographic, 
statistical  and  anthropological 
evidence  lends  credence  to  this 
thesis. 

Homo  sapiens  appeared  on  this 
earth  about  40,000  years  ago.  The 
genetic  structure  with  which  this 
remote  ancestor  was  endowed  has 
altered  very  little  over  the  ages. 
Even  the  development  of 
agriculture,  10,000  years  ago, 
seems  to  have  minimally  altered 
our  genes  although  the  dietary 
effects  of  agriculture  did  modify 
human  growth  and  development. 
Those  who  lived  after  the 
development  of  farming  derived 


90%  of  their  diet  from  vegetables, 
fruits  and  grains.  As  a result,  their 
stature  was  4-6  " shorter  than  their 
hunter-gatherer  ancestors.  One  of 
the  effects  of  consuming  a diet  for 
which  we  are  not  genetically 
prepared  is  the  appearance  of  the 
beginnings  of  degenerative  diseases 
in  youths  living  in  developed 
countries.  Autopsies  on  young 
people  who  have  met  an  accidental 
death  reveal  atheromatous  plaques 
in  their  great  vessels.  Young 
people  living  in  the  few  hunter- 
gatherer-scavenger  societies  still 
extant,  are  free  of  these  signs. 


Anorexia  may  seem  to 
be  the  opposite 
problem  of  obesity, 
but  they  actually  have 
the  same  etiology. 
They  represent  the 
use  of  eating  to  solve 
problems  of  living. 


Demographic  and  statistical  data 
relating  diet  and  cancer  have  been 
published  by  the  American  Cancer 
Society.  In  countries  where  large 
amounts  of  animal  fats,  protein, 
and  refined  carbohydrates  are 
eaten,  the  incidence  of  colorectal 
cancer  is  greater  than  that  of  those 
living  in  less  affluent  countries.  In 
Japan  and  rural  India,  where 
much  less  red  meat  is  consumed 
and  the  diet  is  high  in  vegetable 
fiber,  colorectal  cancer  has  a lower 
incidence.  It  is  not  likely  that 
these  cancers  are  due  to  hereditary 
influences,  since  when  these 
groups  migrate,  they  tend  to  have 


the  same  rate  of  incidence  as  the 
native  groups  of  their  adopted 
countries.  In  studies  of  Japanese 
immigrants  (Issei-first  generation) 
and  Nissei-subsequent  generations 
moving  to  Hawaii,  the  incidence 
of  this  bowel  malignancy  increases 
in  those  individuals  who  no  longer 
continue  to  practice  eating  at  least 
one  Japanese  style  meal  daily. 

This  would  seem  to  indicate  that 
high  meat  consumption  is  a 
contributing  factor;  but  we  must 
record  that  the  incidence  of  this 
cancer  in  the  state  of  Utah  is 
below  the  national  average  and  yet 
the  Utah  Beef  Council  reports  that 
the  consumption  of  beef  in  Utah 
was  59  Kg./yr.,  as  compared  to 
the  52  Kg./yr.  for  the  nation  as  a 
whole. 

Statistics  on  breast  cancer  seem 
to  confirm  that  the  wealthier 
nations,  able  to  provide  their 
populations  with  a diet  having  a 
high  proportion  of  animal  fat  and 
protein,  also  have  a greater 
incidence  of  this  serious 
malignancy. 

The  emphasis  on  being  slim  has 
become  a national  obsession  and 
this  may  be  responsible  for  other 
eating  disorders  such  as  anorexia 
nervosa  and  bulimia.  Although 
anorexia  may  seem  to  be  the 
opposite  problem  of  obesity,  they 
actually  have  the  same  etiology. 
They  represent  the  use  of  eating  to 
solve  problems  of  living.  Females 
are  especially  susceptible  to  the 
pressures  to  be  thin,  either 
through  societal  mores,  work- 
related  pressures  or  the  whims  of 
fashion.  An  extreme  example  can 
be  seen  in  the  world  of  ballet. 
George  Ballanchine  was  an 
autocrat  whose  ideal  ballerina  was 
a 5 ' 9",  97  lb.,  hipless,  breastless, 
defeminized  female  with  gaunt  and 
hollow  cheeks.  The  “jeunes 
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commercials.  When  a cereal 
manufacturer  aired  a commercial 
in  which  the  claim  was  made  that 
bran  was  useful  in  preventing 
bowel  cancer,  the  Federal 
Government  protested  that  the  ad 
was  misleading.  The  company 
took  the  issue  to  court  and  won. 

Finally,  some  foods  may  have 
the  quality  of  protecting  against 
cancer  in  a manner  as  yet 
unknown.  First,  a caveat:  no 
concrete  dietary  advice  can  be 
given  that  will  guarantee  the 
prevention  of  any  human  cancer. 


femmes”  of  the  corps  de  ballet 
starved,  vomited  and  exercised  to 
be  Mr.  B’s  ideal,  much  to  the 
detriment  of  their  health.  Much 
the  same  is  true  for  high  fashion 
models,  T.V.  personalities  and 
film  stars.  Even  in  businesses  not 
associated  with  glamour,  the 
female  receptionist,  secretary  and 
executive  are  expected  to  be  slim 
and  trim. 

Culture,  custom  and  even  the 
state  of  the  economy  influences 
the  state  of  our  nutrition.  We 
work,  live  and  play  at  a frenetic 
pace  and  an  offshoot  of  this  has 
been  the  ubiquitous  fast-food 
restaurant.  Millions  patronize 
them,  particularly  our  youth,  who 
eat  beef  with  a high-fat  content 
and  foods  with  a high-salt  content, 
all  of  which  are  fried  in  animal 
fat.  Vegetable  shortening  is  not 
even  used  in  preparing  the 
potatoes. 

A positive  development  has  been 
the  proliferation  of  salad  bars  and 
the  use  of  less  salt,  all  the  result 
of  education  and  the  pressure  of 
public  opinion. 

The  benefits  of  a good  diet  for 
good  health  and  prevention  of 
disease  has  become  so  prevalent  an 
idea  that  it  has  even  invaded  T.V. 


Culture,  custom  and 
even  the  state  of  the 
economy  influences 
the  state  of  our 
nutrition.  We  work, 
live  and  play  at  a 
frenetic  pace  and  an 
offshoot  is  fast-food 
eating. 


Dark  green  and  deep  yellow 
vegetables  and  certain  fruits  are 
rich  in  vitamin  A.  In  animal 
models,  vitamin  A appears  to 
reduce  the  risk  of  cancer  of 
epithelial  tissue.  Harvard  Medical 
School  is  presently  conducting  a 
double  blind  study  with  the 
participation  of  20,000  doctors. 
Each  subject  takes  one  pill  daily, 
either  vitamin  A,  aspirin  or  a 
placebo. 

Fruits  and  vegetables  rich  in 
vitamin  C may  inhibit  the 
formation  of  carcinogenic 
nitrosamines  in  the  stomach.  The 
role  that  this  action  plays  in 


modifying  the  incidence  of  cancer 
of  the  stomach  is  still  under  study. 
Cruciferous  vegetables,  those 
belonging  to  the  mustard  family, 
may  have  a presently  unknown 
role  in  preventing  cancers  of  the 
g-i  tract  and  respiratory  tract.  It  is 
believed  that  smoked  foods  such 
as  ham,  sausage  and  fish  absorb 
some  of  the  tars  that  arise  from 
incomplete  combustion. 

In  summation  — Americans 
generally  enjoy  good  health,  a 
high  standard  of  living  and  good 
medical  care.  We  can  effect 
further  improvements  by  taking 
the  responsibility  for  the 
maintenance  of  our  own  health. 
Self-improvement  will  come  by 
avoiding  tobacco,  moderating  our 
consumption  of  alcohol,  having  a 
planned  program  for  exercise,  and 
by  reducing  our  caloric  intake. 
Further,  we  must  upgrade  our  diet 
by  eliminating  those  foods  that 
seem  to  be  linked  to  cancer  and 
cardiovascular  disease  and  include 
foods  considered  to  be  beneficial. 
OSMA 


Ralph  I.  Fried,  MD,  is  a retired 
pediatrician  who  resides  in  Shaker 
Heights,  Ohio. 


Cancer  Surgery 
Conference 

CONTROVERSIES  IN  CANCER  SUR- 
GERY: January  30-31;  Bunts  Auditori- 
um, Cleveland  Clinic;  9500  Euclid  Ave- 
nue; sponsor:  The  Cleveland  Clinic  Edu- 
cational Foundation;  12  credit  hours;  fee: 
$220,  $150  for  physicians-in-training; 
contact:  Center  for  CME,  Cleveland  Clin- 
ic Educational  Foundation,  9500  Euclid 
Avenue,  Cleveland  44106,  phone:  Toll 
free  in  Ohio  1-800-762-8172;  Outside 
Ohio  1-800-762-8173. 
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RECOGNIZING  AND  TREATING  THE 
ANOREXIC  AND  BULIMIC  PATIENT 


By  Karen  S.  Edwards 


“Thin  is  in”:  Creation  of  the 
myth 

Before  the  turbulent  1960s, 
society  was  married  to  tradition  — 
politically,  socially,  culturally  — 
even  to  the  traditional  shape  of  a 
woman’s  form,  which,  up  until 
this  point,  had  always  been  — 
well  — round.  Maybe  no  longer 
Rubenesque,  but  women  definitely 
had  the  softly  curved  contours 
that  seemed  tailor-made  for  their 
maternal  role. 

Then,  along  came  the  very  un- 
traditional  ’60s,  and  suddenly, 
women  felt  free  to  pursue  career 
options  beyond  that  of 
motherhood.  As  they  began  their 
climb  up  the  corporate-success 
ladder,  their  bodies  began  to 
assume  a whole  new  look  — 
slimmer  and  more  angulated,  and 
the  higher  they  climbed,  the 
thinner  they  seemed  to  get. 
Arguments  could  — and  have  — 
been  made  that  this  new, 
androgynous  shape  has  allowed 
women  to  compete  more 
effectively  in  a man’s  world. 


Whether  it  has  or  not  is  a point 
still  open  for  discussion  — but  as 
far  as  the  majority  of  woman  are 
concerned,  one  thing  has  been 
made  perfectly  clear.  Thin  is  in, 
and  in  order  to  be  successful  and 
happy  in  life,  those  rounded 
contours  — the  very  essence  of 
femininity  — have  got  to  go. 

“The  thin-is-happiness  myth  is 
still  being  perpetuated  by  the 
articles  and  ads  that  appear  in 
women’s  magazines,”  says  David 
Garner,  Director  of  Research  in 
the  Department  of  Psychiatry  at 
Canada’s  Toronto  General 
Hospital,  and  one  of  the  featured 
speakers  at  the  National 
Conference  on  Eating  Disorders, 
held  this  past  fall  in  Columbus. 

According  to  Garner,  these 
articles  and  ads  have  increased 
tremendously  over  the  past  20 
years  — “and  they’re  creating  a 
subculture  of  weight-conscious 
women  which  most  men  don’t 
even  know  exists.” 

Of  course,  the  articles  and  ads 
aren’t  the  only  culprits.  Women’s 
changing  role  in  society,  society’s 


glorification  of  youth,  the  more 
recent  fitness  trend  as  well  as  a 
family’s  or  individual’s  own 
standards  are  other  factors  which 
have  had  a hand  in  creating  this 
new  subculture,  he  says. 

And,  perhaps  women, 
themselves,  are  as  much  to  blame, 
says  Catherine  Steiner- Adair,  a 
Boston  psychologist  and  another 
conference  speaker. 

“A  woman’s  identity  — that 
sense  of  who  and  what  she  is  — is 
often  intertwined  with  her  body 
image,”  she  explains,  adding  that 
from  an  early  age,  girls  are 
socialized  to  not  accept  their 
bodies. 

“Numerous  studies  have  shown 
that  girls  are  far  more  self- 
conscious,  critical  and  comparative 
of  their  bodies  than  are  boys,” 
she  continues,  and,  as  a result, 
girls  learn  early  to  hate  obesity. 

“That’s  why  it’s  common  for 
female  adolescents  to  diet  — 
despite  their  health-related  needs.” 

Steiner-Adair  places  blame  for 
this  distorted  body  image  on  a 
society  which,  she  says,  still  judges 
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girls  according  to  their  looks  — 
and  rewards  them  accordingly. 

“If  you  take  a look  at  the 
weight  levels  of  Miss  America 
winners  — even  Playboy 
centerfolds  — over  the  years, 
you’d  see  that  they  are  weighing 
less  and  less,”  agrees  Garner  — 
despite  the  fact  that  insurance 
companies  are  adding  a couple  of 
pounds  to  acceptable  weight  tables 
with  every  update. 

“America  is  getting  heavier,  so 
thinness  has  become  a prize,” 
adds  Randy  Sansone,  MD, 

Medical  Director  of  the  Eating 
Disorders  Program  at  Kettering’s 
Sycamore  Hospital  in  Dayton. 

In  fact,  thinness  has  become 
such  a prize,  it  has  become  a 
national  obsession  — especially  for 
women. 

“Sources  tell  me  that 
conversations  in  women’s  locker 
rooms  revolve  around  weight,” 
says  Garner,  and  he  points  to  the 
ordering  habits  of  women  in 
restaurants  as  yet  another 
example. 

“Men  will  go  into  a restaurant 
and  order  whatever  they  want  to 
eat.  A woman,  however,  will  base 
her  choice  on  what  other  women 
are  ordering,”  he  says. 

And  generally,  what  they  order 
isn’t  very  much.  Women  are 
forever  “dieting”  — trying  to 
obtain  that  standard  of  thin, 
angulated  beauty  that  a young 
anorexic  named  “Twiggy”  helped 
to  create  in  the  mid-1960s. 

“But  there  is  no  relationship 
between  the  actual  shapes  of 
women  and  what  women  perceive 
their  ideal  shape  to  be.  Look  at 
the  women  you  know.  Very  few  of 
them  look  like  the  fashion  models 
in  magazines.  If  they  do  they 
probably  have  some  kind  of  eating 
disorder.  Most  models  do,”  says 
Garner. 

Both  models  and  ballerinas  have 
long  held  a reputation  of  having 


major  difficulties  with  eating 
disorders. 

Garner  cited  the  case  of  one 
Canadian  ballerina  — an  admitted 
anorexic  — who  at  5 feet,  7 inches 
weighs  only  85  pounds. 

“Generally,  the  more 
competitive  the  environment,  the 
thinner  the  dancer,”  says  Garner, 
and  the  same  holds  true  no  matter 
what  age  the  ballerina.  The 
October  issue  of  The  Physician 
and  Sportsmedicine,  for  example, 
featured  a study  that  analyzed  the 
diet  composition  of  92  female 
ballet  dancers,  aged  12  to  17, 
enrolled  in  six  professional 


“If  you  take  a look 
at  the  weight  levels 
of  Miss  America 
winners  over  the 
years,  you’d  see 
they  are  weighing 
less  and  less  ...” 


schools.  The  results  of  the  study 
showed  poor  nutrition  habits  and 
low  calorie  and  nutrition  intake. 

“Unfortunately,  the  dancers’ 
desire  to  maintain  a sylph-like, 
willowy  body  makes  them 
unwilling  to  consume  the  number 
of  calories  required  for  a healthy 
diet,”  the  article  states. 

It’s  that  same  desire  for  a 
“sylph-like,  willowy  body”  — that 
same  unwillingness  to  consume 
necessary  calories  — that  is 
creating  a rash  of  eating  disorders 
in  society  today,  the  experts  agree. 

“Women  try  dieting,  but  they 
become  frustrated  with  diets  that 
don’t  work,”  says  Dr.  Sansone, 
and,  as  a result,  they  end  up 
taking  more  drastic  measures. 


Nor  has  it  helped  that  the  media 
have  turned  both  anorexia  and 
bulimia  into  a “celebrity  disease,” 
adds  Garner.  He  points  out  that 
Princess  Di,  Cherry  Boone,  Jane 
Fonda,  Cathy  Rigsby,  and  Karen 
Carpenter  are  just  a few  of  the 
famous  people  who  have  recently 
been  exposed  as  eating  disorder 
sufferers. 

“It  seems  almost  glamorous,” 
says  Garner,  and  consequently, 
thousands  of  young  women  are 
turning  to  anorexia  or  bulimia  as 
a way  of  obtaining  that  sylph-like 
body. 

“If  we  look  at  the  epidemiology 
of  eating  disorders,  we  can  see 
that  they  began  in  a predominantly 
female,  upper-class,  college-aged 
population.  Since  then,  however, 
the  disorders  are  beginning  to 
move  into  other  age  groups  and 
social  classes.  The  only  people 
who  have  not  been  greatly  affected 
thus  far  are  men  and  blacks,” 
says  Garner.  But  that’s  not  to  say 
they  won’t  be  in  the  future,  he 
warns. 

Recognizing  the  eating  disorders 
patient 

While  anorexics  are  not  difficult 
to  recognize  — anyone  who  has 
lost  25  percent  of  their  normal 
body  weight  is  considered 
“anorexic”  and  should  be 
questioned  regarding  their  eating 
habits,  say  the  experts  — bulimia 
is  sometimes  more  difficult  to 
diagnose. 

Conference  speaker  Christopher 
Fairburn,  MD,  who  is  in  the 
Department  of  Psychiatry  at  the 
University  of  Oxford,  Oxford, 
England,  states  that  the  diagnostic 
criteria  of  bulimia  nervosa  consists 
of  the  following: 

A patient  who  — 

1.  Suffers  from  a powerful  urge 
to  overeat  (they  may  consume  as 
many  as  2000-5000  calories  in  one 
sitting) 

2.  Seeks  to  avoid  the  fattening 
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effects  of  the  food  by  purging 
(usually  by  inducing  vomiting  or 
taking  laxatives)  and 

3.  Has  a morbid  fear  of 
becoming  fat. 

“The  bulimic  patient  is  likely  to 
try  and  hide  her  binge-purge 
habits,”  says  Dr.  Sansone,  but 
there  are  ways  to  determine 
whether  or  not  a patient  is 
bulimic. 

The  chronic  vomiter,  for 
example,  uses  one  of  several 
methods  to  induce  vomiting  — 
any  of  which  provide  tell-tale 
clues. 

“While  spontaneous  vomiters 
are  not  unheard  of,  most  bulimics 
use  some  kind  of  artificial  means 
to  induce  vomiting,”  says  Dr. 
Sansone.  These  include  the  use  of 
a gag,  such  as  a spoon  or  the 
patient’s  own  fingers,  abdominal 
pressure  (“We  had  one  patient, 
once,  whose  husband  would  help 
her  vomit  by  administering  a kind 
of  Heimlich  maneuver  on  her,” 

Dr.  Sansone  recalls.),  and  the  use 
of  a drug  (syrup  of  ipecac,  for 
example). 

“Vomiters  also  know  what  kind 
of  foods  will  facilitate  their 
efforts,”  he  says,  pointing  to  the 
fact  that  most  bulimics  steer  clear 
of  the  more  difficult-to-vomit 
bread  products,  and  head  for 
carbonated  beverages  and  dairy 
products  during  their  binge  cycle. 

The  constant  vomiting,  of 
course,  has  its  effects  on  the  body, 
and  Dr.  Sansone  recommends  to 
think  upper  digestive  tract  when 
looking  for  evidence  of  a 
suspected  vomiter. 

“Dental  complications  will  be 
the  first  signs,”  he  says,  as  the 
stomach  acid  brought  up  during 

In  1945,  Miss  New  York,  Bess 
Myerson,  captured  the  Miss 
America  crown,  at  a height  of 
5 ' 6 " and  a weight  of  120  lbs. 
(photo:  Wide  World  Photos,  Inc.) 
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prolonged  periods  of  retching  will 
begin  to  erode  the  teeth. 

“The  first  thing  you’ll  notice  is 
that  the  teeth  are  becoming  very 
white.  This  is  because  the  acid  is 
removing  stains  from  the  teeth. 
Gradually,  however,  they  will 
begin  to  take  on  a gray 
appearance,  as  the  enamel  begins 
to  get  thinner  and  thinner,”  he 
says. 

Eventually,  you  will  be  able  to 
notice  “amalgam  islands”  forming 
— places  where  the  fillings  are 
actually  raised  above  the  level  of 
the  teeth,  as  the  teeth  erode 
around  them. 

“You’ll  also  notice  that  the 
teeth  become  more  sensitive  to  hot 
and  cold,  and  that  they  begin  to 
lose  their  sharp  contours  and  take 
on  a more  rounded  appearance,” 
he  says.  Because  the  tongue  offers 
some  protection  to  the  lower  teeth, 
these  rounded  contours  are  most 
visible  on  the  upper  teeth,  and  you 
may  even  be  able  to  notice  the 
upper  teeth  developing  a 
“scooped-out”  appearance,  as  a 
result  of  this  uneven  erosion 
pattern,  he  says. 

“Exposed  pulp  will  also  begin 
to  show  through  the  teeth,  giving 
them  a scalloped  appearance,”  Dr. 
Sansone  adds. 

Other  clues  to  a chronic  vomiter 
may  also  be  visible. 

For  example,  if  the  patient  uses 
a gag,  “you  may  notice  some  local 
trauma  to  the  throat,”  and  he 
advises  physicians  to  check  the 
knuckles  of  a suspected  vomiter. 

“Hands  used  for  gagging  may 
be  cut  or  bruised,  or  a callous  or 
other  roughened  area  may  develop 
there,”  he  says. 

Parotid  and  submandibular 
gland  swelling  is  yet  another  clue 


This  year  (1985),  Miss  Mississippi, 
Susan  Akin,  took  the  Miss 
America  title,  (photo:  World  Wide 
Photos,  Inc.) 
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to  a chronic  vomiter. 

“The  salivary  glands  become 
tender,  large  and  puffy.  Both  are 
typically  enlarged,  but  they  will 
recede  when  the  chronic  vomiting 
stops,”  assures  Dr.  Sansone. 

Patients  — “who  at  this  age  are 
very  conscious  of  their  cosmetic 
appearance”  — will  often  try  to 
cover  up  the  swollen  areas  behind 
their  ears  with  hair  or  very  large 
earrings,  he  notes. 

However,  since  the 
submandibular  glands  also  swell, 
giving  the  patient  a “pouchy 
appearance”  under  the  jaw  on 
either  side  of  the  trachea,  chronic 
vomiters  can  still  be  detected. 

“Often  the  patient  will  wind  up 
in  your  office  complaining  of  an 
ear  or  throat  infection,”  says  Dr. 
Sansone,  and,  indeed,  sore  throats 
and  hoarse  voices  are  not 
uncommon. 

Less  common,  however,  are 
esophageal  or  gastric  tears. 

“I’d  say  maybe  only  six  percent 
of  our  bulimic  patients  have  ever 
vomited  blood  as  a result  of  a 
tear,”  says  Dr.  Sansone.  And 
aspiration  — inhaling  vomit  — is 
even  more  infrequent.  Dr.  Sansone 
says  he  can  only  remember  one 
case  where  a patient  developed 
pneumonia  as  a result  of 
aspiration. 

However,  dangers  do  exist  — 
especially  for  the  chronic  vomiter 
who  regularly  uses  syrup  of  ipecac 
to  induce  vomiting.  As  Dr. 

Sansone  explains,  emetine  is  the 
active  ingredient  in  this  drug,  and 
it  has  a long  half-life. 

“Approximately  35%  of  the 
drug  is  still  available  in  the  body 
after  35  days,”  he  says,  so  if 
syrup  of  ipecac  is  used  on  a 
regular  basis,  the  accumulative 
effect  can  be  very  damaging  — 
resulting  in  neurological  or 
coronary  damage. 

Of  course,  vomiting  is  not  the 
only  purging  method  used  by 
bulimics.  Laxative  abuse  is  also 
common. 


“The  worst  case  I know  about 
is  a woman  in  Dayton  who  was 
taking  150  Ex-Lax  a day,  and  was 
using  the  bathroom  every  half- 
hour.  She  would  set  her  alarm  at 
night  so  she  could  continue  the 
purging  process,”  says  Dr. 
Sansone. 

There  are  a variety  of  laxatives 
on  the  market  available  to  the 
bulimic:  stimulant  laxatives,  which 
account  for  most  of  the  over-the- 
counter  brands;  osmodic;  bulk; 
and  lubricant.  All  have  yellow 
phenolphthalein  as  an  active 
ingredient. 

“When  looking  for  laxative 

When  looking  for 
laxative  abuse, 
think  lower 
digestive  tract.  In 
fact,  many  of  these 
patients  will  come 
into  your  office 
with  non-specific 
gastro-intestinal 
complaints  — 
cramps,  etc. 


abuse,  think  lower  digestive 
tract,”  suggests  Dr.  Sansone.  In 
fact,  many  of  these  patients  will 
come  into  your  office  with  non- 
specific gastro-intestinal 
complaints  — gas  pain,  cramps, 
bloating,  nausea  and,  occasionally, 
vomiting.  A fluid/electrolyte 
imbalance  is  also  common. 

“The  patient  might  show  signs 
of  a phenolphthalein-fixed  drug 
eruption,”  says  Dr.  Sansone, 
explaining  that  the  build-up  of 
yellow  phenolphthalein  in  the 
system  often  causes  the  patient  to 
break  out  in  a rash.  The  rash  can 
occur  anywhere  on  the  body,  and 


it  will  eventually  go  away,  he  says. 
But  if  it  reappears,  it  will  do  so  in 
the  same  exact  location,  and  the 
rash  will  grow  darker  and  darker 
with  every  reappearance. 

Another  way  to  identify  the 
laxative  abuser  is  through 
sigmoidoscopy. 

“In  some  laxative  abusers,  the 
area  at  the  end  of  the  colon  will 
become  jet  black  — a condition 
known  as  melanosis  coli.  During  a 
sigmoidoscopy,  you  will  be  able  to 
detect  it.  In  fact,  it  will  appear  as 
though  the  light  went  out,”  he 
says.  The  condition  will  disappear 
when  the  abuse  stops. 

The  catharctic  colon  is  another 
indication  that  the  patient  may 
abuse  laxatives,  says  Dr.  Sansone. 

“The  colon  will  lose  its  pouch- 
like appearance,  and  become  a 
featureless,  dilated  tube.” 

Still  other  bulimics  will  use 
diuretics  as  their  method  of 
purging,  but  since  they  soon 
display  all  the  classic  symptoms  of 
fluid  loss  — dehydration,  light- 
headedness, thirst,  delirium  and 
potassium  (hence  energy)  loss  — 
they  will  be  easily  recognizable, 
and  should  be  moved  ahead  to 
treatment. 

Treating  the  eating  disorders 
patient 

Because  eating  disorders  are  still 
considered  such  a new 
phenomenon  in  our  culture, 
treatment  is  only  in  the 
experimental  stages,  but  studies 
are  progressing  at  a rapid  rate. 
Medical  literature  records  no 
treatment  studies  prior  to  1974, 
and  between  1974  and  1983,  only 
10  have  been  reported.  But 
between  1984  and  1985,  20 
controlled  trials  were  conducted  in 
this  area  — doubling  in  one  year 
all  the  studies  conducted  prior  to 
that  time. 

Of  course,  when  it  is  a physical 
disorder  that  needs  treatment,  the 
method  is  usually  fairly  clear-cut. 
For  example,  chronic  vomiters  are 
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encouraged  to  rinse  their  mouths 
frequently  and  to  use  a fluoride 
toothpaste  — and  laxative  abusers 
are  told  to  increase  their  fiber 
intake  and  to  drink  more  fluids. 

“We  never  just  take  a patient 
off  laxatives,”  says  Dr.  Sansone. 
Instead,  they  are  weaned  away 
from  them  by  cutting  the  amount 
they  take  about  10  percent  at  a 
time.  In  addition,  he  warns  that 
health-care  professionals  need  to 
notify  laxative  abusers  “well  ahead 
of  time,”  that  they  will  experience 
some  weight  gain,  because  of  the 
increased  fluids.  “They  need  to  be 
psychologically  prepared  when  this 
happens,  and  they  need  to  be 
reassured  that  the  gain  is  only 
temporary,”  he  says. 

Dr.  Sansone  also  suggests  that 
laxative  abuse  patients  be  changed 
from  a stimulant  to  a bulk/saline 
laxative.  “Only  in  extreme  cases 
will  a colostomy  be  required,”  he 
adds. 

Many  cases  of  eating  disorders 
are  currently  being  treated  by  a 
three-pronged  approach  of  medical 
management,  nutrition  counseling 
and  psychological  counseling  — 
but  when  these  methods  prove 
ineffective,  a more  experimental, 
somewhat  more  nebulous 
approach  is  often  taken.  No  one 
seems  quite  sure  how  best  to 
proceed  in  these  cases,  but, 
basically,  three  different  methods 
are  currently  being  tried  — with 
varying  degrees  of  success. 

One  of  these  is  drug  treatment. 

Antidepressants  seem  to  be  the 
drug  of  choice  by  most  of  the 
physicians  using  this  method,  says 
Dr.  Fairburn,  adding  that 
trazodone,  imipramine,  phenelzine 
and  desipramine  have  all  been 
used. 

“Mianserin  and  amitriptyline 
seem  to  be  ineffective  to  date,”  he 
says,  “but  that  could  be  the  result 
of  inappropriate  dosages.” 

An  anti-epileptic  drug, 
phenytoin,  is  also  being  used,  but 


it  is  the  antidepressant,  nomi 
fensene,  that  looks  to  be  most 
promising,  says  Dr.  Fairburn  — 
especially  in  treating  cases  of 
bulimia.  He  recommends  caution 
however  when  using  any  drugs. 

“There  is  a considerable  amount 
of  experimentation  going  on  in 
drug  therapy  right  now,  but  none 
of  it  is  conclusive.”  There  hasn’t 
been  enough  research  on  dosage 
amounts,  for  example,  or  on  how 
long  patients  need  to  stay  on  the 
drugs. 

“It  is  hard  to  keep 
a patient  well  on 
antidepressants 
because  we  have 
no  way  of  knowing 
whether  the 
changes  they  effect 
will  be  maintained. 
For  that  reason, 
psychological 
treatment  is 
better.” 


“It  is  hard  to  keep  a patient 
well  on  antidepressants  because  we 
have  no  way  of  knowing  whether 
the  changes  they  effect  will  be 
maintained.  For  that  reason, 
psychological  treatment  is 
probably  better,”  says  Dr. 
Fairburn. 

In  many  treatment  centers,  drug 
therapy  is  used  along  with 
psychiatric  or  psychological 
counseling.  But  here  again, 
confusion  reigns  as  experts  argue 
which  psychological  technique  is 
more  appropriate  — short-term 
psycho-education,  cognitive 
behavior  therapy,  long-term 
groups,  or  self-help  support 


groups.  Some  will  use  one  or 
another;  others  use  a combination 
of  the  different  techniques.  No 
matter  what  technique  is  used, 
however,  most  experts  agree  that 
treatment  should  be  structured  and 
supportive  — and  done  on  an 
outpatient  basis. 

But  third  parties  have  made 
inpatient  treatment  almost 
impossible,  anyway,  says  Robin 
Moir,  MD,  Director  of  the 
Department  of  Psychiatry  and 
Director  of  the  Anorexia 
Nervosa/Bulimia  Program  at  St. 
Vincent  Charity  Hospital  in 
Cleveland. 

At  his  treatment  center,  he  says, 
bulimics  must  be  treated  on  an 
outpatient  basis,  “unless  there  is  a 
physiological  crisis,  hematosis,  or 
suicidal  tendencies”  — and  “the 
length  of  stay  for  anorexic  patients 
is  being  continuously  challenged 
by  third-party  payors,”  he  adds. 

Normally,  the  low  body  weight 
of  most  anorexics  can  justify 
immediate  inpatient  care,  but  as 
these  patients  gain  weight,  it 
becomes  harder  and  harder  to 
justify  their  inpatient  stay,  says 
Dr.  Moir  — no  matter  how  much 
weight  they  still  need  to  gain. 

“A  patient  may  come  in  who  is 
20  to  30  pounds  underweight,  and 
even  if  she  gains  half-a-pound  a 
day,  which  is  considered  a good 
gain,  she  will  probably  not  be 
reimbursed  if  she  stays  over  nine 
days,”  he  says.  And,  of  course, 
that  allows  for  no  subsequent 
follow-up. 

“The  changes  that  are  occurring 
right  now  in  reimbursement  will 
have  a dramatic  impact  on  the 
future  treatment  of  eating 
disorders,”  claims  Dr.  Moir  — 
even  more  impact  than  all  the  new 
technology  that  will  be  developed 
in  the  next  ten  years,  he  adds. 

One  of  the  reasons  for  this 
sudden  reimbursement  situation, 
he  believes,  is  that  the  creation  of 
the  new  eating  disorder  centers 
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have  increased  the  visibility  of 
these  patients.  Now,  he  says, 
insurance  companies  are  taking  a 
closer  look  at  whether  or  not  these 
patients  should  be  reimbursed. 

“Another  reason  is  that 
reviewers  — even  most 
psychiatrists  — are  unfamiliar  with 
eating  disorder  problems  and  don’t 
know  how  to  properly  review  a 
claim,”  he  adds. 

“Psychiatric  care  is 
unpredictable  and  not  easy  to 
review,”  agrees  Katherine  Dixon, 
MD,  Director  of  the  Eating 
Disorder  Unit  at  Upham  Hall, 

Ohio  State  University,  Columbus. 

She  says  most  insurance 
companies  exclude  eating  disorders 
when  it  comes  to  reimbursement 
— “and  we’ve  had  our  share  of 
denials,”  she  adds. 

Both  of  them  agree  that  the 
reimbursement  situation  is  creating 
a number  of  new  problems  in  the 
area  of  treatment. 

Because  of  the  necessarily  brief 
stays,  for  example,  eating  disorder 
units  are  receiving  a high  share  of 
readmissions. 

“During  1984  and  1985,  about 
10%  of  the  admissions  to  our  unit 
were  readmissions,”  claims  Dr. 
Dixon. 

What’s  needed  to  rectify  the 
reimbursement  situation? 

Both  Drs.  Moir  and  Dixon 
believe  the  public  needs  to  become 
better  educated  regarding  their 
mental  health  benefits. 

“Most  companies  exclude 
mental  health  from  the  health  care 
policies  they  provide  employees,” 
says  Dr.  Dixon. 

Recently,  an  effort  was  made  by 
the  Ohio  Psychiatric  Association 
to  inform  employers  about  the 
need  for  mental  health  coverage, 
but  Dr.  Dixon  says  the  results 
were  discouraging. 

“The  employers  we  met  with 
were  sympathetic,  but  they  are 
businessmen  first,  and  the 
coverage  without  the  mental  health 


benefit  was  considerably  less 
expensive,”  she  says. 

So,  she  and  others  have  learned 
to  adapt. 

For  instance,  Dr.  Moir  says  his 
eating  disorder  center  has 
refocused  its  bulimic  program  as 
an  outpatient  function,  rather  than 
inpatient  — “there  is  less  pressure 
to  fill  a bed,”  and  Dr.  Dixon  says 
she  has  learned  to  write  her 
records  in  the  “language  of  the 
reviewer.” 

“We’ve  also  had  to  sharply 
curtail  hospital  passes,”  she  notes, 
while  Dr.  Moir  adds  that  his  unit 
has  been  forced  to  use  very  strict 
admissions  criteria. 

Despite  the  reimbursement 
situation,  however,  treatment  trials 
— especially  in  the  hard-to-treat 
patient  — continue.  Perhaps  the 
newest  treatment  currently  being 
tested  is  one  being  practiced  by 
Moshe  Torem,  MD,  Chairman  of 
the  Department  of  Psychiatry  and 
Behavioral  Sciences  at  the 
Northeastern  Ohio  University 
College  of  Medicine. 

The  treatment  idea  stemmed 
from  a patient,  a 29-year-old 
single  anorexic,  named  “Marsha,” 
who  was  admitted  to  the  hospital 
at  a total  body  weight  of  80 
pounds. 

According  to  Marsha,  her  day 
consisted  largely  of  work  and  a 
three  or  four  hour  stint  on  her 
exer  cycle. 

“I  was  up  to  20  miles  a day,” 
she  says  — generally  pedaling 
between  the  hours  of  10  or  11 
o’clock  till  two  or  three  o’clock 
the  next  morning.  She  would  have 
an  apple  and  a graham  cracker 
before  retiring,  and  would  sleep 
from  3 until  8 o’clock  the  next 
morning.  Breakfast  consisted  of  an 
egg  and  a half-piece  of  toast,  and 
dinner  would  be  “a  piece  of 
meat.” 

When  Dr.  Torem  met  with 
Marsha,  she  told  him  that  there 
was  a voice  — someone  inside  her 


— who  told  her  she  was  fat  and 
must  not  eat. 

The  claim  of  a “voice”  caused 
Dr.  Torem  to  hypnotize  his 
patient,  and  from  this  procedure, 
he  learned  that  Marsha  consisted 
of  several  different  ego  states. 

“We  learn  in  psychiatry  that  if 
a patient  hears  voices,  it  is  the 
result  of  an  organic  brain 
syndrome  or  schizophrenia.  But 
just  because  someone  hears  voices, 
it  does  not  automatically  mean 
that  a patient  has  a split 
personality.”  According  to  Dr. 
Torem,  hearing  a voice  could  also 
mean  that  a patient’s  ego  state  is 
at  work. 

An  ego  state  is  an  organic 
system  of  behavior  and  experiences 
whose  elements  are  bound  together 
by  a common  principle,  he 
defines.  Then,  he  breaks  the 
definition  down  a bit  further:  “It 
is  that  sub-section  of  the  self 
which  is  separated  from  the  rest 
by  a permeable  boundary.” 

He  gives,  as  an  example,  the 
adult  who,  one  moment,  can  get 
down  on  the  floor  and  talk  baby- 
talk  to  a child,  and  the  next 
moment,  be  on  the  phone 
conducting  business. 

An  eating  disorder  patient 
makes  that  same  kind  of  shift  — 
but  in  one  ego  state,  she’s  telling 
herself,  “you’re  fat,  don’t  touch 
that  food,”  while  another  ego 
state  is  telling  her  she  must  eat  in 
order  to  survive. 

“There  is  naturally  a great  deal 
of  confusion  for  these  patients, 
who  are  virtually  playing  a tug-of- 
war  with  food.  They  are  hearing 
others  say,  ‘you’ve  really  lost 
weight,’  and,  ‘you’re  thin,’  while 
listening  to  one  ego  state  tell  them 
they’re  fat  and  another  one  tell 
them  they  must  eat.  As  a result, 
there  is  a great  amount  of 
fragmentation  in  these  patients. 

You  often  hear  them  using  ‘he,’ 
‘she,’  or  ‘it,’  when  they  refer  to 
themselves,”  he  says.  Another 

continued  on  p.  880 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  can  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  are  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 


lessly  alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients,  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 


Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


PMIs help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P.O.  Box  8052 

Rolling  Meadows,  IL  60008 

(Please  print) 

Name 

Address 

City 

State/Zip 

Number 

of  pads  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  Alkaloids  and 

Barbiturates 

012  Benzodiazepines 

004  Beta-Blockers 

009  Cephalosporins — Oral 

032  Chloramphenicol — Oral 

017  Cimetidine 

031  Clindamycin/Lincomycin — Oral 

016  Corticosteroids — Oral 

006  Coumarin-Type  Anticoagulants 


005 

Digitalis  Medicines 

039 

Verapamil 

034 

Ergot  Derivatives 

028 

Xanthine  Derivatives — Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

049 

Acetaminophen 

001 

Furosemide 

050 

Amiloride  and  with  Thiazide 

024 

Guanethidine 

043 

Antihistamines 

022 

Haloperidol 

047 

Aspirin 

023 

Hydralazine 

044 

Bronchodilator  Aerosols 

035 

Indomethacin 

054 

Clonidine 

015 

Insulin 

048 

Codeine 

038 

Iron  Supplements 

056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopa  and 

057 

Isotretinoin 

Levodopa 

059 

Methotrexate  (for  psoriasis) 

021 

Lithium 

055 

Methysergide 

014 

Methyldopa 

045 

Pentazocine — Oral 

030 

Metronidazole 

041 

Phenothiazines 

040 

Nifedipine 

058 

Potassium  Supplements 

013 

Nitroglycerin 

052 

Prazosin 

Sublingual  Tablets 

046 

Propoxyphene  and  with  Aspirin 
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Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

053 

Spironolactone  and  with  Thiazide 

007 

Oral  Antidiabetes  Medicines 

060 

Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins — Oral 

051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

042 

Tricyclic  Antidepressants 

Oxyphenbutazone 

019  Phenytoin 

037  Quinidine/Procainamide 

020  Sulfonamides 
008  Tetracyclines 
002  Thiazide  Diuretics 
029  Thyroid  Replacement 
025  Valproic  Acid 


$ 1.00 


Total  number  of  pads  (5  pad  minimum 
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Residents  of  IL  and  NY  must 

add  appropriate  sale  tax  to  subtotal 

Total  payment  (check  enclosed) 


$ 


858 


The  Ohio  State  Medical  Journal 


SHHHMMimi 


lb:  M 


How  to  Treat  the 
Overweight  Patient 

By  Susan  Porter 


“Lose  weight.” 

This  easy-to-say  but  difficult-to- 
follow  advice  has  long  been 
prescribed  by  physicians  — 
particularly  during  the  annual 
check-up,  when  for  some  patients, 
that  brief  stand  on  the  scales  has 
become  as  dreaded  as  a day  in 
court. 

Yet  these  words  are  spoken  with 
increasing  frequency  by  doctors,  as 
more  and  more  studies  are 
released  linking  obesity  to  various 
forms  of  heart  disease,  cancer, 
diabetes,  hypertension  and  other 
serious  disorders. 

In  addition,  more  and  more 
patients  are  hearing  these  words  as 
the  American  population  as  a 
whole  grows  older  — and  gets 
heavier. 

But  how  helpful  — or  realistic 
— is  this  prescription  for  better 
health  and  fitness? 

Not  very,  says  David  Garner, 


director  of  research  in  the 
Department  of  Psychiatry  at 
Toronto  General  Hospital  in 
Ontario,  Canada,  and  associate 
professor  at  the  University  of 
Toronto,  who  spoke  at  the  Fourth 
National  Conference  on  Eating 
Disorders  held  in  Columbus  this 
past  October. 

In  fact,  too  much  emphasis  on 
dieting  can  actually  be  harmful  to 
a patient’s  health,  at  least  two 
physicians  experienced  with  eating 
disorders  in  the  state  agree. 

Garner,  who  conducted  a 
seminar  entitled  “Why  Obesity 
Should  Not  Be  Treated,”  believes 
that  individuals  who  do  not 
conform  to  the  slim-and-trim  body 
images  portrayed  on  TV, 
magazines  and  billboards  are  too 
often  pressured  by  friends, 
parents,  spouses  and  physicians  to 
lose  weight.  And  yet  — as  most 
physicians  and  patients  have 
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discovered  over  the  years  — more 
frequently  than  not,  those  pounds 
continue  to  add  up,  rather  than  to 
diminish. 

Ironically,  at  the  same  time, 
dieting  has  become  an  obsession 
with  much  of  the  American 
public.  “It’s  a multi-billion  dollar 
industry,”  Garner  says,  pointing 
to  newspaper  and  magazine  ads 
which  promise  that  one  can  “lose 
20  pounds  in  6 weeks!”  or  “lose 
4-15  inches  on  your  1st  visit  or 
pay  nothing!” 

Particularly  for  women,  dieting 
is  an  expected  social  behavior, 
says  Katherine  Dixon,  MD,  a 
Columbus  psychiatrist  and  director 
of  the  Eating  Disorders  Unit  at 
Upham  Hall,  Ohio  State 
University.  “It  is  culturally 
expected  that  all  women  — even 
normal-weight  women  — should 
diet,”  Dr.  Dixon  says.  “Every 
woman’s  magazine  contains 
articles  on  food,  exercise  and 
dieting,”  she  points  out.  “And  no 
woman  should  be  expected  to  look 
like  the  models.” 

All  too  often,  patients  who  feel 
or  who  are  told  they  should  lose 
weight  turn  to  quick  and  unsound 
weight-loss  programs  that  not  only 
make  empty  promises  but  may 
also  be  hazardous  to  their  health, 
both  agree.  “There  is  no  medical 
or  scientific  support  for  the  claims 
made  by  many  of  these 
programs,”  Garner  says,  “and 
people  have  to  know  they’re 
ridiculous.  But  the  magnitude  of 
their  desperation  is  often  so  great 
that  they’re  willing  to  take  a 
chance.” 

Even  many  serious  weight-loss 
programs  based  on  low-calorie 
menus  accompanied  by  exercise 
“use  starvation  techniques  that  are 
medically  unsound,”  Dr.  Dixon 
says. 

And  all  diets  — regardless  of 
their  particular  means  of  menus  — 
have  proven  to  be  dismal  failures 


for  the  majority  of  patients,  says 
Garner,  particularly  when  their 
long-term  results  are  taken  into 
consideration. 

“Six-month  follow-up  studies 
may  show  that  most  dieters  lose 
weight  and  keep  it  off,”  he  says. 
“However,  two  years  later,  40 % 
have  gained  it  all  back,  and,  seven 
years  later,  all  but  5%  are  back  to 
their  pre-diet  weights. 

“I  don’t  know  of  any  other 
form  of  treatment  that  shows  a 
95%  failure  rate  — and  yet  is 
recommended  so  frequently  or 
enthusiastically,”  he  says. 

Janet  Bixel,  MD,  an 
endocrinologist  in  private  practice 
in  Columbus  who  frequently  asks 


“I  don’t  know  of 
any  other  form  of 
treatment  that 
shows  a 95% 
failure  rate  — and 
yet  is  recommended 
so  frequently  or 
enthusiastically.” 


overweight  patients  with  special 
health  problems  to  reduce  their 
weight,  agrees  that  success  rates 
are  often  low.  “But  not  every 
dieter  fails,”  she  says.  “Some 
patients  are  shining  successes.” 

In  addition,  success  is  relative  to 
the  patient  and  his  or  her 
condition.  “I  may  have  a patient 
who  weighs  230  pounds  who  may 
drop  her  weight  to  210  pounds,” 
she  says.  “And  while  the  patient  is 
still  considered  overweight  by  most 
standards,  if  this  makes  it  easier 
to  control  her  diabetes  or  high 


blood  pressure,  then  I consider  the 
diet  a success.” 

Those  patients  who  need  to  lose 
weight  as  part  of  a specific 
treatment  for  conditions  such  as 
non-insulin  dependent  diabetes 
mellitus  are  generally  much  more 
inclined  to  lose  pounds  than  those 
who  are  simply  hoping  for  a 
slimmer  figure,  she  points  out.  “A 
heart  attack  is  usually  a 
sufficiently  dramatic  event  that 
motivates  patients  to  change  their 
eating  habits,”  she  says. 

On  the  other  hand,  routinely 
suggesting  weight  loss  to  an 
overweight  patient  who  presents 
no  evidence  of  medical 
complications  is  another  matter, 
she  admits.  “Some  patients  may 
be  50  or  60  pounds  overweight,” 
she  says,  “and  for  their  own 
reasons,  they  have  chosen  not  to 
do  anything  about  it.  I’m  not  sure 
that  I should  rock  the  boat  if  it’s 
not  warranted  by  their  medical 
condition.” 

And  both  patients  and 
physicians  need  to  recognize  that 
what  is  “overweight”  for  one 
patient  may  be  a normal  weight 
for  another,”  says  Dr.  Dixon. 
“There  is  such  variation  in  body 
shape  and  size  that  it’s  hard  to 
come  up  with  meaningful 
standards,”  she  says. 

Perhaps  the  standards  most 
commonly  used  are  the 
Metropolitan  Life  Insurance 
company  tables  which  were 
updated  two  years  ago  to  include 
an  additional  four  to  five  pounds 
for  each  category,  Garner  points 
out.  Obesity  is  commonly  defined 
as  20%  above  the  desired  weights 
as  specified  by  these  tables  — yet 
the  weight  tables  do  not  take  into 
consideration  factors  like  muscle 
tone,  the  amount  of  fat  or  its 
distribution. 

Yet  there  is  a natural  urge  for 
physicians  using  these  charts  to 
want  to  reprimand  a patient  for 
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his  or  her  “overweight”  condition 
and  to  assume  that  little  effort  has 
been  made  by  the  patient  to 
control  his  or  her  “condition.” 
Part  of  the  reason  for  this  concern 
is  that  future  health  risks  may  be 
anticipated,  says  Dr.  Bixel.  “If 
mom  and  dad  had  non-insulin 
dependent  diabetes  or  there  is  a 
history  of  heart  disease  in  the 
family  and  the  patient  is  20 
pounds  overweight,  then  the 
patient  should  be  made  aware  of 
the  risks,”  says  Dr.  Bixel. 

However,  there  is  also  a 
tendency  for  physicians  — and 
society-as-a-whole  — to  make 
certain  assumptions  about  the 
overweight  individual,  based  on 
preconceived  notions  about  obesity 
and  the  obese. 

According  to  Garner,  “We  all 
seem  to  assume  that  the  obese  eat 
more  than  the  non-obese  — and 
that  their  condition  is  due  to 
overeating.  And  yet  studies  show 
that  obese  people  eat  less  than  or 
the  same  amount  as  thin  people. 
Some  obese  people  may  overeat  — 
but  then  so  do  a lot  of  thin 
people.  And  we  would  never 
accuse  a thin  person  of 
overeating.” 

A second  misconception  about 
the  obese  is  that  they  suffer  from 
emotional  disturbances  which  are, 
in  part,  a cause  of  their  condition, 
says  Garner.  “And  yet  medical 
and  psychological  population 
studies  show  that  personality  and 
level-of-adjustment  factors  bear 
little  association  to  obesity  in 
adults  or  children,”  he  says. 

While  many  overweight  people 
admittedly  suffer  from  low  self- 
esteem, it  is  conceivable  that 
society’s  critical  and 
unsympathetic  attitude  toward 
them  is  a part  of  the  problem, 
according  to  Garner.  “Chubby 
children  are  considered  less 
likeable  than  other  children,”  he 
says.  Also,  “some  studies  have 
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been  done  based  on  those  obese 
individuals  who  have  sought  help 
for  emotional  problems”  — so  it 
is  automatically  assumed  there 
must  be  a cause-effect 
relationship. 

A third  assumption,  according 
to  Garner,  is  that  obesity  is 
associated  with  increased 
mortality  and  morbidity. 

“It’s  true  that 
hypertension  and  obesity 
have  been  linked,”  he 
says,  along  with  other 
disorders  and  illnesses. 

And  yet  again,  he  adds,, 
many  assume  a cause 
effect  relationship 
that  may  or  may 
not  exist.  “It  is 
possible  that  these 
conditions  simply 
coexist,”  he  says,  i 

Still,  says  Dr. 

Bixel,  it  has 
been  proven  that 
certain  conditions  \ 
will  improve 
with  weight 
loss.  “If  you 
lose  weight,  your 
blood  pressure  \i 
will  go  down  — 
at  least  for  the 
majority  of 
people,”  she  says. 

This  link  between 
obesity  and  health  was 
also  addressed  recently 
by  the  National  Institutes  of 
Health  which  called  a special 
Consensus  Development 
Conference  to  review  the  literature 
and  research  on  obesity. 

According  to  an  article  in  the 
October  11  issue  of  the  Journal  of 
the  American  Medical  Association , 
the  conference  results  indicated 
that  “persons  who  ranked  above 
the  85th  percentile  in  terms  of 
body  mass  index  (ratio  of  weight 
in  kilograms  to  the  square  of 
height  in  square  meters)  have  a 
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significantly  higher  prevalence  of 
hypertension,  hypercholesterolemia 
and  non-insulin-dependent  diabetes 
mellitus.” 

After  reviewing  the  literature 
and  listening  to  expert  testimony, 
the  panel  also  reported  that 
“mortality  from  cancers  of  the 
colon,  rectum,  and  prostate  is 
higher  in  obese  men  and  from 
cancers  of  the  breast,  uterus, 
ovaries,  gallbladder  and  biliary 
passages  in  obese  woman  than  it  is 
in  normal-weight  persons  the  same 
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age.” 

Also,  according  to  the  JAMA 
article,  ‘‘Statistics  from  various 
studies  indicate  that  the  greater  the 
degree  of  overweight,  the  higher 
the  excess  death  rate,  particularly 
in  young  people.” 

Yet  Garner  points  out  that  this 
same  literature  shows  that 
underweight  people  are  at  an  even 
greater  risk  of  early  death  and  are 
more  prone  to  other  serious 
disorders,  including  certain  forms 
of  cancer,  emphysema  and 
osteoporosis. 

What’s  more,  dieting  itself 
carries  many  side  effects,  he  says. 

“Many  negative  factors  enter 
into  weight  loss  programs, 
including  increased  smoking, 
increased  consumption  of  coffee, 
tea  and  spices,  gum  chewing,  food 
preoccupation,  depression, 
overanxiety,  social  withdrawal, 
apathy,  and  a lack  of 
concentration,”  he  says. 

In  addition,  says  Garner,  those 
forced  to  follow  strict,  low-calorie 
diets  often  suffer  from  sleep 
disorders,  gastro-intestinal 
disturbances,  hyperactivity,  light 
and  noise  sensitivity,  and  edema. 

And  in  order  to  be  considered 
successful  at  dieting  and  to  reach 
and  maintain  “normal”  weight 
levels,  those  with  an  inherited 
tendency  toward  obesity  may  be 
condemned  to  a life-long  regimen 
of  grapefruit,  cottage  cheese  and 
melba  toast. 

“We  used  to  think  that  people 
were  lying  when  they  told  us  they 
were  dieting  — and  yet  couldn’t 
lose  weight,”  says  Dr.  Bixel.  “But 
I’ve  become  convinced  they  are 
telling  the  truth  — that  there  are 
some  individuals  who  can  eat  only 
600-800  calories  a day  if  they  hope 
to  lose  weight  and  keep  it  off. 

“When  you  think  about  it,  their 


bodies  are  extremely  efficient,” 
she  continues.  “These  people 
would  outlive  us  all  in 
concentration  camps.  This  may  be 
one  reason  why  there  are  so  many 
overweight  people  in  America 
today.  Those  settlers  who  survived 
used  what  food  they  could  get 
efficiently  — and  they  passed 
these  genes  along  to  their 
offspring.” 

Garner  agrees,  pointing  to  one 
proposal  explaining  why  most 
individuals  have  difficulty  losing 
weight  called  the  “setpoint 
theory.”  “There  is  evidence  that 


“There  is  evidence 
that  the  body 
defends  a certain 
physiologically- 
programmed 
weight,  which  is 
known  as  its 
setpoint.’’ 


the  body  defends  a certain 
physiologically-programmed 
weight,”  he  explains,  which  is 
known  as  its  setpoint.  It  makes 
sense  with  evolution,  that  the  body 
would  have  some  mechanisms  to 
keep  its  weight  in  tight  rein  when 
there  is  little  food  available.” 

The  individual  who  diets, 
therefore,  simply  forces  his  or  her 
body  to  use  food  more  efficiently. 
“The  body  hangs  on  to  the 
calories  in  the  face  of  starvation 
and  death,”  he  says,  and  thus 
weight  loss  slows. 

Following  a stringent  diet  and 
subsequent  weight  loss,  therefore, 


the  body  may  continue  to  use 
food  more  efficiently,  thereby 
spurring  rapid  weight  gain  with  a 
return  to  normal  eating.  Repeated 
dieting  may  also  force  the  setpoint 
upwards,  so  that  the  individual 
reaches  an  even  higher  weight 
following  every  attempt  to  lose 
weight. 

While  theories  like  these  have 
yet  to  be  proven,  says  Dr.  Bixel, 
physicians  should  take  care  in  how 
they  approach  their  patients 
concerning  weight  loss  and 
recognize  that  numerous  factors 
contribute  to  that  reading  on  the 
scale. 

“It’s  a good  idea  for  physicians 
to  first  check  for  medical 
complications  — evidence  of 
diabetes,  or  high  blood  pressure, 
blood  sugar,  cholesterol  and 
triglyceride  levels  — before 
recommending  that  a patient 
diet,”  she  says.  “And  also  check 
for  endocrine  problems  — it  used 
to  be  that  every  overweight  patient 
thought  she  had  a thyroid 
problem,”  she  says.  “Although 
these  are  very  rare,  it  makes 
treatment  easier  if  you  find  one.” 

Physicians  also  need  to  give 
their  patients  guidelines  on  how  to 
choose  a sound  and  healthy 
weight-loss  program,  as  well  as 
suggestions  on  how  to  avoid  fad 
diets,  she  says.  And  if  medical 
complications  exist,  individualized 
diets  should  be  worked  out  for  the 
patient  through  consultation  with 
a registered  dietician. 

Any  patient  who  shows  some 
dramatic  weight  loss  at  check-up 
time  should  be  questioned  by  the 
physician  as  to  his  or  her  method 
of  losing  weight.  And  normal- 
weight  patients  who  express  undue 
concern  about  their  weight  need 
careful  follow-up  and  consultation 
to  prevent  the  development  of  an 
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What  MDs  think  about  obese  patients 


How  often  do  physicians  bring 
up  matters  of  dieting  and  exercise 
with  their  patients?  Frequently  — 
according  to  a report  entitled 
“Diet  and  Lifestyle:  Areas  of 
Physician-Patient  Dialogue,” 
published  in  September  by  the 
California  Medical  Association. 

Three  out  of  four  of  the 
physicians  surveyed  who  are  in 
general  and  family  practice  or  in 
medical  specialties  said  they 
“often”  discuss  nutrition  and 
lifestyles  with  their  patients,  the 
report  states.  Although  surgeons  in 
general  discuss  these  matters  only 
occasionally,  over  three-fourths  of 
all  obstetrician/gynecologists  bring 
them  up. 

Almost  half  of  the  physicians 
surveyed  for  the  report  said  they 
recommend  low-salt  and/or  low- 
calorie  diets  to  “many”  of  their 
patients.  Low-salt  diets  are 


discussed  most  frequently  by 
cardiologists  (96.3%)  and  by 
internists  (84.8%). 

While  the  subject  of  dieting  is 
most  frequently  brought  up  by 
general  and  family  practitioners, 
most  surgeons  also  recommend 
low-calorie  diets  to  at  least 
“some”  of  their  patients,  as  do 
internists  and  cardiologists. 

Two-thirds  of  all  general  and 
family  practitioners  recommend 
low-cholesterol/low-fat  diets  to 
their  patients.  However,  few 
pediatricians  bring  up  this  subject. 

Two-thirds  of  those  general  and 
family  practitioners  responding  to 
the  survey  said  they  discuss 
exercise  with  their  patients. 
Cardiologists  and  internists, 
obstetrician/gynecologists  and 
orthopedic  surgeons  are  also  likely 
to  recommend  exercise  programs 
for  their  patients.  — Susan  Porter 


eating  disorder  such  as  anorexia  or 
bulimia  (see  related  story  in  this 
issue). 

“A  lot  of  times,  if  you  can  get 
to  a patient  early  enough  and  let 
her  know  about  the  dangers  of 
getting  too  thin,  you  can  prevent 
her  from  developing  an  eating 
disorder,”  Dr.  Bixel  says.  All 
pediatricians  and  personal 
physicians  should  closely  monitor 
any  patient  who  appears  to  be 
losing  significant  amounts  of 
weight,  she  adds. 

And  finally,  physicians,  along 
with  society-at-large,  need  to 
change  their  attitudes  toward  the 
obese,  Garner,  Dr.  Bixel  and  Dr. 
Dixon  agree. 

Overweight  people  are  often 
viewed  as  lazy,  sloppy  and 
dishonest  individuals,  says  Garner, 
who  have  little  personal  stamina 
or  will  power.  “The  obese  are 
clearly  seen  in  negative  terms,”  he 
says.  “It’s  a form  of  social 
prejudice  that  is  unprecedented.” 

And  physicians  often  add  to  the 
problem,  particularly  those  with 
stereotypical  attitudes  toward  the 
obese.  According  to  an  article 
published  in  the  Spring  1982 
International  Journal  of  Eating 
Disorders,  one  study  showed  that 
the  large  majority  of  one  group  of 
physicians  and  medical  students 
surveyed  judged  their  overweight 
patients  to  be  slow,  stupid, 
unsuccessful,  weak,  passive,  not 
nice,  unhappy,  weak-willed,  ugly 
and  awkward. 

“It’s  not  that  we  deliberately  try 
to  make  patients  feel  guilty,”  says 
Dr.  Bixel.  “And  yet  by  bringing 
up  their  weight,  patients  often  feel 
we  are  criticizing  them.  Most 
obese  people  are  very  sensitive 
about  their  weight  and  already  feel 
guilty  about  their  condition.  A lot 
of  times,  we  just  make  them  feel 


worse.” 

Recognizing  that  many 
overweight  individuals  are  doing 
the  best  they  can  to  stay  healthy 
and  fit  — despite  low  success  rates 
at  losing  pounds  — is  also  an 
important  aspect  of  treating  the 
overweight  patient,  says  Dr.  Bixel. 
“Some  patients  come  into  my 
office  really  distressed,”  she  says. 
“They  claim  that  they  followed 
their  diets  and  exercised  regularly 
— yet  they  are  upset  and 
depressed  for  not  having  lost  any 
weight.  When  a patient  is  this 
upset,  it  is  not  helpful  to 
criticize.” 

Garner,  on  the  other  hand,  feels 


that  “obesity  should  almost  never 
be  treated.” 

Instead,  he  suggests,  the  obese 
need  to  be  recognized  as 
individuals  at  the  high  end  of  a 
wide  continium  of  weight  ranges 
— all  of  which  may  be  “normal” 
for  those  individuals. 

“We  all  widely  recognize  that  it 
is  ‘normal’  for  some  people  to  be 
tall  and  others  to  be  short,”  he 
says.  “And  yet  we  don’t  ask  the 
short  person  to  go  through  all 
sorts  of  impossible  and  drastic 
measures  to  try  and  become  taller, 
just  because  he  or  she  may  be 
below  the  norm.” 

continued  on  page  886 
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Agency  Reference 

To  find  the  PICO  agent(s)  in  your  areaf  consult  the  listing  below. 


AKRON 

Yank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  836-8866 

ASHTABULA 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 
(Also  serving  Conneaut) 

BOWLING  GREEN 

Bartlett  Insurance  Agency 
121  East  Court 
Bowling  Green,  Ohio  43402 
(419)  352-2573 

CANTON 

■rank  B.  Hall  & Co.  of  Ohio,  Inc. 
2603  West  Market  Street 
Suite  220 

Akron,  Ohio  44313 
(216)  452-1366 

CINCINNATI 

Rudd-Pomery  Agency 
239  West  Court  Street 
Cincinnati,  Ohio  45202 
(513)  721-7766 
S.P.  Agency,  Inc. 

1811  Losantiville 
Cincinnati,  Ohio  45237 
(513)  531-8700 

Wilder  & Associates,  Inc. 

125  East  Court  Street  #301 
Cincinnati,  Ohio  45202 
(513)  381-3100 

Thomas  E.  Wood,  Inc. 

1500  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6339 

CLEVELAND 

Dennis  Insurance  Agency,  Inc. 

150  East  Sprague  Road 
Broadview  Heights,  Ohio  44147 
(216)  526-5700 

John  M.  Haas  Insurance 
26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 
24545  Sprague  Road 
Columbia  Station,  Ohio  44028 
(216)  235-8585 


R.  Macknin  Insurance  Agency,  Inc. 

3681  Green  Road 
Beachwood,  Ohio  44122 
(216)  464-4080 

Stockdale  Insurance  Agency 
24600  Center  Ridge  Road 

Suite  133,  King  James  Office  Park 
Westlake,  Ohio  44145 
(216)  835-6950 

United  Agencies  Inc. 

1550  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

COLUMBUS 

Neil  Governor  & Associates 

1925  East  Dublin-Granville  Road 
Suite  200 

Columbus,  Ohio  43229 
(614)  846-0803 

Grubers'  Columbus  Agency,  Inc. 
3040  Riverside  Drive 
Columbus,  Ohio  43221 
(614)  486-0611 

Hoag  & Hoag,  Inc. 

65  South  Fifth  Street 
Columbus,  Ohio  43215 
(614)  224-7166 

Insurance  Office  of  Central  Ohio 
38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)  221-5471 

The  Johnson  Insurance  Agency 
3029  Sullivant  Avenue 
Columbus,  Ohio  43204 
(614)  276-1600 

McCaffrey  Insurance  Agency 
921  Chatham  Lane 
Columbus,  Ohio  43221 
(614)  451-3808 

COSHOCTON 

Blackson  Insurance  Agency 
617  Chestnut  Street 
P.O.  Box  689 
Coshocton,  Ohio  43812 
(614)  622-1363 

DAYTON 

Baldwin  & Whitney  Agency,  Inc. 

7 East  Fourth  Street,  Suite  924 
Dayton,  Ohio  45402 
(513)  223-3181 


ELYRIA 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Lorain:  (216)  244-3228 

GALLIPOLIS 

Saunders-Evans  Insurance,  Inc. 
437  Second  Avenue 
Gallipolis,  Ohio  45631 
(614)  446-0404 

IRONTON 

Joe  Hurley  Insurance  Agency,  Inc. 
511  Kemp  Avenue 
P.O.  Box  636 
Ironton,  Ohio  45638 
(614)  532-8712 
(Also  serving  Gallia  and 
Scioto  Counties) 

KENT 

W.W.  Reed  & Son 
141  East  Main  Street 
Kent,  Ohio  44240 
(216)  673-5838 

LIMA 

Stolly  Insurance,  Inc. 

1730  Allentown  Road 
Lima,  Ohio  45805 
(419)  227-2570 

MEDINA 

Dennis  Insurance  Agency,  Inc. 
9859  Pawnee  Road 
West  Salem,  Ohio  44287 
Medina  County:  (216)  948-2345 

Humphrey  & Cavagna 
Insurance  Agency 
507  Broad  Street 
Elyria,  Ohio  44035 
(216)  322-5477 
Cleveland:  (216)  734-0977 

MIDDLETOWN 

Insurance  Associates  of  Middletown 
One  North  Main  Street 
Middletown,  Ohio  45042 
(513)  424-2481 
(Serving  Butler  and 
Warren  Counties) 


PLYMOUTH 

Utz  Insurance  Agency 
P.O.  Box  167 
Plymouth,  Ohio  44865 
(419)  687-6252 

SPRINGFIELD 

Wallace  and  Turner 
616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)  324-8492 

STEUBENVILLE 

Sanford  W.  Berman  Agency 
423  Washington  Street 
P.O.  Box  878 
Steubenville,  Ohio  43952 
(614)  282-9736 

TOLEDO 

Brooks  Insurance  Agency,  Inc. 
1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)  243-1191 

Palmer-Blair  Insurance  Agency  Co. 
605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)  248-4141 

WARREN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
Ohio  toll-free:  800-362-6577 

WILMINGTON 

Bacon  & Associates  Agency  Inc. 
683  N.  Lincoln  Street 
P.O.  Box  111 
Wilmington,  Ohio  45177 
(513)  382-6695 

YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 
Ohio  toll-free:  800-362-6577 
(Also  serving  Columbiana,  Salem 
and  East  Liverpool) 

ZANESVILLE 

Miller-Lynn  Insurance  Service,  Inc. 
North  Fifth  Street 
Zanesville,  Ohio  43701 
(614)  452-9975 
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Physicians  Insurance  Company  of  Ohio 
American  Physicians  Life  Insurance  Company 
SMB  Financial  Planning,  Inc. 


sa 


What  do  these  three  companies 
have  in  common? 


Dependability.  Accountability. 

And  a proven  commitment  to  members 
of  the  Ohio  State  Medical  Association. 


As  your  personal  and  professional  situations  change,  so  can  your 
requirements  for  specialized  protection. 

PICO  and  its  subsidiaries  have  been  formed  to  serve  your  insurance 
and  financial  planning  needs. 

We  understand  your  concerns . . . and  we  can  solve  even  the  most 
complex  challenges  in  professional  planning. 


ffco 


Physicians  Insurance  Company  of  Ohic 

Professional  liability  coverage 
offering  primary  and  excess 
protection  at  the  limits  you 
require.  When  combined  with  a 
PICO  homeowners  and  auto 
policy  and  PICO  office  protection 
plan,  you  will  have  a convenient, 
comprehensive  insurance 
package. 


'AMERICAN  PHYSICIANS  LIFE 

Individual  protection  for  your  life, 
health  and  business  insurance 
needs.  APL  also  offers  group 
insurance  protection,  investment 
plans,  and  pension  and  profit 
sharing  plans  designed  for 
physicians  and  other  select 
markets. 


SMB 

Financial  Planning,  Inc. 

— 

Expert  financial  planning 
services  for  successful 
professionals.  SMB's  highly 
ndividualized  approach  assures 
that  the  direction  and  control  of 
your  financial  goals  remain  firmly 
in  your  hands. 


Call  or  write  us  for  further  information. . . or  contact  your  agent 


HOME  OFFICES:  BATES  DRIVE.  P.O.  BOX  281.  PICKERINGTON.  OHIO  43147 
(614)  864-7100  OR  TOLL  FREE  1-800-282-7515 
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Eating  Disorders 


PHYSICIANS  AND 
DIETITIANS  CAN  BE 

A TEAM! 

By  Janet  K.  Bixel,  MD,  and  Margaret  E.  Cox,  RD 


For  over  five  years, 
representatives  from  several 
voluntary  and  professional 
organizations  and  agencies 
concerned  with  high  blood 
pressure  control  in  Ohio  have  been 
meeting  in  Columbus,  not  to  make 
up  rules,  but  “to  promote 
coordinated,  continuing,  and, 
where  appropriate,  uniform 
statewide  approaches  to  high 
blood  pressure  control.” 

This  group  is  the  Ohio 
Hypertension  Council  and  is 
composed  of  organizations  actively 
involved  or  interested  in  high 
blood  pressure  programs  and 
activities. 

In  1979,  the  National  High 
Blood  Pressure  Education 
Program’s  “Statement  on  the  Role 
of  Dietary  Management  in 
Hypertension  Control” 
recommended  that  health 
practitioners  should  routinely 
consider  weight  and  sodium 
control  as  adjunctive  approaches 
for  high  blood  pressure  treatment. 
The  available  evidence  indicates 


that  moderate  sodium  reduction  to 
a level  of  2 gm  (2,000  mg,  85 
mEq)  would  probably  be  beneficial 
in  lowering  blood  pressure  for 
most  hypertensive  patients. 


Dietary  counseling 
is  time-consuming 
and  is  often 
glossed  over. 
Nevertheless,  the 
health  professional 
is  the  one  to  whom 
the  patient  turns. 


Moderate  weight  loss  has  had 
significant  effects  in  lowering 
blood  pressure  in  many  overweight 
hypertensive  patients  (Reisen, 

1978,  Stamler,  1980). 

The  1980  Report  of  the  Joint 


National  Committee  on  Detection, 
Evaluation  and  Treatment  of  High 
Blood  Pressure  states  that  dietary 
management  is  a reasonable  initial 
approach  and  may  be  considered 
definitive  therapy  if  it  reduces  and 
maintains  blood  pressure  at 
normal  levels  (NIH  Publication 
81-1088). 

Benefits  of  sodium  and/or 
weight  management  in  controlling 
high  blood  pressure  cannot  be 
ignored.  Dietary  approaches  share, 
with  pharmacological  approaches, 
similar  patient  adherence 
problems;  that  is,  making  and 
maintaining  therapeutic  changes. 
Many  patients  who  change  dietary 
habits  give  up  in  frustration  and 
many  physicians  have  unrealistic 
expectations  about  how  diet 
change  occurs.  Because  dietary 
counseling  is  time-consuming  and 
requires  special  efforts  and  follow- 
up, it  is  often  glossed  over  and  the 
patient  is  immediately  started  on  a 
pharmacologic  routine. 

Nevertheless,  the  health 
professional  is  an  educator  and 
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counselor  and  is  the  one  to  whom 
the  patient  turns  for  answers. 

Since  hypertension  is  a chronic 
disease  requiring  lifelong  therapy, 
many  physicians  advocate  a 
nonpharmacologic  approach. 
Alternative  therapies  include  diet, 
exercise  and  a variety  of 
behavioral  techniques.  Data  on  the 
effectiveness  of  nutritional  therapy 
for  hypertension  are  convincing. 
Before  electing  to  try  nutritional 
management  as  a substitute  for 
drug  treatment,  Dr.  Ray  Gifford 
(Mayo  Clinic  Pro.  55:651,  1980) 
cautions  that  the  physician  and  the 
patient  should  agree  that  if  the 
diastolic  pressure  does  not  reach 
an  established  goal  within  six 
months,  drug  therapy  will  be 
added  to  the  regimen. 

It  is  to  the  primary  physician 
that  the  most  recent  assistance  has 
come.  This  is  in  the  form  of  a 
“Report  of  the  Working  Group  on 
Critical  Patient  Behaviors  in  the 
Dietary  Management  of  High 
Blood  Pressure,”  August  1981, 
NIH  Publication  81-2269.  We 
would  call  your  attention  to  this 
booklet  by  highlighting  some  of 
the  points  made  and  by  the 
assistance  which  it  gives  to  the 
office-physician  who  has  as  his 
largest  group  of  patients  those 
with  the  diagnosis  of 
“hypertension.” 

The  Working  Group  identified 
10  patient  steps  through  which  the 
patient  proceeds  with  help  from 
the  professional,  recognizing  the 
roles  that  various  professionals  can 
play:  (see  sidebar:  The  10  Patient 
Steps.) 

It  is  obvious  that  preventive 
health  measures  must  play  a major 
role  in  the  control  of 
hypertension.  The  public  press  is 
reaffirming  this  and  patients  are 
asking  questions  (Time  3-15-82: 


Patient  Behaviors 

THE  10  PATIENT  STEPS 

Professional  Behaviors 

Step  1 Acknowledges 

— Gives  information  about  diagnosis,  goal 

Disease 

pressure,  consequences  of  untreated 

Step  2 Considers 

hypertension  and  benefits  of  control 

— Communicates  with  words  the  patient  can 
understand 

— Gives  patient  opportunity  to  express 
concerns  and  perceptions 

— Proposes  dietary  intervention 

effectiveness  of 

— Indicates  the  roles  of  patient  and 

dietary  measures 

professionals 

Step  3 Assesses  current 

— Encourages  family  participation 

— Helps  the  patient  learn  self-observation  and 

influences 

self-evaluation  skills 

Step  4 Acknowledges 

— Reinforces  self-evaluation 

— Helps  the  patient  to  be  realistic  (not  more 

that  change  is 

than  2 to  3 lb.  weight  loss  per  week) 

long-term 

— Encourage  patient  to  think  about  life 

Step  5 Develops 

situations  and  promote  behavioral 
expectations 

— Assess  learning  abilities 

strategy,  sets  goals 

— Helps  patient  learn  basic  principle  of  dietary 

Step  6 Plans  for  each 

management 

— Helps  patient  set  long-term  dietary  goals  as 
these  relate  to  blood  pressure  goals 

— Gives  information  on  community  assistance 
groups 

— Assists  in  choosing  change  steps 

change 

Example  — Removing  salt  shaker  from 

Step  7 Acts  to  change 

table;  Reading  food  labels 
— Available  for  help  or  encouragement 

Step  8 Assesses  success 

— Suggests  monitoring  techniques 

— Reinforces  success 

of  each  change 

— Helps  patient  resolve  problems 

Step  9 Assesses 

— Assists  in  selection  of  next  step  or  goal 

— Identify  positive  aspects 

— Proposes  and  discusses  changing  strategies 

attainment  of  blood 

or  different  dietary  goals 

pressure  goal 

— Proposes  and  discusses  other  treatment 

Step  10  Maintains  diet 

options 

— Primary  goal  is  blood  pressure  control 

— Assists  in  designing  a maintenance  plan 

changes 

— Establish  specific  criteria  for  contacts  for 

follow-up 
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continued 


Salt:  A New  Villain). 

Encouraging  active  patient 
involvement  (keeping  records  on 
food  intake)  enhances  patient 
acceptance  of  responsibility  for 
making  change  and  the 
professional  can  help  the  patient 
to  learn  the  skills  for  this.  Success 
in  meeting  the  short-term  goals  is 
the  most  important  motivator. 

Let’s  share  the  “Concepts, 
Knowledge,  and  Skills  Needed  by 
Professionals  Helping  Patients 
Make  Dietary  Changes  for  High 
Blood  Pressure  Control,”  from 
’81  Report.  Realistic  goal  setting  is 
as  important  for  the  professional 
as  for  the  patient. 

1.  Concept:  Be  familiar  with  the 
ways  weight  and/or  sodium 
control  may  reduce  blood 
pressure. 

2.  Concept:  Use  good 
communication  skills. 

— Use  open-ended  questions, 
and  show  a noncritical 
attitude  toward  patient’s 
eating  pattern  and  chosen 
life-style. 

3.  Concept:  Follow  practical 
counseling  guidelines 

— The  change  process  is  the 
responsibility  of  the 
patient.  The  skill  of  the 
professional  evaluates  and 
reinforces  progress  toward 
a stated  goal  and  to  act  as 
a facilitator  for  the  patient. 
Do  you  know? 

1.  Where  your  patient  eats 
his/her  meals?  Home, 
cafeteria,  vending  machines? 

2.  What  hours  he  works?  (Swing 
shifts  are  prevalent) 

3.  What  special  diet  he  may 
already  be  following?  (From 
another  physician  or  under  his 
neighbor’s  guidance?) 

4.  How  his  food  pattern  changes 
on  weekends,  or  off-duty 
times? 


5.  What,  if  any,  food  your 
patient  avoids  for  religious 
beliefs  or  customs? 

6.  What  kinds  and  how  many 
vitamins  or  minerals  your 
patient  may  be  taking?  (Kelp 
and  sea  salt  are  common  in 
“health  food”  and 
“supplements”) 

7.  What  household  remedies  your 
patient  takes  daily  for 
constipation  or  “heartburn?” 
(Alka-Seltzer,  baking  soda, 
and  Bi-So-Dol  are  in  many 
medicine  chests  and  used 
daily.) 

8.  What  the  patient’s  real  alcohol 
intake  is,  and  is  he  aware  of 
the  effects  of  alcohol  with  the 
medication  you  may  be 
prescribing? 


Do  you  know  where 
your  patient  eats, 
when,  how  his/her 
food  pattern 
changes  or  what 
special  diet  he/she 
may  already  be 
following? 


9.  Anything  about  the  activities 

your  patient  is  involved  in? 

a.  Watching  TV  for  5 hours 
every  day  (with  the 
accompanying  food  and 
drug  ads) 

b.  Taking  care  of  3 active 
children 

c.  Attending  meetings  4 
evenings/week  and 
grabbing  a snack  on  the 
way 

d.  Riding  a golf  cart  once  a 


week  and  calling  it 
exercise? 

e.  Swimming  at  the  “Y”  3 
times/week 

10.  Does  he  use  food  as  a reward? 

11.  Does  he  have  any  hobbies  or 
interests? 

All  of  these  enter  into  any  plan 
for  altering  eating  habits  and 
living  with  high  blood  pressure. 

Physicians  in  many  settings  may 
find  that  delegating  of  steps  in  the 
counseling  process  is  the  most 
effective  use  of  their  time.  The 
role  of  the  counseling  dietitian  in 
the  community  is  a growing  role. 
The  Community  Dietitian,  R.D., 
functions  as  a member  of  the 
health  team  in  assessing  nutritional 
needs  of  individuals  and/or 
groups.  She  is  able  to  develop  and 
implement  nutritional  care  plans 
and  evaluate  and  report  those 
results.  She  can  compile  or 
develop  educational  materials  and 
use  them  as  aids  in  nutrition 
education.  Studies  will  show  a 
direct  correlation  between 
aggressive  nutrition  care  and 
improved  health,  fewer  and 
shorter  hospitalizations,  and  lower 
health  care  costs  (Ross  Labs  — 
Timesaver  Vol.  6 #4,  September 
1979). 

Together  with  the  pharmacist, 
the  dietitian  may  be  the  one  who 
recognizes  the  drug-food 
interactions.  As  an  example, 
propanolol  and  metoprolol  have 
minimal  GI  side  effects,  but  when 
administered  with  food,  rather 
than  on  an  empty  stomach,  the 
amount  of  drug  absorbed  is 
greater  and  the  peak  serum  level  is 
significantly  higher  (Clinic 
Pharmacology  Therapy 
22:108-112,  1977). 

Sodium  restriction  also  enhances 
drug  therapy,  permitting  smaller 
antihypertensive  drug  dosages. 

Dietitians  providing  nutritional 
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care  serve  as  an  example  of 
planned  influence  in  a face-to-face 
interaction.  They  are  in  a 
particularly  crucial  role  to 
influence  patient  beliefs  regarding 
a condition  and  the  path  of  action 
to  follow  for  dietary  compliance 
and  to  mobilize  the  skills  needed. 
They  also  have  access  to  all 
related  food  and  nutrition 
information  and  to  data  bank 
information  on  nutrients,  serve  the 
community  as  volunteers  for  the 
public  access  to  “Dial  A 
Dietitian,”  stay  updated  by  the 
qualifications  of  their  own 


national  organization  for  criteria 
of  continuing  education  hours, 
and  serve  on  education  committees 
of  heart  and  kidney  associations. 

They  will  interview,  take  a diet 
history,  assist  the  patient  and 
concerned  others  in  establishing 
goals,  and  evaluate  progress. 

Blood  pressures  can  be  taken  at 
the  time  of  a visit  to  the  dietitian 
and  a report  made  to  the 
physician.  Questions  concerning 
the  use  of  salt  substitutes,  food 
additives  and  concerns  regarding 
food  labels  can  be  answered  at 
those  visits. 


The  physician  and  dietitian  can 
be  a team!  OSMA 


Janet  K.  Bixel,  MD,  is  an 
endocrinologist  practicing  in 
Columbus;  Margaret  E.  Cox  is  a 
registered  dietitian  in  Columbus. 


INFECTIONS  IN  SURGERY:  January 
23;  St.  Elizabeth  Hospital  Medical  Cen- 
ter, Youngstown;  sponsor:  St.  Elizabeth 
Hospital  Medical  Center;  3 credit  hours; 
no  fee;  contact:  Rashid  A.  Abdu,  M.D., 
St.  Elizabeth  Hospital  Medical  Center, 
1044  Belmont  Avenue,  Youngstown 
44501,  phone:  216/747-7211. 


Dx:  recurrent 


wan***  m 

EAST  HIGH  SI 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

‘Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

‘‘{In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

‘‘AH  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRPecin- 


® 


mum 


mm 


— 


In  Ohio  HERPECIN-L  is  available  at  all  Gray,  Kroger,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 
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On  nitrates, 
but  angina  still 
strikes... 


[ 


«r- 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 

These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome  irAivmi  .11  i 

(if  no  artificial  pacemaker  is  present)  ISOPTIN,  AQQ6CI 

and  second-  or  third-degree  AV  block.  jinfijifinffijil 

So,  the  next  time  a nitrate  is  not  enough,  add  QlllluIlylllCII  plUlCllLUli 

Isoptin . . .for  more  comprehensive  antianginal  without  beta-blocker 

protection  without  side  effects  which  may  , - „ 

cramp  an  active  life  style.  SIQ6  6tT6CtS. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g . , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  J.  Lucas,  M.D. 

2905  Burnet  Avenue 
Cincinnati,  Ohio  45202 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

William  J.  Marshall,  M.D. 

2600  Far  Hills  Avenue 
Dayton,  Ohio  45419 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

Thomas  R.  Leech,  M.D. 

718  W.  Market  St.,  Suite  050 
Lima,  Ohio  45801 

Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 

John  A.  Devany,  M.D. 

2743  W.  Central  Avenue 
Toledo,  Ohio  43606 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Donavin  A.  Baumgartner,  Jr.,  M.D. 
11311  Shaker  Boulevard 
Cleveland,  Ohio  44104 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

J.  James  Anderson,  M.D. 

5204  Mahoning  Ave.,  Suite  103 
Youngstown,  Ohio  44515 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  M.D. 

1220  Hughes  Avenue 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  M.D. 

Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Thomas  P.  Price,  Jr.,  M.D. 

Holzer  Medical  Clinic 
385  Jackson  Pike 
Gallipolis,  Ohio  45631 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

H.  William  Porterfield,  M.D. 

1100  Morse,  Road 
Columbus,  Ohio  43229 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 
D.  Ross  Irons,  M.D. 

813  Northwest  Street, 

Bellevue,  Ohio  44811 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Joseph  L.  Kloss,  M.D. 

185  W.  Cedar  St.,  Akron,  Ohio  44307 
Portage  and  Summit 
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Councilor  Commentary 


Ninth  District 
Thomas  P.  Price,  Jr., 


A little  soft-soap  was  all  it  took 
to  get  Thomas  P.  Price,  Jr.,  MD, 
involved  in  organized  medicine. 

“I  was  at  a local  car  wash 
about  15  years  ago,  when  Oscar 
Clarke  approached  me  regarding  a 
vacancy  that  had  just  occurred  in 
the  post  of  OSMA  delegate,”  he 
says. 

The  previous  delegate  had  just 
retired  from  practice  and  Dr. 
Clarke  asked  Dr.  Price  if  he 
would  like  the  position. 

“At  that  point,  I wasn’t  sure  I 
wanted  to  get  involved,”  he  now 
recalls,  “but  Oscar  told  me  to  try 
it  for  one  year,  and  if  I didn’t  like 
it,  I could  quit.” 

That  first  annual  meeting, 
though,  convinced  him  that  the 
OSMA  was  a “pretty  good 
outfit.” 

“I  ran  into  a lot  of  people  I 
knew  — quality  people,  who  were 
willing  to  give  up  their  time 
without  any  compensation.  I 
figured  I could  do  the  same.” 

A native  of  Cincinnati,  Dr. 

Price  received  his  medical  degree 
from  Northwestern  University  in 
1950,  where  he  also  completed  his 
undergraduate  work.  He  presently 
combines  his  work  as  an 
obstetrician/gynecologist  at  the 
Holzer  Medical  Center  Clinic  and 
Hospital  in  Gallipolis  with  his 


work  in  organized  medicine, 
including  positions  on  the  OSMA’s 
State  Legislation  Committee, 
Committee  on  Education,  and  its 
Auxiliary  Advisory  Committee,  as 
well  as  his  present  duties  as 
Councilor  from  the  Ninth  District 
representing  Gallia,  Hocking, 
Jackson,  Lawrence,  Meigs,  Pike, 
Scioto,  and  Vinton  counties. 

“It’s  largely  a rural  area,” 
explains  Dr.  Price.  “Every  county 
has  at  least  one  town,  but  they’re 
not  large  towns  by  any  means.” 

He  cites  Ironton  in  Lawrence 
County,  Gallipolis  in  Gallia 
County,  and  Portsmouth  in  Scioto 
as  examples. 

“For  the  most  part,  the 
physicians  here  are  general 
practitioners,  in  practice  by 
themselves  or  with  a partner. 
Group  practices  are  pretty 
uncommon  down  here,”  he  says. 

He  also  describes  this  area  — a 
fairly  large  one,  geographically 
speaking,  making  up 
approximately  150  miles  — as 
lacking  in  both  population  and 
wealth. 

“We  just  don’t  have  the  money 
that  other  counties  have,”  he  says 
(Jackson  County,  for  example,  has 
become  notorious  for  its  recent 
financial  struggles  to  avoid 
banruptcy);  so  he  sees  problems  in 


his  district  as  being  a little 
different  from  those  counties 
where  money  is  never,  really,  an 
issue. 

Of  course,  sometimes,  that 
“provincial  flavor”  works  to  their 
advantage. 

“HMOs  have  only  now  begun 
to  move  into  the  area,”  he  says, 
but  only  time  will  tell  whether  or 
not  the  region  will  support  them. 

“There  is  no  doubt  that  we 
have  a problem  with  physician 
shortage,”  he  says.  “Logan, 
Jackson,  and  Scioto  counties  are 
definitely  deficient  in  the  number 
of  physicians  practicing  there,  and 
Vinton  County  has  no  physicians 
who  are  OSMA  members.” 

Gallia  County  is  the  exception. 

“We  have  no  problem  attracting 
physicians  to  Gallipolis,”  he  says. 
The  clinic  care,  provided  by  the 
Holzer  Medical  Center,  attracts  a 
number  of  specialists,  and  they 
now  have  as  many  as  50 
physicians  on  staff,  he  adds. 

If  HMOs  were  to  pose  a 
competitive  threat  at  all  to  the 
area,  it  would  be  there  in 
Gallipolis  — but  Dr.  Price  says 
there  is  presently  no  animosity 
between  the  private  practice 
physicians  and  the  HMO  doctors. 

“Right  now,  I’d  say  we’re 
getting  along  very  well.” 
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Councilor  Commentary 

continued 


Thomas  P.  Price,  Jr.,  MD 


Just  how  well  they  will  continue 
to  get  along  may  soon  be  tested, 
as  DRGs  continue  to  pressure 
small  hospitals  to  close,  and  the 
competition  for  beds  gradually 
becomes  more  fierce. 

“The  DRG  reimbursement 
system  is  really  hurting  the  small 
hospitals  — all  over  Ohio  — but 
especially  in  this  district.  I don’t 
think  there  is  any  doubt  that  we 
will  be  losing  some  of  the 
hospitals  here,”  he  says,  adding, 
“it’s  really  only  a matter  of 
time.” 

Currently,  the  urban/rural 
differential  is  between  40  and 
50%,  he  says  (meaning  that  rural 
hospitals  are  being  reimbursed  at  a 


against  DRGs. 

“The  guys  in  the  big  cities  just 
don’t  see  what  we’re  up  against,” 
he  claims.  “They  don’t  even  want 
to  take  the  time  to  look  at  our 
problem.” 

Malpractice  is  another  problem 
Dr.  Price  says  he  is  seeing  in  his 
district  — “despite  the  fact  we’re 
a backwater  area,”  he  laughs. 

But,  as  he  so  coyly  puts  it  — 
“wherever  there  is  an  attorney, 
there  is  medical  malpractice.” 

If  help  on  this  — or  on  any  of 
the  problems  currently  facing 
medicine  (“we  get  all  of  them, 
just  watered  down,”  says  Dr. 
Price)  — is  to  come  at  all,  it  will 
have  to  come  through  organized 


“The  DRG  reimbursement  system  is 
really  hurting  the  small  hospitals  — all 
over  Ohio  — but  especially  in  this 
district.” 


rate  that’s  40  to  50  percent  less 
than  urban  hospitals). 

“A  lot  of  them  have  reached 
the  point  where  it’s  no  longer 
profitable  for  them  to  buy  any 
new  equipment,  and  without  that 
new  equipment,  they  don’t  stand  a 
chance,”  says  Dr.  Price. 

A year  ago,  20  small  Ohio 
hospitals  — including  some  from 
the  Ninth  District  — became 
involved  in  a legal  battle  with  the 
federal  government  to  have  the 
differential  factor  removed  from 
the  prospective  payment  system. 
The  case  was  thrown  out. 

“Everyone  was  sympathetic  to 
our  plight,  but  not  really  of  much 
help,”  he  says.  In  fact,  as  far  as 
he’s  concerned,  rural  medicine  is 
still  pretty  much  alone  in  its  battle 


medicine,  he  says. 

“The  doctors  who  practice  in 
my  district  are  largely  apolitical. 
They  want  to  be  left  alone  to 
practice,  and  not  get  involved  in 
the  legislative  or  political  processes 
that  have  become  so  important  in 
the  field  of  medicine  today.  They 
are  going  to  have  to  learn  to  get 
involved,  though,”  he  says  — but 
he  expresses  doubts  about  just 
how  soon  that  can  happen. 

“Getting  involved  in  organized 
medicine  means  making  a huge 
time  commitment  — and  a lot  of 
physicians  aren’t  willing  to  do  that 
yet,”  he  claims.  Then,  after  some 
thought,  he  quietly  adds: 

“But  they  don’t  know  just  how 
important  it  is  that  they  do.”  — 
Karen  S.  Edwards 
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While  many  of  our  colleagues  were  reading  about  the  strides  being  made  with  lasers 
in  increasing  the  efficiency  and  effectiveness  of  the  practice  of  medicine,  we  were  pioneering 
many  of  these  advanced  techniques  at  Grant  Medical  Center. 

Since  1976,  our  utilization  of  laser  surgery  techniques  has  built  the  expertise  that  has 
earned  Grant  its  reputation  as  one  of  the  nation’s  leaders  in  the  use  of  this  technology 

This  has  led  to  the  opening  of  our  new  state-of-the-art  Laser  Center.  This  multi-specialty 
center  has  14  different  lasers,  including  argon,  C02,  Nd:YAG  and  tunable  dye  lasers. 

They  are  available  for  your  use  in  general  and  thoracic  surgery,  gynecologic,  urologic, 
neurosurgery,  colon/rectal,  gastroenterology,  dermatology,  podiatry,  ophthalmology  and 
otolaryngology. 

You  are  invited  to  join  us  at  the  Grant  Laser  Center,  where  you  can  utilize  our  facilities 
as  part  of  your  practice.  Our  Laser  Surgery  Physician  Seminars,  which  can  lead  to 
certification,  are  also  available. 

The  Laser  Center  is  another  example  of  Grant  Medical  Center’s  belief  that  assisting 
physicians  with  advanced  technology  is  the  way  to  maintain  the  highest  level  of  patient  care. 

For  more  information,  please  call  us  at  (614)  461-3096.  And  join  the  next  generation 
of  surgeons  today. 


Grant 

Medical 

Center 


A GrantCare  Provider 


Grant  Medical  Center 
111  South  Grant  Avenue 
Columbus,  Ohio  43215 


Your  best  care,  Columbus 
is  our  only7  concern. 


Councilor  Commentary 


Tenth  District 
H.  William  Porterfield,  MD 


For  many  young  physicians  just 
starting  out  in  practice,  juggling 
finances,  drawing  patients  and 
becoming  established  in  the 
medical  community  is  more  than  a 
full-time  job  — leaving  little  time 
for  involvement  in  outside 
activities.  But  for  H.  William 
Porterfield,  MD,  the  new  Tenth 
District  Councilor  of  the  Ohio 
State  Medical  Association,  there 
was  never  any  question  about 
taking  an  active  role  in  organized 
medicine. 

“I  think  that’s  a cop-out,”  he 
says  of  the  typical  “no  time” 
excuse  many  new  physicians  use 
for  not  joining  their  state  and 
local  societies.  “If  you  want  to  do 
something,  you  will  find  the  time 
to  do  it,”  he  says. 

And  involvement  is  particularly 
important  today,  he  says.  “There 
are  too  many  things  being  thrust 
upon  us  legislatively  that  affect 
our  patients  and  our  practices,  not 
to  get  involved.” 

Dr.  Porterfield’s  own 
involvement  in  organized  medicine 
started  shortly  after  he  completed 
his  plastic  surgery  residency  at  the 


University  of  Indiana  Medical 
Center  and  came  to  Columbus  to 
join  Ohio  Plastic  Surgeons,  Inc.  in 
1960.  “I’ve  always  been  interested 
in  the  political  scene  — both 
medically  and  generally,”  he  says. 

Thus,  shortly  after  joining  the 
Academy  of  Medicine  of 
Columbus  and  Franklin  County, 
he  volunteered  to  become  a 
member  of  the  speaker’s  bureau 
and  to  go  out  into  the  community 
and  speak  out  on  those  issues 
impacting  medicine. 

The  topic  of  most  interest  soon 
became  the  proposed  Medicare  Bill 
which  eventually  took  effect  in 
1965.  “We  were  trying  to  help  the 
public  understand  that  the 
(Medicare)  program  was  ultimately 
going  to  be  very  expensive,”  he 
says.  “Our  estimation  was  that  the 
cost  factors  would  be  much  higher 
than  what  was  being  presented  in 
the  bill  — and  I think  that 
argument  has  proven  valid  with 
time.” 

Speakers  in  medicine  were  also 
needed  to  help  the  public 
understand  that  “we  were  not 
against  health  care  for  the 


elderly,”  he  continues.  “Our 
proposal,  however,  was  to  give  aid 
only  to  those  who  really  needed  it. 
Just  because  you  turn  65  doesn’t 
mean  you  automatically  have  no 
money  for  medical  care.”  Then 
and  now,  says  Dr.  Porterfield,  the 
financial  problems  plaguing 
Medicare  could  in  part  be  resolved 
if  a means  test  was  developed  to 
determine  those  who  truly  needed 
the  program. 

From  the  speaker’s  bureau,  Dr. 
Porterfield  went  on  to  become  the 
academy’s  legislative  committee 
chairman,  and  then  served  as 
secretary-treasurer  of  the  local 
society  during  1965  and  1966.  In 
1968  — at  the  age  of  37  — he 
became  the  youngest  physician  to 
be  elected  president  of  the 
Academy  of  Medicine  of 
Columbus  and  Franklin  County. 
That  same  year,  Dr.  Porterfield 
was  chosen  to  be  the  OSMA 
delegate  from  his  district  and,  two 
years  later,  he  was  elected 
alternate  delegate  to  the  AM  A.  In 
1975,  he  was  elected  delegate  to 
the  AMA  — and  he  has  served  in 
that  position  since  that  time. 
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Today,  the  Medicare  program 
still  presents  problems  for 
physicians  and  patients  alike,  he 
says.  “Time  has  proven  that  the 
arguments  we  had  concerning  the 
program  20  years  ago  were  very 
valid,”  he  says.  “That  is  why  we 
are  now  having  to  deal  with  a 
physician  fee  freeze,  cutbacks  in 
reimbursement  and  DRGs,”  he 
says. 

And  physicians  aren’t  the  only 
losers,  he  says.  Inadequate  funding 
of  the  program  could  well  lead  to 
denial  of  care  and  a lowering  of 
the  quality  of  care  provided, 
according  to  Dr.  Porterfield,  and 
may  ultimately  result  in  added  risk 
of  illness  and  death  for  patients. 

“The  physician  is  also  at  risk” 
— for  an  increased  number  of 
professional  liability  suits  — since 
“I’m  afraid  physicians  will  take 
the  blame  for  a lot  of  the  things 
being  forced  on  us  by  the 
bureaucracy,”  says  Dr. 

Porterfield.  “And  this  will  just 
further  fuel  the  fire  of  the 
malpractice  crisis,”  he  says. 

One  of  the  best  ways  physicians 
can  fight  back  is  through 
contributions  to  and  membership 
in  the  OSMA’s  Ohio  Medical 
Political  Action  Committee 
(OMPAC).  Dr.  Porterfield  served 
16  years  as  a member  of  the  board 
and  10  years  as  chairman.  It  is 
this  kind  of  organized  effort,  he 
believes,  that  gives  physicians  their 
most  effective  political  voice. 

Noting  the  ever-increasing  trend 
in  medicine  toward  specialization 
and  the  formation  of  numerous 
specialty  societies,  Dr.  Porterfield 
agrees  that  these  serve  an 
important  purpose.  In  fact,  he  has 
held  leadership  positions  in  a 


number  of  organizations  related  to 
his  specialty,  including  the 
American  Society  of  Plastic  and 
Reconstructive  Surgeons  and  the 
Ohio  Valley  Plastic  Surgery 
Society. 

However,  it  is 

counterproductive,  he  says,  when 
physicians  attempt  to  substitute 
these  memberships  for  those  in 
organizations  that  serve  medicine 
in  general.  “It  is  impossible  for 
fragmented  groups  to  have  any 
real  political  impact  at  the  state 
and  national  levels,”  he  says. 
“Physicians  need  to  understand 
that  where  the  big  picture  is 
involved,  we  need  a strong 
membership  at  both  the  OSMA 
and  the  AMA  levels  — or  we  will 
lose  whatever  voice  we  have.” 

Among  the  other  issues 
organized  medicine  is  struggling 
with  today  is  the  increasing 
amount  of  competition  in  the 
health  care  marketplace,  again  due 
largely  to  the  high  cost  of  care 
and  the  subsequent  formation  of 
alternative  delivery  systems. 

“There  has  been  a major  upheaval 
in  the  whole  system  of  health  care 
delivery  in  Ohio,”  he  says,  as  a 
result  of  these  systems  which 
include  HMOs,  PPOs,  and  IP  As. 

District  Ten,  which  largely 
covers  Central  Ohio,  “is  relatively 
quiet,”  Dr.  Porterfield  says.  “So 
far,  there  are  only  a handful  of 
HMOs  here,  and  they  have  not 
been  very  disruptive,”  he  says. 
“But  as  more  and  more  come  into 
being  over  the  next  12  to  24 
months,  there  will  be  a major 
change  in  the  manner  in  which 
health  care  is  delivered  in  this 
area.” 

It  was  for  this  reason  that  the 


H.  William  Porterfield,  MD 
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Announcing... An  authoritative  new  medical  reference 
from  the  American  Medical  Association 

AMA  Handbook  of  Poisonous 
and  Injurious  Plants 


An  easy-to-use  guide 
to  the  identification, 
diagnosis,  and 
management  of  human 
intoxications  from  plants 
and  mushrooms. 

Comprehensive 

Covers  the  important 
native  and  cultivated  plants 
of  the  United  States, 
Canada,  northern  Mexico, 
and  the  Caribbean. 

Authoritative 

Features  435  pages  drawn 
from  the  vast  scientific  re- 
sources of  the  American 
Medical  Association. 

Illustrated 

Includes  187  pages  of  full 
color  photographs  to  aid  in 
plant  identification. 


Section  I 

Systemic  Plant  Poisoning 
takes  you  from  “A”  to  “Z” 
outlining  details  of  each 
plant,  symptoms,  manage- 
ment, and  other  references. 

Section  II 

Plant  Dermatitis  discusses 
reactions  to  common  der- 
matitis-producing plants  and 
gives  appropriate  therapeu- 
tic measures. 

Section  III 

Mushroom  Poisoning  con- 
centrates treatment  of  in- 
juries based  solely  on  the 
history  and  symptoms. 
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Benefits  you  in  4 

important  ways: 

1 . Helps  determine  the  need 
for  medical  intervention. 

2.  Suggests  appropriate 
therapeutic  measures. 

3.  Lists  key  references  in 
case  of  complications. 

4.  Provides  full  color  photos 
to  aid  patient  recognition 
of  injurious  plants. 


An  indispensable 
reference  for: 

• Physicians 

• Hospital  Emergency 
Rooms 

• Poison  Control  Centers 

• HMOs 

• Medical  and  Public 
Libraries 

• Public  Health  Departments 

• School  Health  Personnel 

• Government  and  Voluntary 
Health  Organizations 


Also  available  at  local  book- 
stores. 

Mail  the  attached  coupon 
today. 


Section  I is  organized 
to  provide  “instant” 
answers. 


Compact,  field  guide  format. 
4V2"  x 8",  soft  bound.  435 
pages,  1 87  pages  of  full 
color  photos. 


Order  Coupon 

YES,  please  send  my  copy  of  the  AMA  Handbook  of  Poisonous  and  Injurious 
Plants.  I understand  that  each  copy  is  mine  for  only  $18.95,  plus  $2.50  to  help 
cover  UPS  delivery  and  handling.  Please  allow  2 to  3 weeks  for  delivery. 

No.  of  copies 

at  $18.95  ea.  plus  $2.50  UPS  delivery  and  handling. 


Enclosed  is  my  check  or  money  order  in  the  amount  of  $. 

My  MasterCard,  or  Visa  number  is 

Expiration  Date 


For  faster  ordering  service,  use  our  toll-free  number  1-800/621-8335  (In  Illinois, 
call  collect  312/645-4987). 

Fill  in . . . detach . . . and  mail  with  your  payment  to: 

Chicago  Review  Press,  213  W.  Institute  Place,  Chicago,  IL  60610. 

Send  to: 


Name 

(Please  print  plainly.) 
Address 


City . 


State 


Zip. 
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Councilor  Commentary 

continued 


Columbus  Academy  formed 
Physicians  Health  Plan,  a non- 
profit, IPA-model  HMO  which 
includes  some  95%  of  the  area’s 
physicians  in  1979.  “The  intent  of 
(PHP)  is  not  to  disrupt  the 
traditional  physician-patient 
relationship,”  Dr.  Porterfield, 
chairman  of  the  board  and  chief 
executive  officer  for  PHP, 
explains. 

Physicians  Health  Plan  recently 
made  a successful  transition  to  a 
for-profit  entity,  with  its  stock 
expected  to  bring  in  some  $5 
million  for  the  academy.  But  its 
real  purpose  remains  giving  local 
physicians  an  opportunity  to 
continue  practicing  medicine 
individually  in  their  own  offices  — 
and,  at  the  same  time,  to  compete 
effectively  with  other  HMOs  and 
alternative  delivery  systems. 

To  date,  PHP  has  some  1,400 
provider  physicians  and  over 
47,000  enrollees.  The  IP  A,  says 


Dr.  Porterfield,  is  the  only 
alternative  mechanism  that  looks 
after  the  interests  of  physicians 
and  patients  first  — because  it  is 
operated  and  controlled  by 
physicians. 

Other  HMO  plans,  he  points 
out,  force  patients  to  leave  their 
personal  physicians  and  sign  up 
with  caregivers  at  specific 
locations,  causing  “major 
disruptions  in  the  manner  and 
places  where  care  is  delivered.” 

Alternative  delivery  systems  are 
not  the  only  reasons  why 
physicians  have  been  forced  to 
enter  a more  competitive  arena  of 
practice.  The  “war”  currently 
going  on  between  hospitals  and 
other  health  care  institutions  is 
further  fanning  the  flames,  says 
Dr.  Porterfield,  pitting  not  only 
hospital  against  hospital  but  staff 
against  staff  and  doctor  against 
doctor. 

“Whether  or  not  all  of  this  is 


going  to  affect  the  quality  of  care 
delivered  remains  to  be  seen,”  Dr. 
Porterfield  says.  “But  when  you 
take  the  whole  equation  — the 
concept  of  HMOs  and  PPOs,  the 
war  between  the  hospitals  and  the 
increasing  number  of  physicians  in 
the  state  — it  provides  for  a lot  of 
friction,”  he  concludes. 

At  greatest  risk,  Dr.  Porterfield 
says,  is  the  patient,  particularly  if 
cost  factors  ultimately  result  in  a 
lower  standard  of  care  provided 
by  individuals  not  capable  or 
qualified  to  provide  that  care. 

Today  — more  than  ever  before 
— he  says,  it  is  important  for  “all 
members  of  the  medical 
community  to  come  together  and 
take  our  message  to  the  public  in 
unity.  We  need  to  let  our  patients 
know  that  these  are  very  real 
problems  — both  for  them  and 
for  us.”  — Susan  Porter 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN’ 


Nicotinic  Acid  Therapy 


For  patient’s  comfort/convenience 
in  choice  of  3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) .25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-N ICIN’/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

( BRoWJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Recognizing  and  Treating  the  Anorexic- 
Bulimic  Patient 

continued 


example  of  a patient  who  may  be 
shifting  from  one  ego  state  to 
another  is  the  patient  who  blanks 
out  during  a binge  period  — “to 
the  point  that  they  can’t  remember 
what  they  had  to  eat. 

“It’s  like  when  you’re  driving  a 
car,  and  the  next  thing  you  know, 
you’re  10  miles  down  the  road  and 
you  don’t  remember  having  driven 
that  distance,”  says  Dr.  Torem. 

The  use  of  hypnosis  allows  the 
physician  to  focus  in  on  these  ego 
states,  determine  what’s  wrong  — 
“what’s  really  at  the  root  of  the 
problem”  — and  to  go  from 
there. 

“We  find  that  many  eating 
disorder  patients  have  had  early 
rape  or  incest  experiences,  and 
their  eating  disorder  is  a way  for 
them  to  dissociate  themselves  from 
the  experience,”  he  says. 

“Dissociation  is  a mechanism  of 
survival.  It’s  one  way  out  of  an 
insane  situation.” 

By  using  hypnosis  to  determine 
the  nature  of  the  problem,  ego- 
state  therapy  — consisting  of 
various  treatment  techniques, 
designed  to  resolve  the  patient’s 
inner  conflict  — can  be  applied. 

In  some  cases,  he  says,  the 
binging  or  anorexia  is  the  result  of 
a person  who  feels  he  or  she 
doesn’t  deserve  to  be  an 
independent  adult  and  punishes 
himself  or  herself  by  over-  or 
under-eating. 

He  cites  the  case,  an  unusual 
one,  of  a male  bulimic  who  did 
not  practice  purging  — just 
binging.  Through  hypnosis,  he 
learned  the  man  was  gaining 
weight  because  he  was  not  ready 
to  deal  with  an  uncomfortable 
relationship  with  his  wife. 

“The  man  wanted  to  get  out  of 
the  marriage,  but  his  ego  state  was 
protecting  him  from  making  such 
a drastic  move  by  making  him 
obese.  He  would  therefore  be 
unattractive  to  other  women,  and 


would  not  dare  make  the  move,” 
says  Dr.  Torem. 

To  date,  Dr.  Torem  has  applied 
ego-state  therapy  on  as  many  as 
60  eating  disorder  patients.  “I’ve 
had  to  use  different  types  of 
therapy  with  different  ego  states, 
and  I’ve  even  had  to  use  some 
negotiating  techniques.” 

He  is  quick  to  add,  however, 
that  hypnosis  is  not  a treatment 
for  eating  disorders.  It  is  just  a 
tool  to  discover  what  kind  of 
treatment  is  needed. 

“All  people  are  different,  and 
the  treatment  has  to  be  matched 
to  the  individual,”  he  says. 

In  summing  up,  Dr.  Torem 
urges  health-care  professionals  to 
take  the  time  to  know  the  patient 
they  are  treating. 

“Remember,  you  are  treating 
the  person  who  has  the  disease  — 
not  the  disease  itself,”  he 
cautions.  OSMA 


Karen  S.  Edwards  is  Executive  Editor 
of  the  Ohio  State  Medical  Journal. 


Continuing  Education 

ANESTHESIA  AND  THE  LAW:  Janu- 
ary  17-19;  Long  Beach,  CA.;  sponsor: 
Ohio  State  University  College  of  Med- 
icine; 12  credit  hours;  contact:  Jon  Hol- 
lett,  Director,  Center  for  Continuing 
Medical  Education;  A352  Starling-Loving 
Hall,  320  West  Tenth  Avenue,  Columbus 
43210,  phone:  614/422-4985. 

A WORKSHOP  IN  SOFT  TISSUE  SUR- 
GERY: February  6-8;  Bunts  Auditorium, 
Cleveland  Clinic,  9500  Euclid  Avenue; 
sponsor:  The  Cleveland  Clinic  Education- 
al Foundation;  16  credit  hours;  fee:  $325, 
$175  for  physicians-in-training;  contact: 
Center  for  CME,  Cleveland  Clinic  Educa- 
tional Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  Toll  free  in  Ohio 
1-800-762-8172;  Outside  Ohio  1-800-762- 
8173. 
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Your  Financial  Check-up 


AN  INVESTMENT  STRATEGY 

FOR  FINANCIAL 
INDEPENDENCE 


By  Charles  E.  Mallett 


Each  of  us  must  adopt  a 
strategy  for  maintaining  the  value 
of  our  assets  based  on  our  goals, 
philosophies,  perceptions  and 
expectations.  The  economic 
outlook  for  the  next  several  years 
adds  a greater  element  of  risk  to 
most  investments.  There  does  not 
appear  to  be  any  really 
conservative,  safe  investment  in 
the  traditional  sense  of 
maintaining  the  buying  power  of 
our  principal  plus  providing  an 
additional  return  on  our  money. 
Those  investors  who  remain  in 
cash  and  in  interest-bearing 
securities  find  that  the  interest  is 
not  enough  to  keep  up  with  the 
effects  of  inflation  while  the 
purchasing  power  of  the  principal 
slowly  disappears.  There  is, 
however,  a balance  between  taking 
reasonable  risks  and  pure 
speculation.  We  have  devised  what 
we  think  is  a reasonable  set  of 
objectives  along  with  a logical 
approach  to  diversifying  your 
investment  assets  to  help  preserve 
the  buying  power  of  your  savings 
and  other  investment  assets. 


INVESTMENT  TRIANGLES 

The  “investment  triangle”  we 
use  (see  Figure  1),  is  one  way  of 
balancing  risk  against  return  in  a 
diversified  portfolio. 

Defensive  Assets  — Level  V. 
Cash  and  savings  accounts  are  big 
losers  when  it  comes  to  keeping  up 
with  inflation.  However,  they 
entail  little  investment  or  business 
risk  and  do  provide  ready  cash  for 
other  investments.  Money  Market 
Funds  pay  a higher  rate  of  interest 
and  are  relatively  safe  due  to  the 
high  quality  of  the  Money  Market 
instruments  they  hold. 

Treasury  Bills  can  be  bought  at 
discounts  from  their  face  amount 
producing  reasonable  yields  with 
the  strongest  available  guarantees 
plus  the  potential  of  a capital  gain 
when  the  bills  mature. 

We  feel  that  the  defensive 
portion  of  your  portfolio  (Level  5 
on  the  Investment  Triangle)  should 
include  gold  as  insurance  against 
economic  upheavals.  Over  the 
years,  we  expect  a continuing 
upward  trend  in  the  prices  for 
gold. 


We  recommend  that  you  use 
bullion  coins,  specifically  the 
Canadian  Maple  Leaf  as  your 
investment  vehicle  in  gold.  Bullion 
coins,  which  contain  a high 
percentage  of  gold,  provide  the 
safest,  simplest,  and  most 
convenient  investment  medium  for 
most  individuals.  The  Canadian 
Maple  Leaf  is  the  most  widely 
sold  in  this  country.  Gold  coins 
are  widely  exchanged  and  easy  to 
handle  and  can  be  authenticated 
by  gold  dealers  without  an  assay. 

Conservative  Assets  — Level  IV. 
The  definition  of  “conservative” 
in  investments  has  changed 
substantially  over  the  last  several 
years.  Most  people  would  not  have 
found  gold  or  silver  coins  under  a 
list  of  conservative  investments  ten 
years  ago.  The  broad  recognition 
and  quality  control  now  available 
in  these  assets  can  make  them 
qualify  as  conservative  investments 
if  they  are  bought  primarily  as  a 
reserve  rather  than  as  an 
investment.  This  means  that  these 
funds  are  essentially  devoted  to 
emergency  or  other  reserve 
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An  Investment  Strategy 

continued 


purposes  and  are  not  meant  to  be 
traded  on  a month-to-month  or 
year-to-year  basis.  The  main 
purpose  of  reserve  assets  is  to 
preserve  buying  power  over  the 
long  run  without  generating 
taxable  interest. 

Real  estate  has  been  raised  in 
almost  everyone’s  thinking  as  the 
ultimate  hedge  against  inflation. 
The  difficulties  with  real  estate 
investments,  however,  can  be 
disastrous  under  periods  of  price 
controls,  high  interest  rates  and 
scarce  credit.  The  prices  investors 
are  willing  to  pay  could  be  much 
lower  if  rent  controls  have  locked 
in  the  income  without  necessarily 
controlling  the  expenses  of 
operating  and  owning  the 
property.  The  difficulty  of  selling 
real  estate  when  financing  is  not 
readily  available  can  also  depress 
the  price.  Real  estate  could  be 
considered  conservative  if  it  is 
subject  to  a long  (5  years  or 
longer)  strong  (a  major 
corporation  or  extremely  sound 
company)  lease  with  escalator 
clauses  and  expenses  paid 
primarily  by  the  tenant.  Mortgages 
for  less  than  75%  of  the  appraised 
value  could  be  conservative  or  fall 
into  the  moderate  or  aggressive 
category  depending  upon  the 
financial  strength  of  the  borrower. 

High  grade  corporate  bonds  and 
Treasury  Bonds  are  periodically 
depressed  in  price  and  can  often 
be  purchased  at  relatively  high 
yields.  While  still  subject  to  the 
erosion  of  the  higher  rates  of 
inflation,  they  frequently  represent 
a fairly  conservative  purchase. 
However,  due  to  the  increasing 
volatility  of  the  bond  markets,  buy 
bonds  with  maturities  of  three 
years  or  less. 

Moderate  Assets  — Level  III.  The 
next  general  category  of 
investments  is  what  we  call 
moderate  risk.  This  would  include 
residential  rental  real  estate  and 
commercial  rental  real  estate 
professionally  managed.  During 


periods  of  economic  stress, 
management  becomes  even  more 
important.  Choosing  high  quality 
tenants  who  can  survive 
substantial  changes  in  the 
economic  situation  is  vital  to  the 
maintenance  of  real  estate 
ownership.  The  amount  of 
borrowing  associated  with  these 
properties  should  be  kept  to  a 
level  the  investor  can  manage  with 
drastically  higher  vacancy  rates 
and  larger  maintenance  and 
utilities  costs.  Residential  rental 
property  should  be  neither  the 
high  luxury  nor  low  income 
categories  but  should  tend  toward 
the  upper-middle-class  type  of 
tenants.  These  are  the  least  likely 
to  be  affected  by  layoffs  and 
inflationary  squeezes  on  the  family 
budget.  Commercial  tenants 
should  be  well  established 
businesses  or  national  companies 
with  strong  financial  resources. 
These  businesses  are  more  likely  to 
reduce  the  number  of  employees 
than  they  are  to  cut  out  a store 
location  or  a lease. 

Growth  stocks  have  not  been 
good  performers  in  most  people’s 
portfolios  in  the  last  ten  years. 
Using  a strategy  of  diversification, 
however,  requires  investment  in 
various  areas  even  when  they  have 
not  always  produced  tremendous 
results  in  the  past.  If  we  are  going 
to  invest  in  growth  stocks,  we 
should  be  sure  to  choose  the 
highest  performance  investment 
manager  we  can  find. 

Real  estate  second  mortgages 
and  first  mortgages  for  more  than 
75%  of  appraised  value  should  be 
considered  moderately  risky.  The 
yields  are  higher  but  it  would  be 
important  to  have  personal 
guarantees  from  individuals  with 
strong  financial  statements  before 
these  types  of  loans  should  be 
made. 

Financial  statements  are  also 
important  in  evaluating  medium 
grade  corporate  bonds.  These 
bonds  generally  pay  a fairly  high 


rate  of  interest  because  they  are 
considered  somewhat  lower 
quality.  Some  of  the  companies, 
however,  are  certainly  more  than 
strong  enough  to  pay  off  their 
indebtedness  unless  the  whole 
economy  collapses,  in  which  case 
no  corporate  bonds  would  be  paid 
off. 

Aggressive  Assets  — Level  II. 
The  next  general  category  of 
investments  is  aggressive. 
Aggressive  investments  have  a 
substantial  risk  of  losing  a large 
portion  of  the  principal  or  capital 
investment.  For  example,  those 
people  who  speculate  in  gold  or 
silver  stand  to  make  or  lose 
substantial  amounts  of  money  in  a 
very  short  time.  All  tax  shelters 
fall  into  this  category.  Those 
people  who  have  invested  in  raw 
land  might  have  found  that  they 
were  unable  to  sell  the  property 
for  anywhere  near  what  they 
originally  paid  for  it.  Development 
real  estate  is  fraught  with  the 
potential  problems  of  cost  over- 
runs or  low  eventual  performance. 
Agricultural  investments,  such  as 
timber,  cattle,  ranching  and 
farming,  are  subject  to  the  ups 
and  downs  of  the  weather  and 
expenses  such  as  feed,  fertilizer, 
etc.  They  are  also  subject  to  the 
whims  of  the  market  for  the 
particular  agricultural  commodity. 

So  called  “junk  bonds”  from 
low-rated  corporations  can  offer 
an  aggressive  investor  high  returns. 
If  a company  is  likely  to  repay 
both  the  investment  and  the 
principal,  there  is  a possibility  of 
making  both  high  interest  and  a 
substantial  capital  gain  when  the 
bonds  mature. 

The  last  category  under 
Aggressive  Assets  is  stocks  of  gold 
mining  companies.  These  can  be 
South  African  or  other  mining 
shares  and  must  be  viewed  as 
volatile  in  value  based  on  the  price 
of  gold.  So  far,  many  of  these 
stocks  have  paid  very  high 
dividends  on  a consistent  basis  and 
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DANIELS-HEAD  & ASSOCIATES 


When  you  pay  good  money  for  insurance 
protection,  you  deserve  good  service  — especially 
on  claims.  And  no  one  pays  them  quicker  than 
we  do! 

But  that’s  just  one  of  the  ways  you  benefit 
from  our  health  care  coverage.  For  over  30 
years,  we’ve  provided  physicians  across  Ohio 
with  the  best  in  comprehensive  medical 
insurance.  So  we  understand  your  special 
needs  as  a physician. 

You  can  enjoy  our  valuable  protection 
at  low  group  rates  — for  yourself,  your 
family,  your  practice  and  your  employees. 
As  the  Official  Plan  Administrator  for  the 
Ohio  State  Medical  Association,  we  offer 
these  insurance  programs:  Major 
Medical,  Hospital  Indemnity,  and  Office 
Overhead  Expense  Coverage. 

For  more  information,  simply  call 
292-4499  in  Cleveland.  From  other 
Ohio  cities,  call  1-800-282-7502 
toll-free;  outside  Ohio,  call 
1-800-848-8691.  Or  write  to 
this  address: 


ccSlMG 

ppOC  ,.trrff4 


DANIELS-HEAD  & ASSOCIATES 

24400  Chagrin  Boulevard/Cleveland,  Ohio  44122 
A subsidiary  of  Selman  & Company 
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Figure  1. 

INVESTMENT  TRIANGLE 


’ORTION  OF  ASSETS  RANGE 

I.  Gambling 
2-8% 

Anticipated  Earnings 
Range,  14-30% 


SUITABLE  OWNER 
Individual  Ret.  Plan 


Oil 
Gas 

Explor- 
ation 
Options 
Commodities 
Unlisted  Stock 
New  Business 


II.  Aggressive 
5-15% 

Anticipated  Earnings 
Range,  12-25% 


Gold  Stocks 
Gold  & Silver 
(speculative) 

“Junk  Bonds”  — low  grade 
All  Tax  Shelters 
Oil/Gas  Devel.  Drilling 
Development  Real  Estate 
ArJ  — Raw  Land  — Agricultural 


II.  Moderate 
15-25% 

Ant.  Earnings 
Range,  10-18% 


V.  Conservative 
25-35% 

Ant.  Earn. 

Range 

8-14% 

V.  Defensive 
30-40% 

Ant.  Earn 
Range 
6-12% 


Residential  Rental  Real  Estate 
Commercial  Rental  Real  Estate 
Growth  Stocks 
Municipal  Bonds 
Real  Estate  Second  Mortgages 
Medium  Grade  Corporate  Bonds 


Silver  Coins  (reserve) 

Real  Estate  (subject  to  long,  strong 
leases  with  escalator  clauses) 

Real  Estate  1st  Mortgages  (less  than  75%  of 
appraised  value) 

High  Grade  Corporate  Bonds  & Treasury  Bonds 


Cash  and  Savings  Accounts 
Money  Market  Funds 
Treasury  Bills 
Gold  Coins  (reserve) 

Home  Equity  Insurance  Cash  Value 
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Figure  2. 

INVESTMENT  TRIANGLE 

DATE: 


have  shown  their  ability  to 
increase  in  value  as  the  price  of 
gold  increases. 

Gambling  Assets  — Level  I.  The 
most  risky  category  of  investment 
is  gambling,  sometimes  known  as 
pure  speculation.  This  category 
gives  opportunity  for  very  high 
returns,  but  also  provides  the  risk 
of  losing  all  of  your  invested 
capital.  (Las  Vegas  is  a good 
example.)  Most  of  these 
investments  do  have  tax  benefits 
to  help  share  the  risk  of  loss  with 
Uncle  Sam.  For  example,  in  most 
oil  and  gas  exploration  programs  a 
$10,000  investment  in  a dry  hole 
would  cost  the  investor  only 
$5,000  after  taxes. 

Investments  in  new  businesses 
will  depend  largely  on  the  quality 
of  the  management  and  the 
financial  strength  of  the  company. 
A well-financed,  well-managed 
company  in  an  established  field 
has  a much  greater  chance  of 
succeeding  than  a brand  new  idea 
with  untried  management  and  very 
little  capitalization. 

Options,  commodities  and 
commodity  futures  are  subject  to 
all  sorts  of  psychological  and 
political  fluctuations  which  are 
impossible  to  predict.  Those  who 
have  been  successful  in 
commodities  have  made 
substantial  sums  of  money. 
However,  even  professionals  who 
cover  and  follow  the  market  day- 
to-day  find  that  there  is  also  the 
potential  to  lose  a great  deal  of 
money  in  a very  short  period  of 
time. 

Spreading  our  investments 
according  to  risk  increases  our 
overall  return  by  investing  in  high 
yield,  higher  risk  investments 
without  jeopardizing  our  basic 
goal  of  financial  security.  In  this 
case,  for  example,  if  the  investor 
put  8%  of  his  assets  in  a new 
business  venture  which  failed 
completely,  he  would  not  be  wiped 
out.  As  a matter  of  fact,  the  after- 


I.  Gambling 

II.  Aggressive 

III.  Moderate 

IV.  Conservative 

V.  Defensive 

TOTALS 

tax  loss  would  probably  be  4% 
which  would  not  be  fatal  to  the 
overall  investment  portfolio.  If, 
however,  the  same  investor  had 
put  25% -30%  of  his  assets  in  the 
same  business,  he  might  have 
seriously  jeopardized  his  chances 


$ % 

$ % 

$ % 

$ % 

$ % 

$ 100% 

for  eventual  success  and  financial 
independence. 

The  next  few  years  could  be 
filled  with  unpleasant  economic 
and  political  surprises  for  all  of  us 
even  if  we  are  prepared.  Such 
surprises  will  be  even  more 
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continued 

unpleasant  for  those  who  are  not 
prepared.  Looking  closely  at  your 
practice  to  deal  with  the  effects  of 
high  rates  of  inflation  while 
maintaining  your  assets  in  a 
defensive  position  and  increasing 
your  family’s  preparedness  for 
large  and  possibly  drastic  changes 
in  the  economic  and  political 
climate  will  be  important  for  the 
balance  of  this  decade. 

In  Figure  2 we  show  a sample 
Investment  Triangle.  This 
portfolio  would  include  both 
personal  and  retirement  plan 
investments.  The  triangle  shows 
how  the  ownership  might  be 
divided  between  the  physician  and 
his  retirement  plan.  It  will  be 
important  to  note  that  if  the 
physician  did  not  have  sufficient 
funds,  and  the  retirement  plan  had 
the  funds,  the  physician  could 
borrow  from  the  retirement  plan 
and  still  accomplish  this  ownership 
breakdown. 


Charles  Mallett  is  with  SMB  Financial 
Planning. 
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We've  placed  more  genuine  oriental  rugs  in  the  finest  Columbus  homes  and 
offices  than  any  other  company.  With  experience  like  that,  we're  able  to 
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Prescription  Drug  Abuse 

How  Ohio’s  handling 
the  problem  of  physicians 
who  “over-prescribe” 


continued 

Yet  in  calling  attention  to  their 
weight  and  in  treating  them  with 
some  disdain,  “obese  people  are 
forced  to  undergo  all  sorts  of 
treatment  as  cures  for  their 
horrible  and  objectionable  state,” 
he  says. 

And  while  dieting  may  be 
appropriate  in  those  instances 
where  medical  conditions  warrant 
it  — “It  must  still  be  considered 
as  a potent  treatment,  not  without 
serious  complications,”  he  says. 


Dr.  Dixon  recommends  an  end 
to  “dieting”  as  such  and  a move 
toward  helping  patients  to  develop 
healthier  eating  habits, 
emphasizing  nutrition  rather  than 
calories.  “The  research  clearly 
shows  that  those  who  manage  to 
make  a permanent  change  in  their 
eating  habits  are  not  the  good 
‘dieters’  but  those  who  are  eating 
three  well-balanced  meals  a day 
and  participate  in  sensible  forms 
of  exercise.”  OSMA 
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COMPLEX  PERCUTANEOUS  TRANSLUMINAL  CORONARY 
ANGIOPLASTY  II:  CORONARY  BYPASS  GRAFTS 

Dean  J.  Kereiakes,  MD 
Charles  W.  Abbottsmith,  MD 


Coronary  bypass  grafting  has  been  demonstrated  to  be  effec- 
tive in  ameliorating  the  symptoms  of  angina  pectoris  and  in 
improving  the  functional  capacity  of  patients  with  athero- 
sclerotic coronary  artery  disease.  Despite  these  early  postopera- 
tive benefits,  a disturbing  high  attrition  rate  in  functional  con- 
duits, particularly  saphenous  vein  grafts,  has  been  noted  in  long- 
term follow-up.  Between  10  and  20%  of  saphenous  vein  grafts 
will  occlude  during  the  first  postoperative  year  and  an  attrition 
rate  of  2-3%  per  year  has  been  noted  thereafter.1'4  Recent  data 
have  suggested  that  the  rate  of  vein  graft  attrition  increases  to 
reach  5-6%  per  year  after  approximately  five  years  of  implanta- 
tion due  to  progressive  atherosclerotic  changes.4  A much  lower 
rate  of  attrition  has  been  noted  for  internal  mammary  artery 
bypass  conduits.5'6  The  loss  of  functional  bypass  conduits  is 
compounded  by  progression  of  the  atherosclerotic  process  in 
both  grafted  and  ungrafted  native  coronary  vessels.  Thus,  sur- 
gical coronary  revascularization  is  an  effective  but  palliative  pro- 
cedure. Percutaneous  transluminal  coronary  angioplasty 
(PTCA)  can  be  safely  and  effectively  performed  on  the  native 
coronary  artery  vessels  and/or  bypass  conduits  of  patients  who 
have  previously  undergone  surgical  coronary  revascularization, 
frequently  obviating  the  need  for  reoperation.7'8  The  mech- 
anism of  successful  vein  graft  dilatation  appears  dependent  on 
the  duration  of  implantation  and,  thus,  the  underlying  patho- 
logic process.  Narrowing  in  the  vein  grafts  implanted  for  less 
than  three  years  is  most  frequently  related  to  fibrous  intimal 
hyperplasia.9  Successful  PTCA  in  these  grafts  most  likely  in- 
volves stretching  of  this  fibrous  process  without  atherosclerotic 
plaque  fracture  or  tearing  as  seen  in  successfully  dilated  vein 
grafts  implanted  for  durations  in  excess  of  three  years.9'11  Both 
the  atherosclerotic  changes  and  the  morphologic  response  to 
PTCA  in  older  vein  grafts  appear  similar  to  that  in  native  coro- 
nary atherosclerosis.9  PTCA  of  internal  mammary  artery  con- 
duits has  also  been  successfully  performed.12  We  believe  that 
slightly  oversizing  the  dilatation  catheter  and  prolonging  the 


Dean  J.  Kereiakes,  MD,  and  Charles  W.  Abbottsmith,  MD, 
Cardiovascular  Medicine,  The  Christ  Hospital  and  the  Uni- 
versity of  Cincinnati,  College  of  Medicine. 


duration  of  balloon  inflation  as  long  as  is  clinically  tolerated 
will  yield  the  best  angiographic  results  in  saphenous  vein  graft 
stenoses.  The  presence  of  thrombus  in  the  vein  grafts  may  be 
a relative  contraindication  to  PTCA  of  the  graft  as  it  carries 
an  increased  risk  of  embolization  and  occlusion  of  the  distal 
native  coronary.  Bypass  grafts  may  also  pose  a technical  prob- 
lem with  respect  to  the  choice  of  an  appropriate  guiding  catheter. 
Although  most  grafts  may  be  approached  with  a standard  Jud- 
kins or  Amplatz  right  curved  guiding  catheter,  the  downsloping 
takeoff  of  a vein  graft  to  the  right  coronary  artery  may  be  best 
approached  with  a multipurpose  (USCI)  guiding  catheter.  The 
high  and  superiorly  angled  takeoff  of  a vein  graft  to  the  left 
circumflex  marginal  system  may  at  times  be  best  approached 
with  an  EL-GAMAL  guiding  catheter  (USCI).  We  have  found 
the  standard  #8  French  Judkins  right  four  curve  guiding  catheter 
or  a customed  formed  eight  French  non-preformed  (USCI)  guid- 
ing catheter  to  work  well  in  approaching  left  internal  mammary 
artery  grafts.12 

The  incidence  of  vein  graft  restenosis  following  successful 
dilatation  is  significantly  influenced  by  the  site  of  initial  stenosis. 
Stenoses  at  the  site  of  distal  vein  graft  insertion  have  the  highest 
long-term  patency  rates  following  successful  PTCA  (approxi- 
mately 80%  at  six  months),7,8  and  stenoses  involving  the  right 
proximal  origin  from  the  aorta,  the  lowest  patency  rates  (ap- 
proximately 20%).  Long-term  patency  of  mid-graft  stenoses  is 
intermediate  to  that  of  the  proximal  and  distal  stenoses.  Illustra- 
tive examples  of  bypass  graft  stenoses  prior  to  and  following 
successful  PTCA  are  shown  in  figures  1-4.  PTCA  may  also  be 
performed  on  native  coronary  arterial  stenosis  in  vessels  with 
closed  bypass  grafts  as  illustrated  in  figure  5. 

The  medical  management  of  patients  following  successful 
PTCA  at  bypass  conduits  is  similar  to  that  of  patients  following 
dilatation  of  native  coronary  stenoses  and  includes  the  antiplate- 
let therapy.  We  have  also  maintained  these  patients  on  calcium 
antagonist  therapy  for  a period  of  four  to  six  weeks  following 
successful  PTCA.  PTCA  procedures  in  patients  with  prior  sur- 
gical revascularization  should  be  carefully  planned  and  per- 
formed by  persons  having  experience  in  this  area  due  to  the  sig- 
nificant technical  difficulties  encountered  should  urgent  reopera- 
tion become  necessary. 


December  1985 


887 


Figure  1. 

Selective  vein  graft  angiogram  in  right  anterior  oblique  projec- 
tion demonstrating  severe  mid-shaft  stenosis  (arrow)  in  graft 
to  left  circumflex  coronary  before  (a)  and  after  (b)  successful 
PTCA.  Aneurysmal  dilatation  is  secondary  to  venous  valve  in 
graft. 


— 


Figure  2. 

Selective  angiogram  of  saphenous  vein  graft  to  right  coronary 
artery  in  left  anterior  oblique  projection  (a)  demonstrating  com- 
plete graft  occlusion  in  patient  with  clinical  findings  of  acute 
inferior  myocardial  infarction  (b)  guide  wire  is  placed  across 
occlusion  and  dilatation  catheter  is  inflated  (c)  selective  angio- 
gram in  right  anterior  oblique  projection  following  successful 
PTCA  demonstrates  patent  vein  graft. 


Figure  3. 

Selective  left  internal  mammary  artery  angiogram  in  left  lateral 
projection  demonstrating  severe  stenosis  at  distal  insertion  site 
(arrow)  before  (a)  and  after  (b)  successful  PTCA. 
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Figure  4. 

Selective  angiogram  of  vein  graft  to  left  circumflex  coronary 
in  right  anterior  oblique  projection  demonstrating  severe  proxi- 
mal graft  stenosis  (arrow)  before  (a)  and  after  (b)  successful 
PTC  A. 


Figure  5. 

Selective  left  coronary  angiogram  in  right  anterior  oblique  (a) 
and  left  lateral  (b)  projections  demonstrating  significant  stenoses 
in  both  the  diagonal  branch  (arrow)  and  left  anterior  descending 
artery  (arrows).  Note  marked  native  vessel  tenting  as  result  of 
surgical  grafting.  Selective  angiogram  in  same  projections  as 
noted  above  (c,  d)  demonstrating  marked  improvement  in  sever- 
ity of  previously  noted  stenoses. 
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Complex  Percutaneous  Transluminal  Coronary  Angioplasty  II 

continued 
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HYPERTENSION  SCREENING  AND  FOLLOW-UP  IN  THE  WORKPLACE 

Janelle  K.  O’Connell,  PhD 
James  H.  Price,  PhD,  MPH 
Joy  A.  Price,  PhD,  MD 


This  study  screened  2,253  employees  and  found  228 
with  elevated  blood  pressure  who  were  not  con- 
trolled. Furthermore,  332  individuals  were  found  to 
be  controlled  (medication  and/or  diet)  hyperten- 
sives. When  follow-up  examinations  were  scheduled 
for  those  with  elevated  blood  pressure,  one  in  two 
of  those  diagnosed  with  elevated  blood  pressure  fol- 
lowed through  on  their  appointments;  whereas  only 
one  in  three  who  had  been  previously  diagnosed  fol- 
lowed up  on  another  screening  appointment.  These 
differences  imply  that  the  two  groups  apparently  do 
not  perceive  hypertension  the  same  way.  Thus,  two 
different  types  of  educational  programs  may  be 
needed  to  adequately  reach  hypertensive  patients. 


Introduction 

Hypertension,  a serious  yet  controllable  illness,  is  either  un- 
detected, untreated  or  inadequately  treated  in  the  majority  of 
people  it  afflicts.1  It  affects  some  36  million  Americans,  with 
a blood  pressure  reading  of  at  least  160  systolic  or  95  diastolic 
or  both.2  An  additional  25  million  Americans  have  borderline 
hypertension.  It  is  a major  risk  factor  for  heart  disease 
(1,250,000  per  year),  renal  disease  and  stroke  (500,000  per  year).2 
Detection  and  treatment  of  hypertension  is  often  hampered  by 
the  asymptomatic  nature  of  the  disease.3  Screening  programs 
serve  as  one  means  of  enhancing  the  chances  of  early  detection 
and  treatment,  thus  decreasing  the  mortality  and  morbidity  rates 
associated  with  the  disease.  Work-site  based  screening  programs 
offer  the  convenience  of  easy  access,  especially  for  those  indi- 
viduals who  either  do  not  have  a family  physician  or  who  do 
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not  seek  regular  check-ups,  and  the  potential  encouragement 
of  employee  participation  by  peer  groups.4 

This  report  describes  the  outcome  of  hypertension  screenings 
held  at  14  work-sites  over  a period  of  one  year.  The  screenings 
were  strictly  voluntary,  and  company  release  time  was  provided 
for  participation  by  the  employees. 

Methods 

The  population  for  this  study  consisted  of  2253  employees 
representing  14  companies  in  the  northwest  region  of  Ohio. 
Licensed  and  registered  nurses,  as  well  as  health  educators 
trained  in  blood  pressure  measurements,  recorded  brief  health 
histories  and  performed  the  blood  pressure  measurements. 
Standard  adult  arm  cuffs  were  used  with  an  extra  large  cuff 
available  for  obese  individuals.  Normal  blood  pressure  was  de- 
fined as  140/90  mmHg  for  individuals  less  than  40  years  of  age 
and  160/95  mmHg  for  those  40  years  of  age  or  older.  If  either 
the  systolic  or  diastolic  pressure  was  elevated,  the  reading  was 
considered  abnormal.  Elevated  readings  were  rechecked  on  the 
person’s  contralateral  arm. 

Employees  with  abnormal  readings  were  individually  coun- 
seled as  to  the  meaning  of  hypertension,  normal  ranges  for  blood 
pressure,  the  dangers  associated  with  the  disease,  and  steps  that 
could  be  taken  to  help  control  their  blood  pressure.  Pamphlets 
on  hypertension  (prepared  by  the  American  Heart  Association) 
were  distributed.  Each  person  was  given  a card  with  their  blood 
pressure  measurements  recorded  on  it,  and  a one-week  return 
date  and  time  for  a follow-up  check. 

For  the  purpose  of  this  study,  individuals  who  reported  a 
history  of  hypertension  but  were  receiving  therapy  at  the  time 
of  the  screening,  as  well  as  those  whose  pressure  were  recorded 
as  elevated  at  both  the  initial  check  and  the  one-week  follow- 
up, were  classified  as  hypertensive.  Individuals  identified  as 
hypertensive  at  the  one-week  follow-up  were  counseled  as  to 
the  risks  of  hypertension  and  presented  with  written  information 
regarding  the  disease.  A visit  to  their  personal  physician  was 
highly  recommended  and  release  forms  were  signed  so  that  the 
recently  obtained  data  could  be  forwarded  to  their  physician. 
At  three  months  these  people  were  contacted  by  telephone  or 
mail  to  determine  whether  they  had  seen  a physician,  whether 
medication  and/or  diet  were  prescribed,  and  whether  they  had 
continued  the  recommended  treatment. 
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Hypertension  Highlights 

• hypertension  affects  22%  of  the  adult  population 

• hypertension  is  more  common  in  blacks  than  in  whites  (22%  versus  9%) 

• the  prevalence  rates  for  hypertension  are  the  highest  for  the  poor,  those  who  did  not  graduate  from  high  school,  and  the  elderly 

• untreated  hypertension  frequently  causes  heart  failure,  stroke,  kidney  disease,  and  retinal  damage 

• 48%  of  the  hypertension  in  whites  and  28%  in  blacks  could  be  prevented  by  proper  weight  control 

• 45%  of  those  over  40  years  of  age  versus  22%  of  those  under  age  40  with  hypertension  are  being  treated  and  are  controlling  their 
blood  pressure 

• treatments  include  relaxation  and  biofeedback  therapies,  salt  restriction,  weight  reduction,  avoidance  of  tobacco,  isotonic  exercise, 
moderation  of  alcohol  and  dietary  fat  consumption,  and  drug  therapy 

• in  a national  government  survey  of  hypertensives,  lA  of  the  respondents  claimed  their  physician  never  told  them  to  eat  less  salt; 
56%  claimed  they  were  never  told  to  lose  weight;  and  55%  claimed  their  doctor  never  told  them  to  quit  smoking 

• in  the  above  survey,  only  one-third  of  the  population  knew  what  was  normal  blood  pressure;  one  in  four  knew  high  blood  pressure 
was  a cause  of  heart  disease,  and  one  in  two  knew  it  was  a cause  of  strokes 

• lack  of  long-term  adherence  to  therapy  is  the  major  problem  in  controlling  hypertension 


Discussion 

This  study  found  25%  of  the  sample  to  be  hypertensive.  This 
is  slightly  higher  than  the  22  percent  of  hypertensive  adults  re- 
ported by  the  American  Heart  Association5  and  the  15  percent 
work-site  hypertensives  classified  by  Shapiro  et  al.6  However, 
59  percent  of  these  hypertensive  patients  were  undergoing  suc- 
cessful therapy  as  indicated  by  normotensive  readings.  An  addi- 
tional 23  percent  had  received  abnormal  readings  at  some  earlier 
time  but  were  either  not  being  treated  or  were  not  following 
their  treatment.  This  figure  corresponds  closely  to  the  25% 
figure  of  “aware  but  untreated  hypertensives”  reported  by 
Shapiro  et  al.6  This  indicates  an  increased  need  for  patient  edu- 
cation because  these  individuals  may  not  perceive  the  severity 
of  the  illness  or  understand  the  benefits  that  could  be  obtained 
from  therapy.7  Also,  misconceptions  may  exist  as  to  the  meaning 
of  high  blood  pressure,  its  causes  and  consequences. 

Three-month  follow-ups  for  these  people  classified  by  our 
standards  as  hypertensive  who  consulted  a physician  for  con- 
firmed diagnosis  revealed  that  62%  were  placed  on  medication 
or  dietary  therapy  to  control  their  blood  pressure.  Although 
this  percentage  may  seem  somewhat  low,  it  should  be  realized 
that  personal  physicians  may  disagree  with  the  criteria  used  in 
this  study  to  define  hypertension,  and  that  many  physicians  do 
not  treat  systolic  hypertension  or  mild  diastolic  hypertension.8 

One-week  rechecks  for  those  individuals  with  high  readings 
resulted  in  a low  return.  Approximately  one-half  of  those  who 
had  never  received  a high  reading  in  the  past  returned,  while 
only  one-third  of  those  who  had  previously  received  a high  read- 
ing, and  thus  were  aware  of  their  own  high  blood  pressure  or 
tendency  towards  it,  returned.  This  indicates  that  those  who 
had  never  received  a high  reading  previously  were  more  con- 
cerned about  these  findings.  Since  all  hypertensive  participants 
received  individual  counseling  and  encouragement  to  return, 
perhaps  an  alternative  motivational  method  or  more  intensive 
educational  efforts  would  be  more  effective  in  previously  identi- 
fied hypertensives.  SerVaas  and  Weinberger  obtained  very  high 
referral  return  rates  (19%)  when  using  a three-minute  videotape 
designed  to  explain  the  hypertension  problem,  offer  solutions, 
describe  consequences,  and  encourage  initiation  of  actions  by 
the  participants.3 

Recommendations  for  Future  Work-site  Screenings 

Work-site  based  screening  and  intervention  programs  have 
the  potential  of  helping  to  reduce  the  incidence  of  undetected 
and  uncontrolled  hypertension.  A study  by  Adderman  and 
Schoenbaum  resulted  in  favorable  findings  when  a hypertensive 
screening  was  held  in  a trade  union  setting.  Sixty- five  percent 
of  the  diagnosed  hypertensives  agreed  to  participate  in  treat- 
ment, and  80%  of  these  people  had  normotensive  readings  fol- 
lowing one  year  of  therapy.9 

The  success  of  a work-site  screening  program  depends  on 
several  key  factors.  First,  cooperation  and  endorsement  by  top 
management  and/or  trade  unions  are  imperative.  Employees 
should  be  provided  company  time  to  attend  the  screening  and 


be  fully  informed  that  all  results  are  strictly  confidential.  Early 
publicity  of  the  upcoming  screening  is  imperative  for  maximal 
attendance.  Posters,  flyers  and  company  newsletters  seem  to 
work  well.10  The  health  professionals  conducting  the  screening 
should  be  provided  with  a quiet,  relaxed  atmosphere  for  taking 
the  blood  pressure  measures.  Additionally,  screening  partici- 
pants should  be  able  to  sit  and  relax  for  a minimum  of  five 
minutes  prior  to  measurement  of  their  blood  pressure.11  Staff 
dining  rooms,  cafeterias,  and  conference  rooms  or  infirmaries 
provide  adequate  facilities.  Finally,  follow-up  examinations  and 
the  availability  of  immediate  referrals  are  essential  for  blood 
pressure  screening  programs  to  be  successful.12 

Results 

A total  of  2253  people  were  screened;  40%  were  males  and 
60%  were  females.  Elevated  blood  pressure  was  found  in  228 
of  those  who  were  screened  (Figure  I).  Of  these  individuals,  58% 
reported  that  their  blood  pressure  had  been  elevated  in  the  past. 
An  additional  42%  had  never  received  a previously  high  reading. 
A total  of  332  individuals  reported  themselves  as  being  hyper- 
tensive but  were  currently  controlled  by  medication  and/or  diet 
as  measured  by  normotensive  readings.  Thus,  of  the  25%  of 
the  population  that  had  hypertension,  59%  were  being  treated 
for  it,  and  41%  were  not  receiving  treatment. 

Individuals  whose  blood  pressure  was  not  controlled  were 
asked  to  return  for  a one-week  follow-up.  A total  of  98  (43%) 
returned.  It  is  interesting  to  note  that  52%,  or  approximately 
one  of  every  two  individuals,  who  had  not  previously  known 
of  their  hypertension  returned  for  the  initial  follow-up.  Of  these 
individuals,  64%  obtained  an  abnormal  reading  the  second  time. 
In  contrast,  however,  approximately  only  one  in  three  individ- 
uals (37%)  who  had  previously  known  of  their  hypertension 
returned  for  the  one- week  follow-up.  Fifty-two  percent  obtained 
abnormal  readings  at  this  follow-up. 

An  attempt  was  made  at  three  months  to  contact  those  indi- 
viduals who  had  received  abnormal  readings  at  both  the  initial 
screening  and  one-week  follow-up.  A total  of  61%  (N  = 35)  re- 
sponded to  either  a phone  call  or  mail  notice.  Of  these  individ- 
uals, 30  had  contacted  and  seen  a physician;  19  were  positively 
identified  as  hypertensive  and  were  being  treated  by  medication 
and/or  diet. 
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Obituaries 


F.  NORTON  DICKMAN,  MD, 

Shaker  Heights;  Louisiana  State 
University  School  of  Medicine,  New 
Orleans,  Louisiana,  1950;  age  59;  died 
August  14,  1985;  member  OSMA  and 
AMA. 

RAYMOND  A.  KIWALA,  MD, 

Cleveland;  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh, 
Pennsylvania,  1957;  age  54;  died 
September  3,  1985;  member  OSMA 
and  AMA. 

WILLIAM  D.  KNERR,  MD, 

Worthington;  Ohio  State  University 
College  of  Medicine,  1964;  age  52; 
died  October  12,  1985;  member 
OSMA  and  AMA. 

ALBERT  F.  KUHL,  MD,  Spokane; 
Case  Western  Reserve  School  of 
Medicine,  1917;  age  94;  died 
September  19,  1985;  member  OSMA 
and  AMA. 


BRUCE  G.  MacMILLAN,  MD, 

Cincinnati;  University  of  Cincinnati 
College  of  Medicine,  1945;  age  65; 
died  September  19,  1985;  member 
OSMA  and  AMA. 

VINCENT  C.  NIPPLE,  MD,  New 
Philadelphia;  Jefferson  Medical 
College  of  Thomas  Jefferson 
University,  Philadelphia, 

Pennsylvania,  1931;  age  79;  died 
August  12,  1985;  member  OSMA  and 
AMA. 

MARTYN  G.  RAUPPLE,  MD, 

Youngstown;  Ohio  State  University 
College  of  Medicine,  1944;  age  68; 
died  September  3,  1985;  member 
OSMA  and  AMA. 

FRANK  MASON  SONES,  JR., 

MD,  Cleveland;  University  of 
Maryland  School  of  Medicine, 
Baltimore,  Maryland,  1943;  age  66; 
died  August  29,  1985;  member  OSMA 


and  AMA. 

ALEXANDER  SYDORIAK,  MD, 

Brunswick;  Medizinische  Fakult 
U niversity /Heidelberg , Heidelberg , 
Baden  Wurttemberg,  Germany,  1949; 
age  71;  died  July  7,  1985;  member 
OSMA  and  AMA. 

RICHARD  E.  VANCE,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1938;  age  72; 
died  October  14,  1985;  member 
OSMA  and  AMA. 
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Classified  Advertising 


Employment 

Opportunities 

A PROGRESSIVE  GROUP  OF  EIGHT 
FAMILY  PHYSICIANS  in  a west  Cleve- 
land suburb  wishes  to  expand.  A board 
eligible/certified  family  physician  is  de- 
sired. Full  partnership  after  one  year. 
Please  contact:  Richard  W.  Pressler,  MD, 
Southwest  Family  Physicians,  Inc.,  7225 
Old  Oak  Boulevard,  Middleburg  Heights, 
Ohio  44130  (216)  826-2757. 


Next  month 
place  your 
classified 
advertisement  here 


Need  a temporary 
physician? 

You  can  take  time  off  while  your 
practice  keeps  working!  Lease 
CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supple- 
mentary help. 

Want  free  time  while  you 
practice  medicine? 

Join  CompHealth’s  Locum  Tenens 
Physician  Group. 

For  further  information  about  tem- 
porary coverage  or  locum  tenens 
practice  opportunity, 

call  412/741-3310. 

jig  CompHealfh 

Wilson  Ross,  Regional  Administrator 

CompHealth 

114  Centennial  Ave. 

Sewickley,  Pa.  15143 


Emergency  Physicians  Needed  For  Full- 
time Emergency  Positions  in  modern 
community  hospital  in  southwest  Ohio. 
Moderate  volume,  competitive  salary, 
malpractice  insurance  and  flexible  sched- 
ule. Positions  available  immediately  and 
in  July.  Contact  William  R.  Grannen, 
Medical  Health  Services,  Inc.,  7329  Ti- 
conderoga  Ct.,  Cincinnati,  OH  45230, 
(513)  231-0922. 


URGENT  CARE  CENTER  AND  ER 
PHYSICIANS  — CLEVELAND,  OHIO 

Our  caseload  is  up.  Medical  Emergency 
Services  operates  freestanding  urgent  care 
centers  and  staffs  hospital  emergency 
rooms.  We  operate  three  successful  Im- 
mediate Medical  Care  urgent  care  centers 
in  the  greater  Cleveland  suburban  area. 
We  will  be  opening  two  additional  centers 
within  the  next  12  months. 

We  offer  the  opportunity  of  practicing 
medicine  in  a pleasant  and  supportive 
atmosphere  with  an  attractive  case  mix 
and  top  notch  staff.  You  work  hard,  but 
have  regular  hours  and  an  excellent  sal- 
ary. We  take  care  of  supporting  you  with 
staff,  equipment,  facilities  and  patients. 

After  we  both  have  had  some  experi- 
ence together,  there  is  opportunity  for 
stock  participation  in  our  organization. 
If  you  want  to  concentrate  on  practicing 
medicine,  and  earn  a good  income  with- 
out the  hassle  and  expense  of  running  an 
office,  then  this  can  be  the  opportunity 
for  you. 

Please  send  CV  to  Medical  Emergency 
Services,  Inc.,  6133  Rockside  Rd.,  Suite 
10,  Cleveland,  OH  44131,  or  call  216-642- 
1400. 


EMERGENCY  ROOM  PHYSICIAN 
— NORTHEAST  OHIO 

A full-time  position  available  in  a pro- 
gressive 290-bed  hospital  that  has  a 
modern  and  new  emergency  facility. 
A minimum  of  two  years  of  emergen- 
cy room  experience  required  along 
with  a current  Ohio  license,  ACLS  and 
ATLS  certificates.  Excellent  salary 
and  benefits.  Send  curriculum  vitae  to: 
Director  of  Emergency  Department, 
Massillon  Community  Hospital,  875 
Eighth  Street  N.E.,  Massillon,  OH 
44646  or  call  (216)  832-8761,  Ext. 
5227.  Equal  Opportunity  Employer. 


FAMILY  PRACTICE:  Growing  practice 
looking  for  permanent  parttime,  Ohio  li- 
censed physician.  Need  is  for  an  older, 
mature,  experienced  and  pleasant  physi- 
cian, who  desires  parttime  only.  Please 
send  resume  with  references  to:  Ohio 
State  Medical  Journal,  c/o  Box  No.  74, 
600  South  High  Street,  Columbus,  Ohio 
43215. 


FAMILY  PRACTITIONERS 

Board  eligible/certified  family  practi- 
tioners to  associate  with  board  certified 
general  surgeon.  Guarantee:  competitive 
salary,  benefits,  coverage,  full  privileges. 
24  hour  emergency  room  coverage.  Con- 
tact: Village  Medical  Clinic,  1814  Enslee 
Road,  Coshocton,  OH  43812.  Phone: 
614-622-7497  after  7:00  p.m. 


FAMILY  PRACTITIONER:  Established 
medical  group  needs  a family  practi- 
tioner. Located  in  the  sun-belt  and  no 
state  tax.  Guaranteed  salary  and  early 
partnership  for  the  conscientious  person. 
Contact  clinic  administrator  10737  Gate- 
way West,  El  Paso,  Texas  79935  or  call 
(915)  592-0201. 


FOSTORIA,  OHIO  — Directorship  and 
full  time  emergency  department  position 
available  at  moderate  volume  facility 
within  one  hour  drive  of  Toledo.  Attrac- 
tive compensation  with  malpractice  insur- 
ance provided.  Please  submit  resume  to 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  or  call  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


GERONTOLOGY 

Our  multispecialty  medical  group  is  look- 
ing forward  to  a moderate-sized  influx  of 
over  age  65  patients  in  the  next  calendar 
year.  We  are  searching  for  full-time  staff 
members  who  have  a particular  interest 
in  the  aged.  Our  preference  is  in  the 
Board  Certified  practitioners  interested  in 
providing  continuity  of  care,  in  and  out 
of  the  hospital.  We  are  a twelve-year-old 
practice  with  five  offices  in  Cincinnati. 
Our  compensation  package  is  attractive 
and  our  practice  environment  is  very 
good.  Inquiries  to:  Search  Committee, 
Group  Health  Associates,  2915  Clifton 
Avenue,  Cincinnati,  Ohio  45220. 
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Colleagues  In  The  News 

Edited  by  Deborah  Athy 


ED  HOPE,  MD,  Columbus,  has  been 
appointed  educational  program  director 
for  the  Department  of  Family  Practice  at 
Riverside  Hospital. 


ALVIN  H.  CRAWFORD,  MD,  pro- 
fessor of  orthopaedics  and  pediatrics  at 
the  University  of  Cincinnati  College  of 
Medicine  and  chairman  of  the  Scoliosis 
Research  Society,  has  received  a grant  to 
organize  a data  bank  for  the  treatment  of 
thoracolumbar  spine  fractures.  Dr. 
Crawford  is  also  the  director  of  Pediatric 
Orthopaedics  at  the  Children’s  Hospital 
Medical  Center. 


ROY  DONNERBERG,  MD,  of  the 

Ohio  State  University  College  of 
Medicine,  has  been  elected  a fellow  of  the 
American  Geriatrics  Society.  Dr.  Don- 
nerberg,  chairman  of  the  OSMA 
Geriatrics  Committee,  was  recognized  for 
his  distinguished  contributions  to  the  field 
of  geriatric  medicine. 


MICHAEL  E.  ERVIN,  MD,  FACEP, 

has  been  elected  President-Elect  of  the 
American  College  of  Emergency  Physi- 
cians (ACEP),  and  has  been  re-elected  to 
the  College’s  Board  of  Directors.  Dr.  Er- 
vin is  the  director  of  the  Emergency  and 
Trauma  Center  at  Miami  Valley  Hospital 
in  Dayton. 


RICHARD  A.  FREIBERG,  MD, 

director  of  the  Orthopaedic  Department 
at  the  Jewish  Hospital  of  Cincinnati,  was 
recently  honored  at  the  Annual  Or- 
thopaedic Resident  Appreciation  dinner 
for  his  academic  contributions. 


LEON  GOLDMAN,  MD,  director  of 
Laser  Research  and  the  Laser  Treatment 
Center  at  the  Jewish  Hospital  of  Cincin- 
nati, has  received  the  1985  Arthur  A. 
Schawlow  Award  from  the  Laser  Institute 
of  America.  Dr.  Goldman,  who  also 
received  the  1985  Laser  Industry  Associa- 
tion of  America  Award,  was  honored  for 
his  pioneer  contributions  in  medical  laser 
applications. 
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JOHN  D.  GUYTON,  MD,  director  of 
the  Department  of  Physical  Medicine  and 
Rehabilitation  at  Mt.  Carmel  Medical 
Center  in  Columbus,  has  received  the 
1985  Recognition  Award  for  Distin- 
guished Clinicians  of  the  American 
Academy  of  Physical  Medicine  and 
Rehabilitation. 


DONALD  HOFFMAN,  MD,  Colum- 
bus, has  been  selected  as  president  of  the 
board  of  directors  of  the  Big  Brothers/Big 
Sisters  Association  of  Columbus  and 
Franklin  County. 


MURRAY  S.  JAFFE,  MD,  of  the 
Jewish  Hospital  in  Cincinnati,  has  been 
reappointed  for  three  years  as  Liaison 
Fellow  of  the  Commission  on  Cancer  by 
the  American  College  of  Surgeons. 


DANIEL  E.  LEWIS,  MD,  Columbus; 
ROBERT  R.  LUKIN,  MD,  Cincinnati; 
HARVEY  E.  MUEHLENBECK,  MD, 
Toledo;  and  JOHN  E.  SINGER,  MD, 
Cincinnati,  have  recently  been  named 
fellows  of  the  American  College  of 
Radiology  at  its  annual  meeting. 


HAROLD  N.  MARGOLIN,  MD,  has 

been  named  the  new  medical  director  of 
the  Department  of  Radiology  at  the 
Jewish  Hospital  of  Cincinnati.  Dr. 
Margolin  has  also  been  named  the  new 
president  of  Rad-Con,  the  hospital’s 
radiologist’s  group. 


THOMAS  F.  MEANEY,  MD, 

Cleveland,  was  recently  named  vice  chair- 
man of  the  1985-86  Board  of  Chancellors 
of  the  American  College  of  Radiology. 


ROBERT  H.  OSHER,  MD,  Cincin- 
nati, recently  received  second  place 
honors  at  the  International  Film  Festival 
at  the  American  Implant  Society  Sym- 
posium for  his  film  “Management  of 
Complications  During  Cataract 
Surgery.” 


THOMAS  W.  PANKE,  MD,  Cincin- 
nati, has  been  elected  president  of  the 
Cincinnati  Society  of  Pathologists.  Dr. 
Panke  has  competed  a book  entitled 
“Pathology  of  Thermal  Injury:  A Prac- 
tical Approach.” 


WAGIH  M.  SHEHATA,  MD,  FFR, 

director  of  radiation  oncology  at  the 
Good  Samaritan  Hospital  in  Cincinnati, 
will  have  an  article  published  in  the  In- 
ternational Journal  of  Radiation  On- 
cology on  the  “Use  of  the  Royal  Marsden 
Gun  in  1-125  Interstitial  Therapy.” 


JAMES  TENNENBAUM,  MD,  Co- 
lumbus, was  recently  elected  national  sec- 
retary of  the  American  Association  of 
Clinical  Immunology  and  Allergy.  In  ad- 
dition, Dr.  Tennenbaum  was  reappointed 
associate  editor  of  the  organization’s  offi- 
cial publication.  The  Journal  of  Immu- 
nology and  Allergy  Practice. 


ROBERT  WEISENBURGER,  MD, 

Columbus,  recently  was  elected  president 
of  the  Columbus  Orthopaedic  Society. 


J.R.  VAN  TUYL,  MD,  Columbus, 
recently  received  the  Teacher  of  the  Year 
Award  from  the  Ohio  State  University 
Residency  Program. 


LEE  VESPER,  MD,  a dermatologist 
from  Cincinnati,  has  been  installed  as 
president  of  the  Academy  of  Medicine  of 
Cincinnati.  Dr.  Vesper  is  past  president 
of  the  Cincinnati  Dermatologic  Society. 


J.C.  WILLKE,  MD,  Cincinnati,  has 
been  re-elected  president  of  the  National 
Right  to  Life  committee.  Dr.  Willke,  who 
recently  published  a book  entitled  ‘ ‘Abor- 
tion: Questions  and  Answers,”  has  also 
been  elected  president  of  the  International 
Right  to  Life  Federation. 


TOMAS  R.  YANES,  MD,  Cincinnati, 
was  named  chairman  of  a private  non- 
profit foundation  in  Miami,  Florida,  de- 
voted to  the  training  of  young  foreign 
doctors  in  ophthalmology. 
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Strong  on  results.  Simple  to  take. 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS;  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  freouently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently. be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility : Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  arrd  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects;  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis.  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min.  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole—bottles  of  100.  250  and  500;  Tel-E-Dose*  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 
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Cl  I Ivl  E.  coli 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


Uv  I I v E.  coli 
culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


H.  influenzae  culture- 

color-enhanced 

SEM. 


H.  influenzae 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

Bactrim  (trimethoprim 

Effective  and  versatile  b.i.d.  therapy 


before 

Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


after 

Same  patient 
after  ten  days 
of  Bactrim 
therapy. 
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Please  see  preceding  page  for  a summary  of  product  information. 
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